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patient  protected 

. . . for  hours 


. . . works  with  nebulizer  speed— provides  four-hour  protection 

One  Nephenalin  tablet  provides:  air  in  a hurry — through  sublingual  isoproterenol  HC1,  10  mg. 
air  for  hours — through  theophylline,  2 gr.;  ephedrine,  Vs  gr.;  phenobarbital,  Vs  gr. 

Dosage:  Hold  one  Nephenalin  tablet  under  the  tongue  for  five  minutes  to  abort  the  asthmatic 
attack  promptly.  Then  swallow  the  tablet  core  for  four  full  hours’  protection  against  further 
attack.  Only  one  tablet  should  be  taken  every  four  hours.  No  more  than  five  tablets  in  24  hours. 
Supplied:  Bottles  of  50  tablets.  For  children:  Nephenalin  Pediatric,  bottles  of  50  tablets. 

Caution:  Do  not  administer  Nephenalin  with  epinephrine.  The  two  medications  may  be  alter- 
nated at  4-hour  intervals.  Nephenalin  should  be  administered  with  caution  to  patients  with 
hyperthyroidism,  acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve,  acute  myo- 
cardial damage,  and  to  those  hypersensitive  to  sympathomimetic  amines.  Phenobarbital  may  be 
habit  forming.  Thos.  Leeming  & Co.,  Inc.,  New  York  17,  N.Y. 


Relieves  Anxiety  and  Anxious  Depression 

The  outstanding  effectiveness  and  record  of  safety  with  which 
Miltown  relieves  anxiety  and  anxious  depression— the  type  of 
depression  in  which  either  tension  or  nervousness  or  insomnia 
is  a prominent  symptom  — has  been  clinically  authenticated 
time  and  again  during  the  past  seven  years.  This,  undoubt- 
edly, is  one  reason  why  physicians  still  prescribe  meprobamate 
more  often  than  any  other  tranquilizer  in  the  world. 


Milt  own9 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  meprotabs®  — 400  mg. 
unmarked , coated  tablets;  and  in  sustained-release 
capsules  as  meprospan®-400  and  meprospan®-200  (con- 
taining respectively  400  mg.  and  200  mg.  meprobamate). 

WALLACE  LABORATORIES  / Cr anbury ,N .J. 


Clinically  proven 
in  over  75  0 
published  studies 

IActs  dependably  — without 
causing  ataxia  or  altering 
sexual  function 

Does  not  produce 
Parkinson-like  symptoms 
or  liver  damage 

Does  not  muddle  the  mind 
or  impair  physical  activity 


CM-7972 
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THE  WASHINGTON  SCENE 

A Summary  Prepared  by  the  W ashington  Office  of 
the  American  Medical  Association 


Health,  Education  and  Welfare  Secretary 
Anthony  J.  Celebrezze  expressed  the  belief 
that  state  and  local  governments  have  the  primary 
responsibility  for  welfare  programs  and  other  pub- 
lic services. 

He  told  a National  Press  Club  luncheon : 

“The  federal  government’s  responsibility  should 
be  limited  to  those  matters  which  are  of  primary 
national  interest  and  cannot  be  effectively  carried 
on  through  individual  or  local  community  effort.” 
He  also  said  that  his  basic  welfare  program  policy 
would  be  to  “help  people  help  themselves.” 

But  Celebrezze  does  not  follow  this  philosophy  of 
government  to  the  point  of  weakening  his  support 
of  the  Kennedy  Administration’s  social  security 
hospitalization  legislation.  The  Administration  has 
said  that  it  will  push  again  for  passage  of  such  legis- 
lation in  the  new  Congress  convening  January  9. 
But  Celebrezze  conceded  it  would  be  difficult  to 
secure  House  approval. 

The  Administration  gave  no  indication  in  pre- 
session talk  whether  the  big  push  for  the  legislation 
would  be  made  in  this  year  or  in  1964. 

The  House  of  Delegates  of  the  American  Medical 
Association,  at  its  recent  16th  Clinical  Meeting  in 
Los  Angeles,  reaffirmed  its  opposition  to  the  Social 
Security  approach  in  providing  health  care  for  the 
aged.  The  AMA  also  reaffirmed  its  support  of  the 
Kerr-Mills  program. 

Doctor  George  M.  Fister,  AMA  president,  said 
the  AMA  “will  not  compromise  on  the  fundamental 
principles”  in  the  controversy.  Noting  that  the 
medical  profession  again  faces  a hard  fight  on  the 
issue  in  Congress,  Doctor  Fister  expressed  confi- 
dence that  “we  can  again  win.” 

A spokesman  for  the  drug  industry  warned  at  a 
Washington,  D.C.  meeting  of  government  and  in- 
dustry officials  and  consumers  that  enactment  of  the 
Administration  medical  care  plan  would  open  the 
way  for  the  federal  government  “to  extend  its  con- 
trols in  all  health  areas,  including  drugs,  ostensibly 
to  assist  patients  economically  to  obtain  these  serv- 
ices.” The  spokesman,  Francis  C.  Brown,  president 
of  Sobering  Corp.,  added: 

“Those  who  say  it  can’t  happen  here  may  be  de- 
luding themselves.  It  can  and  it  will  if  we  permit  it.” 
The  new  Congress  has  only  four  physician  mem- 


bers as  compared  to  seven  in  the  1961-62  session. 

Sen.  Ernest  Gruening  (D.,  Alaska)  and  Reps. 
Durward  Hall  (R.,  Mo.)  and  Thomas  Morgan 
(D.,  Pa.)  were  reelected.  Dr.  James  D.  Weaver 
(R.,  Pa.)  captured  a House  seat  in  his  first  political 
race. 

Reps.  Walter  Judd  (R.,  Minn.)  and  Ivor  Fenton 
(R.,  Pa.)  were  defeated  in  contests  where  redis- 
tricting was  a major  factor. 

Rep.  Dale  Alford  (D.,  Ark.)  gave  up  his  House 
seat  and  ran  unsuccessfully  for  governor  of  Arkan- 
sas. Rep.  Edwin  Durno  (R.,  Ore.)  lost  in  a bid  to 
switch  from  the  House  to  the  Senate. 

The  overall  election  results  added  four  Democrats 
in  the  Senate,  but  appointment  of  a Republican  to 
succeed  a deceased  Democrat  cut  the  net  gain  to 
three.  The  Republicans  increased  their  House 
strength  by  two  members. 

The  Senate  lineup  now  is  67  Democrats  to  33 
Republicans.  The  new  House  has  259  Democrats 
and  176  Republicans. 

5|<  jjc 

The  American  Hospital  Association  and  the 
Defense  Department  agreed  on  a program  to  use 
hospitals  as  public  fallout  shelters  in  event  of  nu- 
clear attack. 

In  a joint  statement,  the  AHA  and  the  Defense 
Department  said  that  “in  these  times  every  hospital 
has  the  responsibility  to  take  practical  and  sensible 
measures  to  minimize  loss  of  life  resulting  from 
radioactive  fallout”  should  there  be  a nuclear  attack. 

It  was  estimated  about  6,200  U.S.  hospitals  pres- 
ently could  provide  fallout  protection  for  more  than 
three  million  persons. 

The  program  calls  for  the  Defense  Department 
providing  the  co-operating  hospitals  with  emer- 
gency supplies  of  medical  material,  food  and  other 
emergency  items  to  be  stockpiled  in  basements  and 
other  places  judged  “safe”  from  fallout. 

If  Congress  approves  the  Administration’s  re- 
quest for  a national  shelter  program,  federal  funds 
will  be  available  to  hospitals  for  additional  construc- 
tion that  would  be  suitable  for  operating  rooms, 
storage  space,  automobile  parking  and  other  similar 
purposes  when  not  needed  for  fallout  shelters. 

^ ^ ^ 
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acute  respiratory 
inflammation 


80%  Excellent /Good  Results 
in  4,491  patientsM 

By  subduing  the  inflammatory  reaction  of 
respiratory  tract  tissues,  Chymoral  liquefies 
thickened  bronchial  secretions  and  affords 
easier  expectoration  of  mucus  plugs.  In  a 
series  of  48  patients  with  bronchial  asthma, 
44  were  afforded  good  to  excellent  relief 
with  Chymoral  therapy.1  In  chronic  obstruc- 
tive emphysema,  Chymoral  improves  both 
vital  capacity  and  the  ability  to  expectorate 
without  severe,  racking  cough  effort.2  And 
in  sinusitis  or  rhinitis  there  is  a definite 
reduction  of  inflammation  and  edema  of  the 
nasal  and  sinal  mucosa,  along  with  im- 
proved airflow.2*3 

controls  inflammation, 
curtails  swelling,  relieves  pain 

1.  Taub,  S.  J.:  Clin.  Med.  7:2575,  1960.  2.  Clinical  Reports  to 
the  Medical  Department,  Armour  Pharmaceutical  Company, 
1960.  3.  Billow,  B.  W.,  et  al.:  Southwestern  Med.  41: 286,  1960. 
4.  Physicians'  Reports  to  the  Medical  Department,  Armour 
Pharmaceutical  Company,  1961. 

CHYMORAL  is  an  ORAL  anti-inflammatory  enzyme  tablet  specifi- 
cally formulated  for  intestinal  absorption.  Each  tablet  provides 
enzymatic  activity,  equivalent  to  50,000  Armour  Units,  supplied  by  a 
purified  concentrate  which  has  specific  trypsin  and  chymotrypsin 
activity  in  a ratio  of  approximately  six  to  one.  ACTION:  Reduces 
inflammation  of  all  types;  reduces  and  prevents  edema  except  that 
of  cardiac  or  renal  origin;  hastens  absorption  of  blood  and  lymph 
extravasates;  helps  to  liquefy  thick  tenacious  mucous  secretions; 
improves  regional  circulation;  promotes  healing;  reduces  pain. 
INDICATIONS:  Chymoral  is  indicated  in  respiratory  conditions  such 
as  asthma,  bronchitis,  rhinitis,  sinusitis;  in  accidental  trauma  to 
speed  absorption  of  hematoma,  bruises,  and  contusions;  in  in- 
flammatory dermatoses  to  ameliorate  acute  inflammation  in  con- 
junction with  standard  therapies;  in  gynecologic  conditions  such  as 
pelvic  inflammatory  disease  and  mastitis;  in  obstetrics  as  episioto- 
mies  and  breast  engorgement;  in  surgical  procedures  as  biopsies, 
hernia  repairs,  hemorrhoidectomies,  mammectomies,  phlebitis  and 
thrombophlebitis;  in  genitourinary  disorders  as  epididymitis,  orchi- 
tis and  prostatitis;  in  dental  and  oral  surgery  as  fractures  of  the 
mandible  or  maxilla,  difficult  or  multiple  extractions,  and  alveolec- 
tomies.  CONTRAINDICATIONS:  None  known.  INCOMPATIBILI- 
TIES: None  known.  Antibiotics  as  well  as  generally  accepted  meas- 
ures may  be  coadministered.  SIDE  EFFECTS:  Mild  gastric  upsets, 
rarely  encountered.  DOSAGE:  Recommended  initial  dose  is  two 
tablets  q.i.d. ; one  tablet  q.i.d.  for  maintenance.  SUPPLIED:  Bottles 
of  48  and  250  tablets.  Issue:  Rev.  Jan.,  1963 

The  true  economy  of  proven  effective  dosage 


ARMOUR  PHARMACEUTICAL  COMPANY 

KANKAKEE,  ILLINOIS 

Originators  of  Listica ® 
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Attractive  8 Functional  Offices 

kg 
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Designers  8 Suppliers  of  Offices 

150  Dorrance  Street  • Providence  3,  R.  I.  • GAspee  1-5228 


Qflemem!  Sanitaftium 


Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conven- 
iently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

W.  H.  Lesovsky,  M.D.,  Ph.D. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 


WASHINGTON  SCENE 

continued  from  page  8 

American  consumers  spent  a new  high  of  $21.1 
billion  for  health  care  in  1961,  according  to  the 
Social  Security  Administration. 

The  Federal  Agency  reported  that  the  total  pri- 
vate outlay  for  health  care,  which  included  $14.4 
billion  in  direct  out-of-pocket  expenditures  and  $6.7 
billion  paid  for  health  insurance,  exceeded  by  $1.3 
billion  the  total  spent  in  1960. 

The  1961  consumer  expenditure  for  health  care 
amounted  to  $1 16.60  for  each  American.  Direct  ex- 
penditures per  capita  were  $79.76  and  payments  for 
health  insurance  amounted  to  $36.84  per  capita. 

These  sums  applied  only  to  private  expenditures 
for  health  care  and  did  not  include  government  out- 
lays or  health  care  provided  through  private  organ- 
izations to  the  needy. 

A breakdown  by  category  of  expenditures  showed 
how  the  consumer’s  health  care  dollar  in  1961  was 
divided  : hospital  care,  27.6  cents ; physicians’  serv- 
ices, 27.6  cents;  drugs,  19  cents;  dental  care,  9.8 
cents ; eyeglasses  and  appliances,  6 cents ; nursing 
and  other  professional  care,  4 cents  ; nursing-home 
care,  1.4  cents.  The  remaining  4.6  cents  represented 
the  net  cost  of  health  insurance. 

Of  the  total  $6.7  billion  expenditure  for  health 
insurance  premiums,  45.4  per  cent  was  paid  to  Blue 
Cross-Blue  Shield  plans,  38.1  per  cent  to  insurance 
companies  for  group  coverage,  9.4  per  cent  to  in- 
surance companies  for  individual  policies,  and  7.1 
per  cent  to  independent  health  insurance  plans. 

It  was  estimated  that  insurance  benefits  paid  28.3 
per  cent  of  the  consumer’s  total  1961  health  care 
bill,  exclusive  of  the  cost  of  insurance.  Insurance 
met  66  per  cent  of  all  charges  for  hospital  care, 
30  per  cent  of  all  charges  for  physicians’  services, 
and  1.5  per  cent  of  the  cost  of  all  other  items,  includ- 
ing dental  care,  nursing  service,  drugs,  and  nursing- 
home  care. 


DID  YOU  KNOW? 

• That  the  National  Safety  Council  estimates  there 
were  9-2  million  injuries  in  1961,  causing  an  eco- 
nomic loss  of  $14  billion. 

• That  the  economic  loss  included  a wage  loss  of 
$4.1  billion  and  $1  billion  for  medical  expenses. 

• That  each  day  last  year,  an  average  of  25,000 
persons  were  disabled,  and  that  one  person  in  every 
20  will  incur  a disabling  injury  this  year. 

® That  home  accidents  headed  the  list  of  disabili- 
ties with  four  million  casualties  in  1961. 
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POST-MICTURITION  SYNCOPE 

Richard  R.  Knowles,  m.d. 


The  Author.  Richard  R.  Knowles,  M.D.,  of  Newport, 
Rhode  Island.  Associate  Physician,  Department  of  Med- 
icine, and  Associate  Cardiologist,  Newport  Hospital. 


INTRODUCTION 

Although  post-micturition  syncope  is  probably  a 
relatively  common  disorder,  it  has  been  infre- 
quently reported  in  the  American  literature.  Since 
Proudfit  and  Forteza1  reported  the  first  cases  in 
detail  in  1959,  only  approximately  thirty-seven2,3’4’5 
cases  have  been  recorded  in  the  American  medical 
literature.  Because  of  the  relatively  few  cases  of  this 
disorder  that  have  been  reported,  it  is  felt  worth- 
while to  report  an  additional  case  with  discussion  of 
the  physiologic  mechanisms  involved. 

Case  Report 

Newport  Hospital  Record  #63650.  The  patient 
was  a thirty-seven-year-old  white  male  trailer  park 
owner  who  was  admitted  to  the  Newport  Hospital 
on  April  1,  1961  with  the  chief  complaint  of  “faint- 
ing spell.”  The  patient  stated  that  he  had  been  well 
and  free  of  symptoms  until  shortly  prior  to  admis- 
sion when  he  awakened  from  a two-hour  nap 
and  noted  that  his  bladder  was  full.  He  went  to  the 
bathroom  and  shortly  after  urinating,  he  became 
lightheaded  and  collapsed  on  the  floor  outside  the 
bathroom  door.  In  falling  he  struck  his  nose  and 
upper  lip.  He  recovered  consciousness  within  two 
or  three  minutes  and  then  felt  well  except  for  sore- 
ness of  his  nose  and  upper  lip.  Significantly,  the 
patient  had  experienced  three  or  four  similar  pre- 
vious syncopal  episodes  over  the  twenty  years  prior 
to  admission,  and  each  one  of  these  episodes  had 
occurred  within  a few  moments  after  urinating  from 
a full  bladder.  On  each  occasion,  he  had  either  fallen 
in  the  bathroom  or  immediately  outside  the  bath- 
room door.  He  denied  chest  pain,  palpitation, 
dyspnea,  cough,  sputum,  hemoptysis,  diplopia,  dys- 
phagia, dysarthria,  and  other  neurological  symp- 
toms prior  to,  or  subsequent  to,  each  of  the  fainting 
spells. 

A past  history  and  review  of  systems  was  entirely 
negative.  The  family  history  revealed  that  the 


patient’s  father  had  died  at  age  63  with  a heart 
attack  and  that  his  mother  was  alive  and  well  at 
age  61.  He  had  one  sibling  who  was  also  alive  and 
well.  There  was  no  family  history  of  diabetes, 
syphilis  or  neurological  disorders. 

General  physical  examination  and  neurological 
examination  were  entirely  normal  except  for  a 
small  laceration  of  the  upper  lip  and  contusions  of 
the  nose.  The  blood  pressure  was  112/74  in  both 
the  supine  and  erect  positions.  A complete  blood 
count  and  urinalysis  were  normal  except  for  a white 
blood  count  of  16,000  with  a normal  differential. 
A venereal  disease  research  laboratories  test  was 
nonreactive.  A chest  X-ray  was  normal,  as  was  an 
electrocardiogram  taken  approximately  one  hour 
after  the  syncopal  episode. 

Six  days  later,  a resting  electrocardiogram  was 
entirely  normal  as  were  a single  and  double  Master’s 
two-step  test.  At  that  time  an  electrocardiogram 
was  also  obtained  during  the  Valsalva  maneuver, 
with  and  without  carotid  sinus  pressure,  in  both  the 
erect  and  supine  positions  without  effect  on  the  rate 
or  rhythm.  Repeat  physical  and  neurological  exam- 
inations were  also  normal  on  April  7,  1961. 

The  patient  was  advised  to  arise  slowly  from  the 
supine  position  and  to  sit  on  the  edge  of  the  bed  for 
a few  moments  before  getting  up.  He  was  also 
advised  to  avoid  straining  at  micturition  and.  if 
possible,  to  avoid  an  overly  distended  bladder  by 
restricting  fluids  before  retiring.  The  patient  has 
been  completely  asymptomatic  during  the  year  since 
his  discharge  from  the  hospital. 

Discussion 

As  in  the  present  case,  most  of  the  previously 
reported  incidents  of  micturition  syncope  have 
occurred  after  a period  of  recumbency  and  usually 
after  several  hours  of  sleep.  In  some  manner,  the 
recumbent  position  appears  to  have  rendered  the 
patient  more  prone  to  syncope.  Following  recum- 
bency, McLean  et  al.6  demonstrated  that  normal 
subjects  acquire  orthostatic  intolerance.  Proudfit 
and  Forteza1  in  presenting  the  first  well-documented 
cases  of  this  condition  postulated  that  in  straining 
at  urination,  the  patient  involuntarily  performed 
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the  Valsalva  maneuver,  the  circulatory  effects  of 
which  resulted  in  syncope  because  the  normal  com- 
pensatory mechanisms  were  rendered  ineffective 
by  the  preceding  prolonged  period  of  recumbency. 

Gorlin,  Knowles  and  Storey7  have  shown  that 
the  effect  of  the  Valsalva  maneuver  on  circulatory 
dynamics  involved  four  distinct  phases : 

1.  A rise  in  blood  pressure  at  the  onset  of  the 
maneuver  due  to  displacement  of  blood  from 
the  lungs  to  the  left  heart  resulting  in  a tran- 
sient increase  in  cardiac  output ; 

2.  An  abrupt  fall  in  blood  pressure  which  reflects 
the  decreased  venous  return  to  the  heart  be- 
cause of  the  marked  increase  in  intrathoracic 
pressure ; 

3.  Phase  three  occurs  after  the  release  of  the 
strain  and  is  characterized  by  a slight  further 
fall  in  blood  pressure  which  is  thought  to  be 
due  to  the  expansion  of  the  previously  com- 
pressed pulmonary  vascular  bed.  This  phase 
is  terminated  by  a late  rise  in  blood  pressure 
as  a result  of  increased  venous  return ; 

4.  Phase  four  consists  of  a rise  in  blood  pressure 
above  the  pre-maneuver  level  and  is  felt  to  be 
secondary  to  maintenance  of  the  compensatory 
increase  in  peripheral  resistance  in  the  face  of 
an  increased  cardiac  output.  This  overshoot 
frequently  initiates  a reflex  bradycardia  and 
peripheral  vasodilitation  due  to  carotid  sinus 
and  aortic  arch  reflexes.  These  reflex  changes 
in  rhythm  and  vasoconstriction  can  be  pre- 
vented by  the  prior  administration  of  atropine. 

occurs  during  Phase  two  when  the  venous  return  to 
the  heart  is  low  and  consequently  the  cardiac  output 
and  blood  pressure  at  a minimum.  Prozan  and 
Litvin,2  however,  felt  that  fainting  occurred  as  a 
result  of  the  cardio-dynamic  effects  of  Phase  4,  i.e., 
exaggerated  carotid  sinus  and  aortic  arch  reflexes 
producing  marked  vagotonia.  They  favored  this 
interpretation  because  all  three  of  their  patients 
experienced  syncope  after  the  act  of  urination  had 
been  completed  and  because  they  were  able  to  pro- 
duce sinus  arrest  with  a nodal  escape  rhythm  in  all 
three  of  the  patients  during  Phase  four  of  the  Val- 
salva maneuver.  In  the  one  patient  so  tested,  this 
arrhythmia  did  not  occur  when  the  maneuver  was 
repeated  after  atropinization.  In  the  series  of 
Proudfit  and  Forteza,  four  out  of  seven,  and  in  that 
of  Lyle  et  al.3  six  out  of  twenty-six  episodes  of  syn- 
cope occurred  during  or  at  the  onset  of  micturition, 
thus  casting  some  doubt  on  the  importance  of  reflex 
bradycardia  and  vasodilatation  in  the  production 
of  syncope  and  favoring  the  interpretation  of 
Proudfit  and  Forteza  as  described  above. 

Lyle  et  al.3  were  reluctant  to  accept  the  circula- 
tory effects  of  the  Valsalva  maneuver  as  being  the 
primary  cause  of  this  syndrome,  pointing  out  that 
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urination  doesn’t  usually  involve  forceful  expiration 
against  a closed  glottis  and  that  the  incidence  of  this 
condition  in  patients  with  lower  urinary  tract  ob- 
struction is  not  high  despite  frequent  strangury 
and  nocturia.  They  suggested  the  possibility  that 
vasodepressor,  or  cardioinhibitory  reflexes  or  both 
were  responsible  for  the  hypotensive  episodes, 
pointing  out  that  the  sudden  decompression  of  a 
distended  bladder  by  catherization  has  long  been 
recognized  as  a cause  of  profound  circulatory  col- 
lapse. They  also  mention  the  reverse  situation  in 
which  “hypertensive  crises”  occur  in  patients  with 
postoperative  urinary  retention  and  bladder  disten- 
tion and  are  relieved  by  catheterization.  Thus,  at 
least  in  some  clinical  situations,  increased  bladder 
pressure  is  accompanied  by  hypertension  and  sud- 
den decrease  in  bladder  pressure  may  be  associated 
with  profound  hypotension  and  collapse.  Lyle  et  al. 
hypothesize  that  a distended  bladder  produces  suffi- 
cient reflex  vasoconstriction  to  prevent  the  usual 
mild  drop  in  blood  pressure  that  occurs  on  assuming 
the  upright  position  and,  accordingly,  the  carotid 
sinus  and  aortic  arch  reflexes  are  not  stimulated. 
When  the  patient  voids,  the  vasoconstriction  is 
abruptly  released  producing  sudden  hypotension  in 
the  motionless,  erect  subject  whose  postural  adap- 
tive reflexes  have  been  slowed  by  the  previous  pro- 
longed period  of  recumbency. 

SUMMARY 

A typical  case  of  post-micturition  syncope  is  de- 
scribed and  the  physiologic  mechanisms  involved  in 
the  production  of  this  syndrome  are  discussed. 
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Geographically  the  bituminous  coal-mining 
areas  of  the  United  States  are  mostly  in  rugged, 
often  mountainous,  isolated  regions.  Economically 
these  areas,  for  various  reasons,  have  been  centered 
on  the  one  industry.  The  result  has  been  in  a major- 
ity of  them  cultural  and  social  retardation,  economic 
poverty,  and  precariousness. 

In  the  past  these  areas  offered  a paucity  of  medi- 
cal facilities  to  attract  the  young  physician  or  cul- 
tural and  social  advantages  for  his  family.  True, 
there  was  a wealth  of  opportunity  for  pioneering 
out-country  medicine,  and  many  dedicated  men 
gave  of  themselves  and  their  talents  there.  By  and 
large  these  areas  were  medical  deserts.  The  people 
of  the  area  did  not  understand  or  know  the  best  in 
medical  care.  The  fault  for  this  should  not  be  laid 
on  the  doorstep  of  the  medical  profession  but  rather 
to  the  geography,  the  economics,  the  mores,  and  the 
educational  status  of  the  areas  and  the  times. 

In  1946,  when  the  coal  mines  were  under  the 
aegis  of  the  U.  S.  Department  of  the  Interior,  a 
medical  survey  of  the  bituminous  coal  industry  was 
made  under  the  direction  of  Dr.  Joel  T.  Boone.  In 
the  report  to  the  Secretary  of  the  Interior  the  survey 
stated  that  provisions  for  health  in  many  of  the 
mining  communities  are  “so  very  poor  that  their 
tolerance  is  a disgrace  to  a nation  to  which  the  world 
looks  for  pattern  and  guidance.”  In  1952  a member 
of  the  Welfare  Funds’  Medical  Advisory  Commit- 
tee, after  a survey  tour  of  medical  conditions  in  the 
coal  mine  areas  of  Kentucky,  West  Virginia,  and 
Tennessee,  stated  that  he  had  seen  nothing  worse  in 
southeastern  Asia  than  some  of  the  things  he  had 
seen  there. 

Because  of  the  concern  of  the  U.MAV.A.,  and 
particularly  their  President,  Mr.  John  L.  Lewis,  for 
the  health  of  their  members  and  because  of  the  find- 
ings of  this  report,  an  agreement  was  reached  with 
the  coal  operators  in  1947  setting  up  the  U.MAV.A. 
Welfare  and  Retirement  Fund. 

There  are  many  misconceptions  as  to  what  the 

^Presented  at  a meeting  of  the  Providence  Medical  Asso- 
ciation, at  Providence,  Rhode  Island,  October  1,  1962. 


Fund  is  and  what  it  is  not. 

First,  the  U.MAV.A.  Welfare  and  Retirement 
Fund  (hereafter  referred  to  simply  as  the  Fund)  is 
concerned  only  with  bituminous  coal  miners.  The 
anthracite  miners  have  a separate  welfare  fund  of 
their  own. 

Second,  the  Fund  does  not  provide  only  medical 
benefits.  In  1961-62  pensions  to  retired  miners 
made  up  52.6  per  cent  of  benefit  expenditures 
($60,079,898)  ; hospital  and  medical  care  consti- 
tuted 44.5  per  cent  ($50,653,219),  widow  and  sur- 
vivors benefits  2.8  per  cent  ($3,244,335),  and  dis- 
aster benefits  0.1  per  cent  ($37,616). 

The  miner  does  not  contribute  to  the  Fund  in  any 
way  financially.  He  does,  however,  contribute  to  the 
industry  his  skill,  his  willingness  to  risk  limb  and 
sometimes  his  life  (about  1 man  each  day  of  the 
year).  The  monies  of  the  Fund  derive  from  a ton- 
nage royalty  of  40^  on  each  ton  of  bituminous  coal 
mined.  This  is  paid  to  the  Fund  by  those  coal  mine 
operators  who  are  signatories  to  the  agreement. 
The  philosophy  underlying  this  method  of  financ- 
ing medical  care  has  been  stated  by  Mr.  Lewis  as 
follows : 

W e hold  that  the  care  of  the  human  element  in 
industry  should  run  inherently  with  the  cost  of 
production.  For  instance,  mining  is  a particularly 
hazardous  industry.  The  result  is  a tremendous 
usage  of  manpower  which,  when  used  up  or  dis- 
pensed with  in  the  ordinary  way,  renders  these 
men  physically  or  occupationally  unable  to  enter 
other  industries.  They  then  either  live  in  poverty 
or  become  a charge  against  the  public  purse ; 
and  the  taxpayers  are  assessed  for  state  aid, 
hospital  funds,  and  charitable  organizations.  The 
U.MAV.A.  Welfare  and  Retirement  Fund  is  con- 
ducted on  the  basic  principle  that  a commodity 
(i.e.,  coal)  used  generally  by  the  public  should 
completely  bear  its  own  cost  of  production,  rather 
than  the  production  of  that  commodity  subsidized 
to  some  degree  by  the  government. 

The  Fund  is  not  an  insurance  plan  such  as  Blue 
Cross  or  Blue  Shield,  nor  is  it  an  indemnity  scheme. 
Beneficiaries  receive  care  as  long  as  it  is  medically 
indicated  regardless  of  their  age,  or  length  of  time 
the  ailment  has  been  present.  The  hospitals  and 
physicians  are  paid  directly  by  the  Fund.  The  pro- 
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gram  does  not  pay  for  care  provided  by  other  agen- 
cies such  as  long  term  psychiatric  or  tuberculosis 
treatment,  or  for  injuries  under  Workmen’s  Com- 
pensation so  long  as  it  is  in  effect.  It  does  not 
provide  dental  care,  reading  glasses,  or  inexpensive 
medications. 

Coverage  extends  to  the  miner,  his  wife,  and 
dependent  children  or  parents.  After  his  death  his 
dependents  are  eligible  for  one  year.  The  miner  is 
eligible  for  one  year  after  he  is  out  of  work.  Pen- 
sioners are  eligible  so  long  as  they  are  unemployed. 
It  is  the  feeling  of  the  Fund  that  the  inclusion  of  the 
entire  family  — and  most  are  large  ones  — con- 
tributes to  peace  of  mind  and  a feeling  of  security 
among  these  people  who  have  a very  strong  sense 
of  family  unity. 

No  Geographic  Restrictions 

There  are  no  geographic  restrictions.  Bituminous 
coal  is  mined  in  27  states,  including  Alaska,  but 
care  is  provided  wherever  the  beneficiary  may  be. 
There  are  many  pensioners  in  Florida  and  Cali- 
fornia where  there  is  no  coal.  Patients  are  sent 
wherever  need  be  to  receive  the  indicated  care  if  it 
is  not  locally  available. 

In  all  but  a small  area,  that  of  the  Miners  Memo- 
rial Hospitals,  the  Fund  does  not  own  or  operate 
hospitals  or  clinics.  The  services  of  local  hospitals 
(1,200  in  1961-62)  and  local  physicians  (7,000  in 
1961-62),  are  utilized  to-  provide  care.  In  the  past 
year  over  900,000  days  of  hospital  care,  814,000 
hospital  visits  by  physicians,  and  1,200,000  visits  to 
specialists  in  their  offices  and  out-patient  depart- 
ments were  paid  for  by  the  Fund. 

The  Fund  is  not  administered  by  the  union  nor 
by  the  coal  operators.  It  is  a trust  fund  set  up  under 
Federal  statutes  governing  trust  funds  and  is  organ- 
ized and  managed  as  a separate  entity,  independent 
of  both  the  union  and  the  coal  operators.  The  Board 
of  Trustees  has  one  representative  from  the  union, 
one  from  the  coal  operators,  and  a third  chosen  by 
them,  who  acts  as  the  Director  of  the  Fund. 

From  the  start  the  procurement  and  administra- 
tion of  the  medical  and  hospital  care  program  has 
been  placed  in  medical  hands  by  the  Fund.  Doctor 
Warren  Draper  is  Executive  Medical  Officer, 
assisted  by  ten  physician  Area  Medical  Administra- 
tors in  Birmingham,  Denver,  St.  Louis,  Knoxville, 
Louisville,  Charleston,  Beckley,  and  Morgantown, 
West  Virginia,  Johnstown  and  Pittsburgh,  Penn- 
sylvania. These  men  have  broad  authority  to  make 
arrangements  for  medical  services  in  their  areas. 

The  physician  who  provides  services  has  his 
choice  of  payment  by  fee-for-service  or  on  a retainer 
for  time  basis.  The  Fund  does  not  set  fees  but  pays 
what  is  customary  and  appropriate  in  the  commu- 
nity in  which  service  is  rendered.  Hospitals  are  paid 
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their  current  rates.  Every  possible  encouragement 
and  assistance  is  given  to  hospitals  to  improve  and 
become  accredited,  as  only  accredited  hospitals  are 
utilized. 

Why  Build  Hospitals ? 

With  such  an  organizational  set-up  why  did  the 
Fund  build  10  hospitals  in  Kentucky,  West  Virginia, 
and  Virginia?  In  1952,  by  the  end  of  the  Fund’s 
first  five  years  of  operation,  it  became  apparent  that 
there  was  a serious  lack  of  adequate  hospitals  and 
trained  specialists  in  the  coal  fields  of  western  West 
Virginia,  eastern  Kentucky,  and  southwestern 
Virginia.  It  was  not  possible  to  secure  the  high 
quality  of  medical  care  which  was  desired  for  bene- 
ficiaries. How  had  this  come  about? 

The  region  in  question  is  one  of  rugged,  tortuous 
mountain  valleys  first  entered  and  explored  by 
Daniel  Boone  and  his  contemporaries.  It  extends 
for  250  miles  from  above  Beckley,  West  Virginia  to 
south  of  Middlesboro,  Kentucky  (the  site  of  the 
famed  Cumberland  Gap)  and  is  about  100  miles 
wide.  Although  settlers  made  their  way  throughout 
this  region  into  the  “hollers”  and  river  valleys,  no 
large  communities  developed ; and  it  remained  for 
over  100  years  remote,  isolated,  essentially  without 
roads  and  major  industry. 

Around  the  turn  of  the  century  the  vast  coal 
reserves  were  recognized  and  sought.  The  economy 
and  society  began  to  change.  Railroads  penetrated 
many  of  the  valleys  though  roads  remained  rudi- 
mentary — in  fact  improved  roads  did  not  come  to 
many  of  the  communities  until  25-30  years  ago.  By 
World  War  I the  whole  area  operated  as  a one 
industry  economy  — coal  mining. 

The  mine  owners  held  vast  tracts  of  land.  They 
owned  the  towns,  the  houses,  the  stores,  and  even, 
sometimes,  the  church.  It  became  a very  paternal- 
istic society  with  the  mine  owner  as  the  father.  The 
people  gathered  from  the  “hollers”  into  small, 
company-owned  towns.  Under  this  system  the  com- 
pany also  provided  the  medical  care  through  a 
company  physician  who  was  paid  a salary  or 
received  his  income  through  a check-off  system  from 
the  miners’  pay  checks.  Practice  facilities  for  these 
men  were  very  limited  and  discouraging.  Hospitals 
were  almost  all  small,  and  meagerly  equipped.  In 
time  a considerable  number  of  proprietary  hospitals, 
operated  chiefly  by  physicians,  developed. 

By  1952  it  was  evident  that  men  with  specialized 
training  were  not  there  and  could  not  be  induced  to 
come  under  the  existing  circumstances.  They  saw 
no  future.  In  the  entire  area  there  were  no  more 
than  a half  a dozen  specialists  and  only  2 or  3 accred- 
ited hospitals. 

The  Fund  concluded  that  if  the  best  of  care  was 
to  be  provided  adequate  hospitals  for  patient  care 
and  physician  workshops  would  have  to  be  pro- 
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vided.  First,  an  effort  was  made  to  get  communities 
to  build  hospitals  with  Hill-Burton  funds  but  local 
opposition  and  lack  of  local  financing  defeated  this. 
Next,  Kaiser-Permanente  was  approached  to  pro- 
vide hospitals  but  this  came  to  naught.  Reluctantly, 
it  was  concluded  that  the  Fund  would  have  to  build 
its  own  hospitals.  The  Miners  Memorial  Hospital 
Association  was  organized  as  a non-profit  corpora- 
tion with  the  construction  of  the  hospitals  financed 
by  a loan  from  the  Fund.  The  hospitals  operate  on  a 
yearly  allotment  from  the  Fund. 

The  hospitals  were  planned  and  operate  as  an 
integrated  system  with  3 central  hospitals  of  199, 
143,  and  192  beds  (at  Beckley,  West  Virginia, 
Williamson,  West  Virginia,  and  Harlan,  Ken- 
tucky), and  7 community  or  satellite  hospitals  of 
50-92  beds  (Man,  West  Virginia  ; McDowell,  Pike- 
ville,  Hazard,  Whitesburg,  Middlesboro,  Kentucky, 
and  Wise,  Virginia).  In  the  community  hospitals 
we  provide  the  basic  services  of  internal  medicine, 
surgery,  pediatrics,  obstetrics-gynecology,  radiol- 
ogy, and  pathology.  The  central  hospitals  provide 
these  plus  such  specialties  as  anaesthesiology,  urol- 
ogy, orthopedics,  ophthalmology,  psychiatry,  physi- 
cal medicine  and  rehabilitation,  neurology,  and 
neurosurgery.  Cases  which  cannot  be  handled  in  the 
community  hospitals  are  transferred  to  the  central 
ones.  To  enable  the  physicians  to  function  as  a group 
practice  unit  providing  comprehensive  care,  offices 
and  laboratories  were  included.  Presently  the  hospi- 
tals have  a complement  of  170  full-time  physicians 
with  161  currently  employed.  Of  these  112  are  fully 
trained  specialists,  the  rest  are  general  physicians. 
Seventy  per  cent  of  all  the  specialists  are  Board 
Certified  and  the  rest  are  qualified  or  eligible. 

In  addition  to  the  full-time  staff  there  are  over 
200  practicing  physicians  of  the  communities  on  the 
part-time  active,  courtesy,  and  consulting  staffs. 
They  may,  and  do  admit  and  care  for  their  own 
beneficiary  and  non-beneficiary  patients.  Non-bene- 
ficiary patients  constitute  about  20  per  cent  of  the 
admissions.  These  patients  pay  regular  hospital  and 
physician  fees.  All  physicians’  fees  go  into  a com- 
mon fund  credited  to  physicians’  salaries. 

All  hospitals  were  fully  accredited  by  the  Joint 
Commission  on  Accreditation  within  18  months  of 
their  openings  between  November  1955  and  June 
1956. 

T eaching  Program 

While  the  primary  purpose  of  the  hospital  pro- 
gram is  patient  care,  it  is  abundantly  recognized 
that  they  cannot  be  top-grade  and  attract  and  retain 
good  men  without  a balance  of  education  and  re- 
search. There  are  regular  staff  conferences,  outside 
consultants  and  speakers  brought  in  regularly,  clini- 
cal clerks  from  a number  of  medical  schools,  surgical 
preceptees,  inter-hospital  specialty  conferences  and 


review  sessions,  and  payment  of  expenses  for  all 
physicians  to  attend  2-3  meetings  and  post-graduate 
courses  each  year. 

The  emphasis  on  teaching  has  extended  to  ancil- 
lary groups  as  well,  with  the  establishment  of  a 
school  of  nursing,  a practical  nurse  school,  a school 
for  medical  technologists,  a laboratory  assistants’ 
school,  and  a school  for  nurse  anaesthetists.  Most  of 
the  students  are  drawn  from  the  large  pool  of  local 
young  people  for  whom  these  opportunities  did  not 
exist  before. 

Research  has  not  been  neglected  as  $130,000  of 
our  own  funds  is  available  for  this  purpose  each 
year.  A number  of  grants  have  been  received 
from  the  United  States  Public  Health  Service 
(U.S.P.H.S.),  the  American  Heart  Association, 
and  tuberculosis  associations  for  support  of  studies 
on  coal  workers’  pneumoconiosis,  pulmonary  physi- 
ology, electrocardiographic  studies,  development  of 
an  artificial  heart,  and  long-term  effects  of  oral  anti- 
diabetic agents.  Four  research  laboratories  have 
been  built  with  our  own  and  U.S.P.H.S.  funds. 
Forty-four  residents  are  currently  in  training  in 
approved  programs  in  surgery,  medicine,  pediatrics 
and  pathology. 

A major  activity  of  the  hospitals  is  the  out-patient 
departments  where  an  average  of  1,200  patients  per 
day  are  seen  in  the  ten  hospitals. 

The  people  of  this  region  - — and  it  includes  the 
Hatfields  and  McCoys  who  both  work  in  our 
Williamson  hospital  — while  they  have  not  had  the 
best  educational  advantages  are  intelligent,  astute, 
grateful  and  eager  for  good  care.  We  were  not 
accepted  by  them  100  per  cent  at  the  outset  just 
because  these  were  Fund  sponsored  hospitals.  This 
acceptance  had  to  be  earned.  They  are  mostly  of 
English,  Scotch,  and  Welsh  ancestry.  Among  them 
many  otherwise  obsolete  customs,  beliefs,  and  lan- 
guage have  survived.  Our  physicians  have  had  to 
learn  many  of  the  colloquialisms  which  one  of  our 
staff  members  has  traced  back  to  Elizabethan  times 
and  to  Chaucer.  How  many  of  you  would  recog- 
nize the  meaning  of  these  words  as  they  are  used  in 
that  part  of  the  country  ? 


damified 

damaged 

disfurnish 

bother 

sleight 

skill 

talking 

planning  to  marry 

tale 

feed 

quiled 

coiled 

spilth 

what  one  spills 

From  the  clinical  point  of  view  our  staffs  are 
intrigued  and  challenged  by  the  amount,  variety, 
and  severity  of  the  pathology  which  comes  to  them. 


Clinical  Views 


A surgeon  at  one  of  the  small  hospitals  recently 
summarized  some  of  his  observations  over  the  past 

concluded  on  page  28 
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Diseases  of  the  femoral  head  ordinarily  can  be 
demonstrated  with  ease  in  the  routine  roent- 
genographic  study.  Certain  exceptions  can  be  cited, 
such  as  the  initial  stage  of  osteomyelitis  or  the  earli- 
est invasion  of  a metastatic  neoplasm,  but  even  in 
these  conditions  radiographic  changes  can  be  noted 
relatively  soon.  It  is  possible  for  disease  to  attack 
the  central  area  of  the  femoral  head,  especially  in  its 
superior  portion  where  the  acetabulum  overlaps  the 
head,  making  for  great  difficulty  in  detection  of  the 
diseased  bone.  Stereoscopic  X-ray  films  may  also 
prove  unsatisfactory.  In  such  cases,  tomography  can 
be  of  great  value  in  diagnosis.  This  presentation  is  a 
case  report  in  point. 

Tomography,  also  called  “planigraphy,”  “lamin- 
ography,”  “stratigraphy,”  and  “body-section  radiog- 
raphy,” is  a method  of  roentgenographic  projection 
of  selected  planes  within  the  body.  “This  is  accom- 
plished by  the  blurring,  hence  effective  exclusion  of 
images  of  structures  above  and  below  those  in  the 
chosen  layer.  Fundamentally,  body-section  radiog- 
raphy involves  the  synchronized  movement  in  oppo- 
site directions  of  two  of  three  basic  elements  — 
X-ray  tube,  patient,  and  X-ray  film  — coupled  in  a 
known  ratio  for  rectilinear,  spiral,  or  other  motion. 
Usually  body-section  radiographs  are  produced 
with  the  patient  immobile  and  with  the  desired  mo- 
tion imparted  to  the  X-ray  tube  and  the  film.”2 
The  principle  of  body-section  roentgenography 
was  first  described  by  Bocage  in  a French  patent 
application  in  June,  1921.1 

It  is  essential  that  the  area  to  be  examined  be  as 

^Presented  at  the  Hospital  for  Joint  Diseases  Alumni  Sci- 
entific Conference,  New  York  City,  November  15,  1962. 


nearly  parallel  as  possible  to  the  surface  of  the 
X-ray  table.  All  details  of  tomographic  examination 
should  be  supervised  by  the  radiologist. 

Epstein2  concluded  that  tomography  had  not  been 
too  helpful  in  studies  of  the  sacroiliac  and  hip  joints, 
although  he  stated  that  occasionally  he  had  gained 
useful  information  about  the  position  of  congenitally 
dislocated  hips  in  infants  in  plaster  casts.  Speed  and 
Brackin4  cited  the  use  of  tomography  in  question- 
able cases  of  hip  fusion  postoperatively. 

Case  Report 

R.  M.,  a well-developed  white  male  50  years  old, 
was  seen  in  September,  1960,  because  of  pain  in  the 
right  lower  back  and  buttock  radiating  down  to  the 
back  of  the  knee.  The  pain  had  been  present  for  six 
months,  with  no  history  of  trauma.  He  had  worked 
for  years  as  a gold  melter,  which  entailed  consider- 
able standing  with  no  heavy  lifting.  Chiropractic 
treatments  had  been  carried  out  without  relief.  The 
patient  had  been  hospitalized  in  March,  1960  for 
treatment  of  a peptic  ulcer,  with  a good  response  to 
conservative  management.  Other  than  this,  he  had 
been  in  good  health.  Roentgenograms  of  the  pelvis 
and  hips  in  April,  1960  taken  by  a competent  radiol- 
ogist had  been  reported  as  entirely  within  normal 
limits. 

The  pain  in  the  right  buttock  and  hip  radiating 
down  the  thigh  had  become  progressively  more 
severe  during  the  six-month  period,  with  develop- 
ment of  an  increasing  right  limp.  The  right  leg  had 
given  way  on  a number  of  occasions. 

Physical  examination  revealed  a well-built  man 
who  walked  with  a persistent  right  limp.  Motions  of 
the  lumbar  spine  showed  partial,  painful  restriction 
in  all  planes.  No  erector  spinae  muscle  spasm  was 
present.  There  was  marked  tenderness  over  the 
right  buttock  at  the  site  of  exit  of  the  sciatic  nerve. 
Straight  leg  raising  on  the  right  was  slightly  re- 
stricted and  painful.  Right  hip  motions  were  good, 
slightly  painful  at  the  extremes  of  rotation.  The 
deep  reflexes,  sensory  findings,  and  muscle  power 
were  normal  in  both  lower  extremities,  with  good 
peripheral  arterial  pulses. 

X-rays  of  the  lumbosacral  spine  and  pelvis  showed 
minimal  hypertrophic  changes  in  the  lumbar  spine, 
compatible  with  his  age  and  physique.  The  pelvis 
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and  hips  showed  nothing  remarkable,  in  our 
opinion,  although  there  was  a questionable  slight 
mottling  in  the  right  femoral  head  (Fig.  1 ) . 


Fig.  1— Roentgenogram  of  pelvis  (October  10,  I960) 
showing  nothing  striking;  questionable  slight  mot- 
tling of  right  femoral  head.  Blob  of  pantopaque 
noted  in  lumbar  canal  post-myelography. 

A tentative  diagnosis  of  right  sciatic  neuritis,  pos- 
sibly secondary  to  a lumbar  disk  herniation,  was 
made.  Hospitalization  for  lumbar  myelogram  was 
advised. 

The  patient  was  admitted  to  the  Miriam  Hospi- 
tal. Providence,  October  9,  1960.  A Pantopaque® 
lumbar  myelogram  was  performed  October  10, 
1960,  showing  no  defect  or  obstruction  in  the  lum- 
bar canal.  The  spinal  fluid  protein  was  high  normal, 
47  mg.  per  cent.  Laboratory  data  showed  nothing 
unusual : hemoglobin  14.8  gms.,  red  blood  cells 
4.92  million,  white  blood  cells  9,700,  polymorphs 
71  per  cent,  lymphocytes  26  per  cent,  eosinophiles 
3 per  cent.  Urine  examination  showed  no  albumin, 
sugar,  or  acetone,  and  microscopic  findings  were 
normal.  Blood  glucose  equals  85  mg.  per  cent, 
urea  X 13  mg.  per  cent,  total  protein  8 gm.,  blood 
sedimentation  rate  12  mm /hour. 

The  patient  was  treated  by  complete  bedrest  on 
a bedboard,  Buck’s  traction  (5  lbs.)  to  the  right 
lower  extremity,  physiotherapy  to  the  lower  back 
and  right  hip  daily  in  the  form  of  ultrasound  and 
massage,  vitamin  B-12  1,000  micrograms  subcu- 
taneously daily,  and  sedation. 

After  four  days  of  this  treatment,  with  no  sub- 
jective improvement,  attention  was  focused  on  the 
questionable  mottling  of  the  right  femoral  head. 
Stereoscopic  X-ray  films  of  the  right  hip  failed  to 
yield  any  additional  information. 

Tomograms  of  the  right  hip  were  then  made  by 
Doctor  Lesselbaum,  our  radiologist.  These  revealed 
a large  area  of  bone  destruction  2.5  cm.  in  width  and 
2 cm.  in  height  in  the  superior  portion  of  the  femoral 
head,  in  the  region  of  maximum  weight-bearing 
stress  (Fig.  2).  It  was  concluded  that  this  most 


Fig.  2— Tomogram  of  right  hip  (October  14,  I960) 
shows  large  area  of  bone  destruction  in  the  superior 
portion  of  the  femoral  head,  in  the  region  of  maxi- 
mum weight-bearing  stress. 


probably  represented  an  area  of  aseptic  necrosis, 
possibly  on  a traumatic  basis.  From  the  appearance 
of  the  surrounding  eburnated  bone,  it  appeared  that 
the  lesion  had  been  present  for  some  time.  Metabolic 
bone  disease,  inflammatory  disease,  and  neoplasm 
were  considered  less  likely. 

At  the  end  of  one  week  of  complete  bedrest. 
Buck's  traction,  and  physiotherapy,  the  patient’s 
symptoms  and  right  limp  were  unchanged. 

The  location  of  the  large  area  of  bone  destruction 
in  the  maximum  weight-bearing  area  of  the  femoral 
head,  with  increasing  pain  and  disability  during  the 
past  six  months,  and  the  question  as  to  the  exact 
nature  of  the  destructive  lesion  of  the  femoral  head 
led  us  to  conclude  that  removal  of  the  femoral  head 
with  a Moore  prosthesis  replacement  was  indicated. 

On  October  19,  1960,  the  femoral  head  and  neck 
were  excised  through  a posterior  incision  and  a 
Moore  Yitallium®  prosthesis  inserted.  The  articular 
cartilage  covering  the  femoral  head  appeared  intact. 
A roentgenogram  of  the  excised  femoral  head 
showed  the  subchondral  area  of  bone  destruction 
clearly  (Fig.  3) . 

The  patient’s  postoperative  course  was  uneventful 
and  the  wound  healed  per  primam.  He  was  allowed 
up  walking  with  crutches  with  partial  weight-bear- 
ing on  the  right  lower  extremity  on  the  eighth  day 
postoperatively.  A program  of  intensive  quadriceps 
and  hip  abduction  exercises  was  instituted  and  car- 
ried out  faithfully. 


continued  on  next  page 


24 


RHODE  ISLAND  MEDICAL  JOURNAL 


Fig.  3— Roentgenogram  of  excised  femoral  head  show 
ing  the  subchondral  area  of  bone  destruction. 


The  patient  was  discharged  November  5,  1960, 
2y2  weeks  following  operation,  walking  with 
crutches  with  partial  weight-bearing  on  the  right 
lower  extremity,  with  no  pain  in  the  right  hip  or 
thigh. 

Coronal  section  of  the  excised  femoral  head 
showed  a patchy  area  of  bone  necrosis  2.5  cm.  in 
width  just  under  the  articular  cartilage  at  the 
superior  portion  of  the  femoral  head  and  extending 
downward  1.5  cm.  This  area  was  deep  yellow  and 
was  quite  distinct  from  the  surrounding  normal  can- 
cellous bone.  In  one  area  it  was  marginated  by  a 
thin  hemorrhagic  zone. 

Microscopic  studies  revealed  aseptic  necrosis  in- 
volving both  the  marrow  and  the  bone  trabeculae 
(Figs.  4a,  4b).  No  evidence  of  neoplasm  or  infec- 
tion was  found. 

The  clinical  picture  and  pathological  findings 
appear  to  fit  into  the  category  of  idiopathic  aseptic 
necrosis  of  the  head  of  the  femur  in  adults,  as  de- 
scribed by  Mankin  and  Brower.3  The  process  is 
unilateral  in  our  case,  at  least  to  the  present  time. 

Postoperative  course:  In  February,  1961,  four 
months  after  operation,  the  patient  discarded  the 
crutches  and  began  to  walk  with  a cane.  Intensive 
hip  and  quadriceps  exercises  were  continued  by  the 
patient.  Fie  returned  to  light  work  using  the  cane  in 
April,  1961.  In  May,  1961,  because  of  pain  in  the 


abductor  muscle  area  of  the  right  hip,  he  began 
swimming  exercises  in  a local  pool  three  times 
weekly.  One  month  later  he  reported  that  the  thigh 
pain  was  much  less,  and  the  quadriceps  and  hip 
abductor  muscles  were  much  stronger  on  testing. 

X-rays  of  the  pelvis  in  May,  1961  (Fig.  5) 
showed  the  Moore  prosthesis  in  situ  in  the  right 
acetabulum  and  upper  femur,  with  a solid  bone  strut 
under  the  medial  portion  of  the  head  of  the 
prosthesis. 

The  patient  discarded  the  cane  in  October,  1961, 
one  year  following  operation.  He  began  doing  re- 
sistance exercises  for  the  abductor  and  quadriceps 
muscles  twice  daily,  using  a 4 pound  weight,  and 
returned  to  full  working  capacity  at  this  time. 

In  April,  1962,  he  played  eighteen  holes  of  golf 
without  any  difficulty  or  discomfort.  His  appear- 
ance at  this  time  is  noted  in  Figs.  6,  6b  and  6c. 

The  patient  was  last  seen  in  October,  1962,  two 
years  after  operation,  walking  with  a very  slight 
right  hip  sway,  without  the  use  of  any  external  sup- 
port. He  stated  he  had  no  pain  in  the  right  hip  or 
thigh,  played  golf  once  or  twice  weekly,  and 
was  continuing  the  resistance  exercises  daily  with 
6 pounds  of  weight. 

Motions  of  the  right  hip  were  almost  identical 
with  those  of  the  left  and  were  painless.  Flexion  was 
possible  to  70  degrees,  extension  to  180  degrees. 
Internal  rotation  equals  30  degrees,  external  rota- 
tion 45  degrees,  abduction  40  degrees,  and  adduc- 
tion 30  degrees. 

SUMMARY 

Tomography  can  be  a valuable  aid  in  diagnosis  of 
obscure  hip  disease.  A case  report  is  presented, 
demonstrating  the  localization  of  the  disease  process 
in  the  superior  portion  of  the  femoral  head  by  the 
use  of  tomograms.  Definitive  therapy  was  carried 
out  subsequently. 


Fig.  5— Roentgenogram  of  pelvis  (May  11,  1961) 
7 months  postoperative  Moore  prosthesis  arthro- 
plasty, right  hip.  Note  the  heavy  bone  trabeculation 
under  the  medial  portion  of  the  head  of  the  prosthesis. 
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Fig.  4a— Photomicrograph  of  superior  portion  of 
femoral  head.  The  articular  cartilage  is  intact.  Note 
extensive  necrosis  of  the  cancellous  tissue  and  bone 
trabeculae  ( enlarged  8X ) . 


Fig.  4b  — Photomicrograph  ( enlarged  50X ) shows 
necrotic  trabeculum,  cancellous  debris,  and  an  osteo- 
clast. 


Fig.  6a— Patient  squats  well  fifteen 
months  post-right  hip  arthroplasty, 
with  slight  restriction  of  right  hip 
flexion. 


Fig.  6b— Scar  of  posterior  approach 
for  Moore  arthroplasty  is  noted. 


Fig.  6c— Patient  fifteen  months  fol 
lowing  Moore  arthroplasty  (Jan 
uary  17,  1962 ) . 
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Causes  of  major  upper  gastrointestinal  bleeding 
are  numerous,  but  the  great  majority  of  cases 
can  be  attributed  to  peptic  ulcerations,  esophageal 
and  gastric  varices,  and  malignant  tumors  of  the 
stomach. 

The  relatively  uncommon  benign  tumors  of  the 
stomach  and  duodenum  which  give  rise  to  major 
upper  gastrointestinal  bleeding  are  predominantly 
leiomyomata  and  occasionally  tumors  of  connective 
tissue  origin  with  superficial  ulceration.  We  shall 
present  a benign  vascular  tumor  of  very  unusual 
location  presenting  as  an  intramural,  extramucosal 
gastric  tumor  behaving  as  a source  of  major  gastro- 
intestinal bleeding,  and  discuss  its  relationship  to 
histologically  similar  and  more  common  lesions  in 
other  parts  of  the  body. 

Case  Report 

This  was  the  first  Miriam  Hospital  admission  of 
a 69-year-old  white  female  complaining  of  fatigue 
and  vague  gastrointestinal  upset  of  one  or  two 
months  duration.  During  the  few  weeks  prior  to 
admission,  the  patient  felt  weak,  tired  and  easily 
annoyed,  and  noted  increased  feeling  of  fullness  in 
her  mid-epigastrium.  She  had  not  vomited,  had 
noted  no  significant  weight  loss,  but  had  noted  black 
stools. 

Physical  examination  showed  a well  developed, 
extremely  pallid  white  female  in  no  acute  distress. 
Temperature  98°  F. ; pulse  82 ; respiration  20,  and 
blood  pressure  170/100  mm.  Hg.  Abdominal  exam- 
ination was  completely  negative  with  no  masses, 
liver,  or  spleen  palpable.  Rectal  examination  was 
negative,  but  a 4-plus  guaiac  was  noted  in  the  stool 
specimen.  Gastric  aspiration  showed  a 4-plus  guaiac 
of  the  gastric  juice. 

Laboratory  Data : Hemoglobin  5.6  gm.  per  cent  ; 
red  blood  count  2,060,000/cu.  mm. ; hematocrit  24 
per  cent.  The  urinalysis  was  not  remarkable.  Blood 
volume  was  5.8  liters  against  a predicted  5.4.  Pro- 

*From the  Surgical  Service,  The  Miriam  Hospital, 
Providence,  R.  I. 


thrombin  activity  was  77  per  cent  of  normal.  Blood 
sugar  was  105  mg.  per  cent;  blood  urea  nitrogen 
15.0  mg.  per  cent;  bilirubin  direct  was  0.2  mg.  per 
cent;  total  1.1 ; alkaline  phosphatase  4.4  Bodansky 
units.  Gastric  aspiration  showed  4-plus  occult  blood 
with  no  free  acid.  Transaminase  was  10  units/ml. 

Course  in  Hospital : A gastrointestinal  X-ray 
series  was  performed  which  showed  an  incompletely 
obstructing  tumor  of  the  pyloric  antrum,  thought  by 
the  radiologist  to  be  benign  and  extramucosal  in 
nature.  Electrocardiogram  was  reported  as  being 
borderline  abnormal.  Chest  X-ray  study  showed  an 
enlarged  heart,  but  was  otherwise  not  remarkable. 

Prior  to  surgery  the  patient’s  hemogram  was 
brought  to  normal  with  8 units  of  whole  blood  and 
packed  cells.  On  February  5,  1962  exploratory 
laparotomy  and  sub-total  gastrectomy  was  carried 
out  for  an  extramucosal  tumor  with  an  ulcer  crater 
in  its  apex.  Grossly,  this  was  thought  to  be  a 
leiomyoma. 

Post-operatively  the  patient  had  a completely 
uneventful  course  and  was  discharged  on  the  tenth 
post-operative  day.  In  the  ten  months  since  opera- 
tion the  patient  has  remained  well. 

Pathology 

The  specimen  consisted  of  a segment  of  distal 
stomach.  The  anterior  surface  of  the  stomach  was 
smooth.  The  posterior  surface  showed  some  filmy 
adhesions  near  the  pylorus  as  well  as  a small  mod- 
erately firm  nodular  excrescence  of  about  7 mm.  in 
diameter,  bulging  from  the  serosa  in  the  prepyloric 
area.  The  opened  stomach  revealed  a bulging  lesion, 
3.3  cm.  in  diameter,  which  was  covered  with  tan- 
white  mucosa  and  had  a hemispherical  form.  At  its 
summit  was  an  ulcerated  area  about  5 or  6 mm.  in 
diameter.  Section  revealed  underlying  moderately 
firm,  tan-grey  tumor  tissue  which  formed  the  hemi- 
spherical bulging  mass.  The  mucosa  which  overlay 
this  mass  showed  some  nodularity  with  some  spaces 
which  appeared  to  have  collapsed  and  to  have  been 
filled  with  blood. 

Microscopically,  the  lesion  was  fundamentally  a 
vascular  tumor  associated  with  masses  of  more  or 
less  spherical  glomus  cells  usually  around  vascular 
spaces.  Where  vascular  spaces  were  lacking,  the 
tumor  resembled  a basal  cell  carcinoma,  although 
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mitoses  were  rare.  The  ulcer  base  was  formed 
largely  by  necrotic  granulation  tissue,  but  a portion 
of  the  tumor  extended  to  it.  While  most  of  the  tumor 
was  in  the  submucosa,  parts  of  it  were  seen  extend- 
ing to  the  muscularis  and  serosa. 

DIAGNOSIS : Glomus  tumor  of  the  stomach 
with  mucosal  ulceration. 

Discussion 

A review  of  the  literature  on  glomus  tumors  of 
the  stomach  revealed  10  previously  documented 
cases  to  which  we  now  add  the  present  one.1’2’3,4’5’8,9 
The  reviewed  glomus  tumors  showed  a mean  age  of 
56  years  with  a range  of  38  to  73  years.  Five 
occurred  in  males  and  six  in  females. 

Glomus  tumors  of  the  stomach  have  presented 
principally  with  symptoms  of  bleeding  and  obstruc- 
tion. Six  of  the  eleven  cases  have  bled  and  in  each 
instance  the  bleeding  was  of  major  proportion.  In 
those  who  did  bleed,  three  vomited  blood,  while  in 
all  six  bleeding  was  severe  enough  to  require  blood 
transfusions.  Three  of  the  eleven  cases  presented 
primarily  with  the  obstructive  symptoms  of  nausea, 
vomiting,  and  anorexia.  Associated  vague  upper 
gastrointestinal  symptoms  with  weight  loss  and 
fatty  food  intolerance  were  also  noted.  One  lesion 
was  an  asymptomatic  incidental  finding  at  surgery 
for  biliary  tract  disease. 

It  is  of  interest  that  all  eleven  cases  were  located 
in  the  distal  stomach.  Three  were  described  as 
pyloric  in  position,  while  the  remaining  eight  were 
either  prepyloric  or  antral.  There  seemed  to  be  no 
special  predilection  for  greater  or  lesser  curvatures, 
or  anterior  or  posterior  walls. 

Four  of  the  eleven  patients  including  the  present 
case  were  correctly  diagnosed  pre-operatively  by 
the  radiologist  as  benign  extramucosal,  intramural 
tumors.  The  others  were  diagnosed  as  carci- 
noma, lymphoma,  prepyloric  ulcer,  or  prepyloric 
narrowing. 

Six  of  the  group  had  partial  gastrectomy  while 
five  had  local  excision  or  enucleation.  At  time  of 
surgery  frozen  section,  when  taken,  was  usually 
interpreted  as  a carcinoid  tumor,  but  in  permanent 
section  the  true  nature  of  the  tumor  was  identified. 

The  tumors  have  ranged  in  size  from  one  and 
one-half  to  four  and  one-half  centimeters  in  diam- 
eter. They  typically  presented  as  well  circumscribed 
intramural  and  submucosal  lesions,  but  true  encap- 
sulation was  reported  in  only  two  cases.  The  tumors 
were  reported  as  varying  in  consistency  from  nodu- 
lar to  spongy  with  the  coloration  typically  greyish 
or  grey-tan.  In  most  instances,  superficial  ulcera- 
tions were  noted  and  these  ulcers  were  occasionally 
multiple. 

The  glomus  tumor  consists  of  vascular  lumina 
and  numerous  glomus  cells.  The  width  and  number 


FIGURE  I 


Gross  specimen  of  opened  stomach  showing  glomus 
tumor  with  ulcer  crater. 


FIGURE  II 

Tumor  surrounding  vascular  spaces.  Note  thick 
walled  vessels  and  surrounding  glomus  cells.  XI 30. 


FIGURE  III 


Glomus  cells  with  round  to  oval  nuclei,  clear  cyto- 
plasm, surrounding  vascular  spaces.  X484. 

concluded  on  next  page 
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of  lumina  varies  widely  depending  upon  the  tumor. 
The  glomus  cell  is  derived  from  Zimmerman’s  peri- 
cyte which  is  a contractile  cell  with  long  processes 
which  wraps  itself  about  the  capillaries  and  serves 
to  change  the  caliber  of  its  lumina.  The  glomus  cell 
itself  is  small  and  round  with  centrally  placed 
nuclei  and  slightly  acidophilic  cytoplasm.  The  endo- 
thelial-lined vessels  as  noted  are  surrounded  by 
clusters  of  glomus  cells  with  infiltration  to  the  sur- 
rounding tissues.  The  tumor  is  microscopically 
benign,  yet  has  the  capacity  to  grow  beyond  normal 
tissue  arrangement. 

Judging  by  the  follow-up  data,  all  tumors  have 
been  clinically  non-malignant.  One  patient  died  as  a 
result  of  the  complications  of  the  gastrointestinal 
hemorrhage  and  surgical  procedures.  The  remain- 
ing ten  cases  had  uneventful  recovery  and  no  local 
recurrence  or  evidence  of  metastatic  disease  have 
been  reported. 

SUMMARY  and  CONCLUSION 

A case  of  glomus  tumor  of  the  gastric  wall  in  a 
69-year-old  female  and  review  of  the  literature  is 
presented. 

Glomus  tumors  of  the  stomach  are  benign  neo- 
plasms which  arise  from  capillary  pericytes  present 
in  arteriovenous  shunts  in  the  stomach.  Glomus 
tumors  of  the  stomach  are  rare  non-malignant 
tumors  of  the  gastric  wall.  They  ordinarily  present 
with  major  gastrointestinal  hemorrhage  because  of 
their  vascular  nature  and  frequent  superficial  ulcer- 
ation. Adequate  but  limited  surgical  excision  of  the 
tumor  either  locally  or  by  partial  gastrectomy  and 
Billroth  I anastomosis  is  appropriate  treatment. 
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year  or  two.  He  is  on  the  staff  of  a hospital  in  a 
small  mining  community  which  differs  only  slightly 
from  the  other  nine  hospitals,  some  larger,  some 
smaller.  Here  are  his  comments  : 

“We  have  been  impressed  with  the  large  num- 
ber of  duodenal  ulcers  which  we  see  at  the  hospi- 
tal. It  is  not  unusual  to  see  them  in  children  15 
to  16  years  of  age.  The  number  of  perforated 
duodenal  ulcers  in  females  is  outstanding.  We 
find  many  pediatric  peptic  ulcers. 

“About  trauma  : In  this  field,  we  have  the  unu- 
sual opportunity  of  practicing  military,  traumatic 
type  medicine  and  surgery  in  a non-wartime 
period.  These  injuries  are  multiple  thoracic,  ab- 
dominal, and  orthopedic  trauma  problems.  The 
compression  fractures  seen  in  this  area  must 
undoubtedly  exceed  those  found  in  almost  any 
other  area  except  in  wartime  periods. 

“Fractured  pelves  are  common.  Bad  roads  and 
high  speed  vehicles  increase  the  amount  of  trauma 
seen  here  far  beyond  that  noted  by  surgeons  in 
other  areas.  In  this  hospital  alone,  we  have  per- 
formed 6 splenectomies  because  of  trauma  in 
approximately  three  years. 

“Respiratory  problems  far  exceed  those  seen 
elsewhere.  The  most  interesting  are  our  ever 
present  problems  of  pneumoconiosis  and  emphy- 
sema. There  are  unlimited  opportunities  for 
future  study  and  possible  modalities  in  treatment. 
These  disorders  occur  in  a comparatively  young 
age  group,  with  horribly  advanced  cases  in  the 
older  ages,  and  they  bring  problems  to  the  anes- 
thesiologist and  anesthetist.  Parasitic  infestation 
far  exceeds,  in  our  opinion,  that  found  in  Oriental 
countries  where  human  fertilizer  is  used  almost 
routinely. 

“Gallbladder  disease  with  cholelithiasis  is  ex- 
tremely common  and  cholecystectomy  has  become 
one  of  our  commonest  operative  procedures.  It 
would  be  interesting  to  determine  whether  or  not 
there  is  relationship  between  the  diet  and  gall- 
bladder diseases.  Scurvy  and  rickets  rate  far  too 
high  to  be  considered  anywhere  near  the  general 
average  for  the  country  and,  until  recently,  there 
has  been  a strong  reluctance  on  the  part  of  the 
mining  populace  in  most  of  the  isolated  areas  to 
try  new  foods,  either  in  the  hospitals  or  in  their 
homes.” 

The  Fund  and  MMHA  is  not  providing  anything 
unique  in  the  way  of  medical  and  hospital  care.  But 
the  method  of  financing  and  bringing  them  to  the 
consumer  is  unique.  It  arose  out  of  a chronic,  unmet 
need  which  there  was  no  prospect  of  meeting  else- 
wise.  It  is  being  met.  Whether  this  method  is  appli- 
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cable  or  necessary  with  other  areas  or  groups  re- 
mains to  be  seen.  The  people  are  learning  the 
meaning  and  benefits  of  good  medical  care.  We  feel 
that  standards  of  care  and  living  are  being  raised  in 
part  by  our  contribution.  As  the  number  of  miners 
declines  the  time  may  come  when  these  hospitals 
will  become  community  hospitals  in  the  usual  sense. 
If  they  do,  no  one  can  quarrel  because  an  essential 
service  will  have  been  brought  into  being. 

This  is  a group  practice  which  provides  the  physi- 
cian and  patient  the  values  of  all  the  diagnostic  and 
therapeutic  tools  necessary  without  the  barrier  of 
the  consideration  of  the  patient’s  finances.  The  phy- 
sician can  do  a complete  job,  he  has  a stimulating 
and  co-operative  professional  atmosphere,  and  he  is 
without  the  worries  of  the  business  side  of  his  prac- 
tice. He  is  free  to  practice  medicine  as  he  was 
taught.  There  is  no  financial  incentive  or  pressure  to 
do  something  which  might  not  be  in  accord  with  his 
highest  personal  and  professional  standard  and  con- 
science. There  is  no  interference  by  union  or  Fund, 
and  MMHA  asks  only  that  he  practice  high  quality 
medicine.  We  do  not  tell  him  how  to  practice.  His 
own  staff  committees  review  his  work  as  they  do 
in  any  accredited  hospital. 

Frequently,  one  hears  that  third  party  medicine 
leads  to  deterioration  of  the  quality  of  care.  To  me 
this  is  a shibboleth  and  canard  for  which  proof  is 
never  offered.  A program  such  as  ours  on  the  con- 
trary produces  thoughtful,  inclusive  care  of  the 
highest  order.  I invite  you  to  come  and  see. 

1427  Eye  Street,  N.W.,  Washington  5,  D.C. 


E.  P.  Anthony,  Inc. 


WILBUR  E.  JOHNSTON,  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 


178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
GAspee  1-2512 

Pharmacy  License  #225 


END  POLIO  CAMPAIGN 
SUNDAYS 

MARCH  3 AND  APRIL  21 


DO  YOU  KNOW ? 

• That  as  of  the  beginning  of  1962,  81  insurance 
companies  were  providing  a total  of  157  guaran- 
teed-for-life  health  insurance  policies  and  plans  to 
persons  in  or  near  retirement. 

• That  this  was  an  increase  of  25  per  cent  — in  the 
space  of  six  months  — both  in  the  number  of  com- 
panies and  in  the  number  of  policies  in  this  area. 

• That  most  of  these  policies  are  available  to  any- 
one 65  or  older  regardless  of  physical  condition. 


SCANNING  THE  MEDICAL 
LITERATURE 

NAILS— INJURIES  AND  DISEASES.  Fran- 
cesco Ronchese,  m.d.  Traumatic  Medicine  and 
Surgery  for  the  Attorney,  v.  6,  p.  626.  Butter- 
worth  Inc.,  Washington,  1962 

A chapter  in  an  encyclopedia  in  6 volumes  for  the 
attorney. 

Discussed  are  hangnails,  discolorations  and  in- 
juries by  occupation,  healthy  and  non-healthy  nails, 
psoriasis,  antifungal  therapy,  nail  biting,  polishes, 
onycholysis,  onychomadesis,  and  periungual  warts. 

In  footnotes,  technical  medical  terms  are  trans- 
lated into  vernacular. 


DO  YOU  KNOW  I 

© That  the  U.S.  Public  Health  Service  has  reported 
that  441,000  cases  of  measles  occurred  in  the  first 
8 months  of  the  year,  up  55,000  cases  from  the  same 
period  of  1961. 

• That  the  total  number  of  polio  cases  is  464,  down 
from  last  year’s  very  low  8-month  total  of  617. 

• That  typhoid  fever  is  down  from  510  to  397 
cases,  that  hepatitis  is  down  from  53,000  to  38,000, 
diphtheria  dipped  from  373  to  255,  and  encepha- 
litis is  up  from  1,067  to  1,106. 


Women  Hold  Many  Health  Jobs 

Four  out  of  every  five  hospital  employees  are 
women. 

In  April  of  this  year  930,800  women  were  em- 
ployed in  hospitals,  representing  81  per  cent  of  the 
total  employment,  according  to  the  U.S.  Depart- 
ment of  Labor.  Twelve  months  earlier  there  were 
33,000  fewer  women  working  in  hospitals. 

In  recent  years  a large  increase  has  taken  place 
in  the  number  of  professional  nurses,  technicians, 
laboratory  workers  and  other  paramedical  person- 
nel in  the  hospitals,  and  women  have  filled  most  of 
these  skilled  positions. 

Women  health  workers  now  serve  the  public  in 
150  professional,  technical,  administrative  and 
clerical  occupations. 
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PROBLEMS  IN  CRIMINAL  RESPONSIBILITY  * 

Alfred  E.  Fireman,  m.d. 


The  Author.  Alfred  E.  Fireman,  M.D.,  Member  of  the 
Psychiatric  Staff,  Butler  Hospital,  Providence,  R.I. 


Introduction 

Such  comments  as  these  from  the  confession  of 
a 22-year-old  parolee  to  the  crime  of  armed 
robbery  have  led  even  the  most  casual  observer  to 
reflect  on  the  symbolic  meaning  of  certain  crimes. 
T o you  I will  not  deny  that  it  was  I , nor  do 
I confess  to  be  sorry.  For  you  see  this  particular 
crime  has  been  very  beneficial  to  me.  Con- 
sciously aware  of  all  actions  both  past,  present 
and  future  while  on  this  job,  I experienced 
emotions  I had  never  been  aware  of  before. 
My  punishment  will  be  for  many  years  but 
when  I am  released  I will  be  able  to  prove  my 
problems  have  been  solved.  Now  for  the  first 
time  since  my  childhood  I am  able  to  laugh  and 
cry  with  my  mother,  tell  her  how  much  I miss 
her,  touch  her.  . . . 

It  has  further  provoked  legal  and  medical  special- 
ists to  ponder  “whether  that  can  be  a fact  in  law 
which  is  not  a fact  in  science  or  can  that  be  health 
in  law  which  is  disease  in  fact.”1 

On  the  premise  that  medical  case  reporting  is  still 
the  soundest  method  for  defining  clinical  problems 
and  thereby  hastening  their  resolution,  four  cases 
are  presented  which  expose  problems  in  criminal 
responsibility.  No  attempt  is  made  to  formulate  the 
data.  The  material  was  collected  from  the  pre-trial, 
trial,  and  confinement  records  of  the  U.  S.  Navy 
Maximum  Security  Prison  in  Portsmouth,  New 
Hampshire2,  and  was  edited  and  elaborated  by  per- 
sonal interviews. 

Case  Reports 

Case  1.  While  on  a routine  training  cruise  a 
20-year-old  single  airman  recruit  did  “wilfully  and 
without  proper  authority  cut  the  excitor  generator 
wires  on  four  aircraft  of  his  squadron  effecting 
approximately  $23,000  worth  of  damage.”  By 

ijudge  Doe  — Boardman  vs.  State  of  New  Hampshire. 

2The  author  was  staff  psychiatrist  here  from  July,  1959  to 
June,  1961. 

*The  opinions  expressed  in  this  article  are  those  of  the 
author  and  cannot  be  construed  as  reflecting  the  views  of 
the  Navy  Department  or  the  Naval  Service  at  large. 


General  Court  Martial  he  was  sentenced  to  a Dis- 
honorable Discharge  and  two  years  confinement  at 
hard  labor. 

When  interviewed  at  the  Disciplinary  Barracks 
he  related  that  his  mother  had  become  acutely  ill 
with  renal  disease  after  his  birth,  and  he  had  been 
cared  for  mostly  by  his  grandparents  during  the 
first  three  years  of  his  life.  His  school  adjustment 
was  poor,  and  his  latency  years  were  marked  by 
temper  tantrums.  Impulsive  behavior,  such  as 
knocking  down  a partition  in  his  bedroom  with  an 
axe,  pushing  down  trees  in  the  woods  with  a tractor 
because  “I  felt  like  it,”  and  pulling  over  a refrig- 
erator in  the  basement  of  his  school,  were  prominent 
in  his  pre-adolescence.  His  adolescence  was  con- 
spicuous for  social  shyness,  and  his  only  dating  was 
with  a 15-year-old  crippled  girl.  His  high  school 
maladjustment  culminated  in  his  quitting  school 
four  months  prior  to  graduation  and  joining  the 
Navy.  Although  his  behavior  in  the  service  was 
superficially  adequate  prior  to  the  offense,  retro- 
spective considerations  reveal  him  to  have  been  a 
seclusive,  shy,  apprehensive  young  man.  He  was 
eccentrically  reactive  to  the  use  of  profanity  by  his 
fellow  shipmates,  and  he  seldom  went  on  liberty  in 
the  foreign  ports. 

During  the  week  prior  to  the  crime,  the  following 
events  occurred  : He  was  informed  of  his  brother’s 
engagement;  he  received  a “Dear  John”  letter 
(letter  of  rejection)  from  his  girl-friend,  and  on 
the  evening  prior  to  the  offense,  while  showering  in 
a stall,  another  sailor  entered  naked.  He  recalls  an 
overwhelming  panic  at  this  last  experience.  The 
following  morning  he  was  restless  and  depressed. 
He  was  unable  to  account  for  the  crime  other  than 
to  simply  say,  “I  did  it.” 

During  the  pre-trial  investigation  he  was  seen 
by  several  psychiatrists.  There  were  conflicting 
opinions.  The  diagnosis  schizophrenic  reaction, 
hebephrenic  type,  of  one  investigator  did  not  prevail 
at  the  Board  of  Investigation  which  saw  him  rather 
as  a paranoid  personality.  The  issue  of  whether  his 
disorder  was  sufficient  “defect  disease  or  derange- 
ment of  his  mental  vs.  moral  faculties  to  completely 
deprive  him  of  his  capacity  to  adhere  to  the  right” 
was  argued  by  the  court.  They  concluded  it  did  not 
completely  deprive  him  of  such  capacity  and  there- 
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fore  he  was  found  guilty.  The  fact  that  the  concept 
of  mental  vs.  physical  faculties  is  psychiatrically 
archaic  was  of  no  moment.  At  prison  he  was 
assigned  to  work  in  the  medical  department  and 
was  seen  daily  by  this  investigator.  He  requested 
spending  his  remaining  days  in  prison  if  he  could 
only  be  assured  that  the  “protecting”  medical  staff 
would  not  leave. 

The  truth  of  an  act  may  reside  in  more  than  one 
quarter,  and  an  act  may  be  sincerely  described  in 
several  ways.  Which  truth  is  most  pertinent  to  the 
exercise  of  justice  is  often  the  issue,  and  this  is  the 
crux  of  the  controversy  of  experts. 

The  veracity  of  the  psychodynamic  formulation 
that  an  individual  in  homosexual  panic  may  cut  the 
excitor  generator  wires  of  his  airplane  as  a 
non-malicious,  non-criminal  symbolic  displace- 
ment with  little  regard  for  the  reality  of  his  act  has 
yet  to  be  pertinent  or  properly  integrated  into  legal 
procedure.  Just  as  we  are  responsible  for  our  own 
dreams,  so  are  we  responsible  for  our  own  psychotic 
process  thinking. 

Question  : Is  psychological  or  physical  respon- 
sibility directly  translatable  into  criminal  guilt  ? 

Case  2.  On  the  women’s  ward  of  a U.  S.  Navy 
Hospital  where  he  was  assigned  as  a corpsman, 
prisoner  L.  entered  the  locked  room  of  a negress 
patient,  who  had  been  admitted  earlier  that  day  for 
“mental  illness”  and  allegedly  “took  indecent  liber- 
ties with  her,  by  fondling  her  breasts.”  On  the  fol- 
lowing day  he  was  said  to  have  made  “improper 
sexual  advances,  threatening  and  raping  her.” 

At  a pre-trial  investigation  he  remorsefully 
signed  a statement  that  he  had  so  acted,  except  that 
he  did  not  threaten  her,  but  rather  agreed  to  their 
mutual  desires. 

The  primary  witness  for  the  prosecution  was  the 
negress  patient.  She  presented  an  erratic  story, 
stating  that  the  sexual  liberties  taken  were 
assaultive,  and  intercourse  occurred  while  both 
were  standing.  When  asked  what  actions  she  took 
to  resist  the  accused  she  stated,  “I  didn’t  do  any- 
thing. I was  so  excited,  I didn’t  know  what  to  do.” 
She  said  she  did  not  report  this  to  the  ward  nurses 
who  attended  her  for  several  days  because,  “I 
wanted  to,  but  I didn’t  know  what  to  do.”  She  also 
did  not  tell  her  family  visitors  that  week  because, 
“I  would  have  told  them  but  the  nurse  was  with 
them  at  the  time,  and  she  didn’t  allow  them  to  stay 
in  the  room  because  it  wasn’t  visiting  hours,  and  my 
mother  kissed  me  and  gave  me  a pair  of  bedroom 
slippers  and  went  back.”  As  to  how  she  told  her 
husband,  she  stated,  “After  I leave  here  (patient 
left  the  hospital  against  medical  advice  with  a diag- 
nosis of  schizophrenic  reaction)  my  husband  took 
me  to  the  Air  Force  base,  and  he  had  to  get  the 
papers  straightened  for  me  to  go  to  Texas,  and  he 
took  me  to  the  beauty  parlor,  and  so  I had  to  wait 
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until  I got  my  hair  fixed,  and  when  he  got  home 
around  six  or  seven  I told  him.” 

Medical  testimony  established  that  the  patient 
had  been  seen  as  an  out-patient  by  the  psychiatric 
clinic  of  the  hospital  for  the  prior  two  years.  When 
seen  on  the  morning  of  the  first  alleged  assault,  she 
was  diagnosed  as  a schizophrenic  reaction  with 
somatic  delusions  and  auditory  hallucinations.  She 
was  admitted  to  await  transfer  from  the  medical 
service  to  another  facility  which  “had  facilities  for 
in-patient  treatment  of  psychotic  females.”  Uncon- 
tested medical  testimony  from  a physician,  whose 
specialty  training  was  a four-month  Navy  course  in 
psychiatry,  hypothesized  the  effects  of  100  mg.  of 
Thorazine®  on  the  patient  during  the  eight  hours 
prior  to  the  alleged  rape.  “It  would  lessen  a person’s 
anxiety  level  so  that  she  might  have  been  aware  of 
what  was  happening  but  her  anxiety  level  being 
reduced,  she  might  not  have  cared  as  she  would  have 
under  ordinary  circumstances,  especially  if  there 
had  been  a threat  either  made  or  implied.  She  might 
have  figured  this  was  the  easiest  course.  This  dosage 
of  medicine  probably  would  not  lessen  her  physical 
ability  but  it  might  very  well  alter  her  mental  capac- 
ity to  want  to  utilize  her  physical  ability.” 

Essentially,  on  the  basis  of  the  material  thus  pre- 
sented the  court  judged  the  accused  guilty  and  he 
was  sentenced  to  a ten  year  confinement  and  a 
Dishonorable  Discharge. 

The  prisoner  was  a 19-year-old,  white,  single, 
obese  only  child.  He  was  enuretic  until  age  thirteen 
and  during  adolescence  ruminated  excessively 
about  sex,  wondering  if  he  could  father  children  and 
whether  his  penis  was  “large  enough.”  Symptoms 
of  depression  and  insomnia  persisted  since  the  death 
of  his  mother  one  year  prior  to  the  crime.  At  the 
time  of  the  offense  he  had  been  in  the  Navy  six 
months  and  was  three  months  out  of  Hospital  Corps 
School.  During  his  pre-trial  confinement  he  was 
diagnosed  for  numbness  and  tingling  of  his  right 
upper  arm  as  hysterical. 

Question  : Who  permitted  this  emotionally  dis- 
turbed adolescent  to  attend  to  a somatically  deluded 
female  patient?  How  was  she  as  a witness  then 
permitted  to  offer  uncontested  testimony  replete 
with  indications  of  persisting  severe  emotional  ill- 
ness and  thought  disorder.  Why  is  expertness 
derived  from  a four-months’  training  course,  uncon- 
tested or  rebutted  ? 

This  case,  as  well  as  the  following  one,  provokes 
consideration  of  the  concept  of  irresponsible  situa- 
tions and  stimulations.  It  suggests  that  criminal 
response  to  them  is  an  order  of  social  maladjustment 
too  seldom  defined. 

Case  3.  This  is  a 19-year-old,  white,  married 
male  Marine  private.  He  was  the  eighth  and  only 
male  child  of  the  nine  children  of  his  father’s  second 
marriage.  His  conspicuous  history  of  voyeurism 

continued  on  next  page 
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dates  back  to  his  twelfth  year  where  he  recalls  peep- 
ing into  neighbors’  bathroom  windows  and  regu- 
larly peeping  at  his  eight  sisters.  He  recalls  in  pre- 
adolescence going  to  cheap  movies  and  watching  the 
men  masturbate.  During  adolescence  he  was  sex- 
ually promiscuous  and  fathered  several  illegitimate 
children.  He  was  married  in  September  1958,  and 
there  is  a child  of  this  marriage.  Peeping  continued 
to  be  a serious  problem  after  he  enlisted  in  the 
Marine  Corps.  He  would  prowl  the  neighborhoods 
at  whatever  base  he  was  assigned.  Staring  at  the 
houses  themselves  in  addition  to  peering  through 
their  windows  was  part  of  the  peeping  syndrome 
for  him.  In  April  of  1959  he  was  apprehended  for 
this  and  convicted  by  the  California  authorities  for 
voyeurism. 

The  Marine  Corps  chose  to  take  no  further  ad- 
ministrative steps,  when  he  was  returned  to  Active 
Duty  while  on  civil  parole  by  the  California  police. 
Though  continuing  to  peep  regularly  thereafter,  he 
became  increasingly  apprehensive  that  one  day  he 
would  enter  the  home  into  which  he  was  spying. 
This  he  eventually  did,  and  while  standing  in  the 
dark  of  the  bedroom  watching  a lady  she  suddenly 
awoke  from  sleep  and  screamed.  Alarmed,  he  hit 
her  on  the  head  several  times  with  a kitchen  pot 
and  ran  from  the  house.  When  apprehended  he  was 
tried  and  found  guilty  of  breaking  and  entering 
and  assault  by  those  same  authorities  which  had 
previously  chosen  to  avoid  action  on  his  acknowl- 
edged voyeurism.  At  the  term  of  his  confinement  he 
was  separated  from  the  service  with  a Dishonorable 
Discharge. 

Question  : Where  in  the  continuum  of  pin-up 
girls  in  the  military  barracks  to  voyeurism  with 
assault  does  disease  and  dishonor  overtake 
sublimation  ? 

Case  4.  While  imprisoned  at  a U.  S.  Navy  Disci- 
plinary Barracks  for  having  assaulted  an  officer, 
“Prisoner  M.  did  again  use  provoking  words  and 
gestures  and  strike  with  his  fist  a Corporal  ...  he 
did  slam  the  cover  of  a trash  can  down,  throw  a 
bench  at  the  wall  and  strike  with  his  fist  a sentry.” 
A companion  prisoner  describing  the  events  stated, 
“He  didn’t  look  normal  to  me.  He  appeared  to  be 
very  angry,  someone  who  is  out  of  control  of  him- 
self. At  the  particular  time  when  I saw  him,  his  eyes 
were  kind  of  glassy,  he  just  appeared  to  me  that  he 
wasn’t  normal  at  the  time.  His  eyeballs  weren’t 
moving  as  a normal  man’s.” 

In  view  of  this  testimony  as  correlated  with 
patient’s  past  history,  a plea  of  not  guilty  by  reason 
of  insanity  was  offered  and  argued  to  the  court.  The 
prosecution  rested  on  the  testimony  of  two  wit- 
nesses : the  sentry  who  was  struck  and  the  prisoner 
who  witnessed  this.  The  following  history  was  re- 
vealed in  the  defense  testimony.  M.  was  the  second 
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of  four  children.  He  had  such  childhood  neurotic 
traits  as  temper  tantrums,  bedwetting,  and  night 
terrors.  His  grade  school  maladjustment  necessi- 
tated his  transfer  from  Catholic  to  public  school  at 
age  eight.  He  describes  his  homelife  as  tense  with 
constant  bickering  between  his  parents.  During  this 
time  he  says  he  saw  himself  as  too  small  to  protect 
either  one.  His  second  try  at  Catholic  school  also 
ended  in  failure  when  after  three  years  in  a high 
school  seminary  he  was  discharged  for  fighting.  On 
the  day  after  graduation  from  public  school  he 
joined  the  Navy  where  his  father  had  served  in 
World  War  II.  He  recalls  his  overseas  experiences 
as  conflicted,  at  times  acting  like  an  “insensible, 
irrational,  sensual  animal,”  yet  “disgusted  and 
ashamed.”  In  his  first  eleven  months  of  military 
service  he  received  two  Captain’s  disciplinary 
sessions,  two  Summary  Courts  Martial,  and  one 
General  Court  Martial.  There  is  suggestive  evi- 
dence that  at  the  time  of  the  assault  for  which  he 
was  presently  confined  he  was  in  an  irrational  state, 
for  he  was  battling  at  least  four  Petty  Officers,  each 
of  whom  had  authority  to  arrest  him  for  this.  (To 
some  observers  crimes  committed  with  policeman 
at  the  elbow  of  the  assailant  are  considered  crimes 
of  irresistible  impulse.) 

The  present  crime  was  interpreted  to  the  Court 
Martial  Board  as  the  product  of  poor  judgment  and 
excitability  in  the  face  of  objectively  minor  stress. 
It  was  noted  to  have  a repetitive  character.  It 
seemed  predictable  and  was  ostensibly  self-destruc- 
tive for  it  purposefully  occurred  in  the  presence  of 
arresting  punitive  authorities.  These  facts  led  the 
consultant  psychiatrist  to  the  position  of  having  a 
doubt  as  to  whether  the  patient  was  able  at  the 
moment  of  the  crime  in  question  to  adhere  to  the 
right.  The  following  is  excerpted  from  the  record 
of  trial : 

Prosecutor : Now,  let  me  ask  you  this  : Do  you 
have  an  opinion  as  to  whether  or  not  M.  is  so  far 
free  from  mental  defect,  disease,  or  derangement  as 
to  be  able  to  tell  the  difference  between  right  and 
wrong  ? 

Psychiatrist : My  opinion  is  that  he  is. 

Prosecutor : Do  you  have  an  opinion  as  to 
whether  or  not  the  accused  M.  is  capable  of  under- 
standing the  nature  of  the  proceedings  against  him 
and  intelligently  co-operating  in  his  own  defense? 

Psychiatrist : My  opinion  is  that  he  is. 

Prosecutor  : Is  he  psychotic  ? 

Psychiatrist : He  is  not  psychotic. 

Prosecutor  : Is  he  psychoneurotic  ? 

Psychiatrist : He  is  not. 

Prosecutor  : What  is  he  ? 

Psychiatrist : He  has  a character  disorder  of  the 
personality  pattern  disturbance  variety.  He  is  an 
immature  character  of  the  aggressive  subgroup. 
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Prosecutor : What  are  the  symptoms  that  M. 
shows  ? 

Psychiatrist : The  primary  characteristic  of  such 
people  is  their  tendency  to  act  with  excitability  and 
poor  judgment  in  the  face  of  minor  stress  ; and  their 
acts  are  often  aggressive. 

Prosecutor : Have  you  formed  an  opinion  as  a 
result  of  your  examination  of  M.  as  to  whether  he 
was  totally  unable  to  adhere  to  the  right  at  the  time 
of  the  offense  to  which  he  is  presently  being  tried  ? 

Psychiatrist : I doubt  that  he  was  able  to  adhere 
to  the  right.* 

Prosecutor  : Do  you  have  an  opinion,  yes,  no,  or 
don't  know? 

Psychiatrist : Since  I doubt  it,  then  I don’t  know. 

Members  of  the  twelve-man  Court  Martial  Board 
then  asked : 

Q.  How  else  does  a person  achieve  the  release 
from  the  energy  that  is  pent  up  during  seizures  of 
irresistible  impulse?  Is  it  by  reaching  a point  of 
saturation  and  indiscriminately  smashing  or  break- 
ing things  or  is  it  by  the  commission  of  a single  act 
which  had  been  preconceived  along  the  line  ? 

A.  In  a variety  of  different  ways.  In  the  confu- 
sion of  the  moment  he  may  cut  his  wrist,  yell,  beat 
the  walls,  faint,  etc.  With  assurance  one  cannot  say 
what  precise  inner  processes  brought  this  prisoner 
to  the  final  assault.  But  as  you  trace  in  time  from  the 
early  stresses  to  the  act  itself,  his  capacity  to  do 
otherwise  becomes  increasingly  uncertain.  Perhaps 
the  sequence  may  have  been  interrupted  either  by 
a more  flexible  psychological  defense  pattern  or 
through  social  intervention.  However,  as  one  counts 
down  to  the  moment  of  the  crime  one  develops  a 
progressive  uncertainty  whether  he  could  have  done 
otherwise. 

0.  This  business  about  a character  disorder  that 
we  are  discussing,  is  this  M.'s  status  at  the  present 
time  and  was  this  his  status  at  the  time  you  exam- 
ined him  ? 

A.  M.’s  character  is  as  disordered  today  as  it 
was  the  moment  of  the  crime  or  at  the  date  of  my 
examination ; for  such  a diagnosis  includes  a meas- 
ure of  his  frustration  tolerance.  May  I draw  an 
analog}^  between  the  allergen  irritant  and  the  ex- 
plosive sneeze.  In  the  absence  of  such  an  irritant 
stress  the  diagnosis  of  hay  fever  still  prevails,  for  it 
is  a diagnosis  primarily  of  predisposition  and  past 
rather  than  immediately  present  performance. 

Q.  Though  you  have  a reasonable  doubt  as  to 
whether  or  not  the  accused  at  the  time  of  the  offense 
was  able  to  adhere  to  the  right,  do  you  have  an 
opinion  as  to  whether  his  ability  to  adhere  to  the 
right  was  impaired  ? 

^According  to  the  military  Manual  for  Courts-Martial, 
1951,  if  the  psychiatrist  has  a reasonable  doubt  as  to 
whether  the  accused  was  able  to  adhere  to  the  right,  it  is 
equivalent  to  answering  that  he  was  unable  to  adhere  to 
the  right. 


A.  I believe  it  was  impaired. 

0.  Do  you  have  an  opinion  as  to  the  extent 
which  it  was  impaired  ? 

A.  I doubt  that  he  had  sufficient  ability  to  adhere 
to  the  right  at  the  moment  of  the  crime. 

The  court  found  the  patient  guilty  and  he  was 
given  six  of  a maximum  nine  months’  confinement 
established  for  this  offense  by  military  precedent 
and  statute. 

Conclusion 

Many  acts  by  their  nature,  frequency,  or  both 
reside  outside  the  range  of  cultural  utility  and 
acceptance.  While  such  events  as  hearing  voices, 
believing  in  bizarre  events  or  posturing  inappro- 
priately are  self-limited,  they  are  referred  for  ex- 
clusive management  to  physicians  with  no  mandate 
to  assay  responsibility.  However,  when  illogical 
thinking  or  feeling  results  in  antisocial  behavior 
there  is  a clamor  of  citizens  to  bring  medical  answers 
to  legal  questions.  As  long  as  this  circumstance  pre- 
vails physicians  will  be  forced  to  take  a defensive 
posture  in  court. 

This  paper  has  reported  on  sick  men  who  have 
committed  crimes.  It  invites  psychiatrists,  jurists 
and  legislators  to  consider  the  problem  of  offering 
justice  to  such  individuals. 
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One  of  a series  of  service  messages 
to  the  medical  profession  from  the 
Rhode  Island  Heart  Association 

YOU  UP  TO  DATE  ON 

ANTi: 

Do  you  know:  What  is  the  desired  “therapeutic” 

level  c heparin? 

Do  you  know:  What  is  the  so-called  rebound 

phenomenon? 

Do  you  know:  Why  prothrombin  times  vary  so 

widely? 

You  find  the  answers  to  these  and  many  more  questions  in  a new, 
practical  28-page  booklet  prepared  for  the  Committee  on  Profes- 
sional Education  of  the  American  Heart  Association. 

The  Rhode  Island  Heart  Association,  now  at  Butler  Health 
Center,  offers  a program  of  service  and  informative  literature  to 
you  and  your  patients  in  overcoming  cardiovascular  diseases. 


Rhode  Island 


ELmhurst  1-2950 

FREE  COPY  ON  REQUEST 
BY  PHONE  OR  COUPON 


Rhode  Island  Heart  Association 
333  Grotto  Avenue 
Providence  6,  R.  I. 

• Please  send  me  a free  copy  of  the  booklet,  “A  Guide  to 
Anticoagulant  Therapy”. 
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Address 


Editorials 


THE  YEAR  OF  THE  THYMUS 


The  year  1962,  which  may  be  recorded  in  politi- 
cal history  as  the  turning  point  in  the  Cold  War 
and  in  the  physical  sciences  as  the  year  of  the 
Venus  probe,  may  well  be  remembered  in  biological 
history  for  the  unlocking  of  the  mysteries  of  the 
thymus  gland.  During  most  of  recorded  medical 
history,  little  progress  had  been  made  in  the  under- 
standing of  this  mediastinal  structure.  It  had  long 
been  suspected  that  the  gland  had  something  to  do 
with  growth,  for  it  reached  its  largest  dimensions 
during  childhood  and  adolescence,  and  then  gradu- 
ally receded.  Certain  cases  of  suffocation  or  sudden 
death  in  infants  and  children  had  been  attributed 
to  enlargement  of  this  gland,  and  the  term  status 
lymphaticus  had  been  coined  to  describe  this  ob- 
scure disorder.  A generation  ago  it  had  been  deemed 
obligatory  to  obtain  chest  films  on  all  children  sub- 
jected to  general  anaesthesia.  Those  with  an  en- 
larged thymus  were  treated  by  x-ray,  resulting,  no 
doubt,  in  some  later  cases  of  thyroid  carcinoma. 
Status  lymphaticus,  with  or  without  X-radiation,  is 
now  out  of  mode. 

In  recent  years  the  thymus  has  been  of  interest 
chiefly  as  the  site  of  certain  neoplasms,  designated 
as  thymomas.  Certain  of  these  were  associated 
with  myasthenia  gravis.  Relief  of  this  disorder 
by  removal  of  thymus  tumors  has  been 
inconsistent.  Soutter  and  Emerson  have  further 
described  a type  of  hypoplastic  anemia  asso- 
ciated with  a thymoma.  Relief  of  the  blood  dis- 
order occurred  in  approximately  one-half  of  the 
cases  upon  removal  of  the  tumor,  but  the  remainder 
were  unrelieved.  These  earlier  experiences  had  sug- 
gested that  certain  humoral  mechanisms  were 
centered  in  the  thymus,  but  definite  hormones  were 
never  demonstrated. 

Robert  A.  Good  of  the  University  of  Minnesota 
and  Hans  Cottier  of  Switzerland  have  recently  re- 
ported clinical  studies  indicating  the  association  of 
a type  of  agammaglobulinemia  in  infants  with  a 
hereditary  maldevelopment  or  agenesis  of  the  thy- 
mus gland.  Jacques  F.  A.  P.  Miller  of  London 
produced  a wasting  disease  in  mice  by  thymectomy 
at  birth.  The  development  of  this  disorder  could  be 


prevented  in  over  two-thirds  of  the  animals  by  thy- 
mic implants  or  in  half  by  the  injection  of  adult 
lymphoid  cells  derived  either  from  spleen  or  lymph 
nodes.  Nobel  Laureate  Sir  Macfarlane  Burnet  of 
Australia  has  reported  a strain  of  mice  in  which 
the  thymus  tends  to  become  inflamed.  He  noted  a 
similarity  between  this  disease,  associated  with  a 
Coombs-positive  hemolytic  anemia,  leukopenia,  and 
thrombopenia,  and  human  lupus  erythematosus. 
Ziff  of  Dallas  has  described  three  myasthenia  gravis 
patients  in  whom  he  found  lupus  erythematosus 
(L.E.)  cells,  as  well  as  an  enlarged  thymus. 

The  culmination  of  this  concentrated  attack  on 
the  thymus  gland  was  the  recent  report  by  Prof. 
Albert  Szent-Gyorgyi,  now  working  at  Woods 
Hole,  of  the  demonstration  of  certain  active  hor- 
mones in  the  thymus.  Now  in  his  seventieth  year, 
Szent-Gyorgyi,  also  a Nobel  laureate,  is  famed  for 
his  isolation  of  ascorbic  acid.  Extracting  incredible 
amounts  of  calf  thymus,  he  had  originally  isolated 
two  hormones,  a powerful  growth  promoting  factor 
which  he  designated  “promine,”  and  a growth  in- 
hibiting factor,  to  which  he  gave  the  name  “retine.” 
Recently  he  has  detected  the  presence  of  a third 
substance,  a sterilizing  or  anti-fertility  factor. 

The  growth  promoting  factor  stimulates  the 
growth  of  spontaneous  or  implanted  cancer  in  ani- 
mals, while  the  inhibiting  factor  has  the  opposite 
effect.  The  inhibiting  factor  has  been  found  in  other 
tissues,  but  the  growth  factor  has  been  detected 
only  in  the  thymus.  The  sterilizing  factor,  which 
seems  to  be  a specific  constituent  of  the  thymus,  has 
the  effect  of  sterilizing  both  male  and  female  ani- 
mals. When  the  injections  are  interrupted,  fertility 
returns.  The  full  significance  of  these  discoveries 
must  await  further  investigation. 

Some  chemical  properties  of  these  substances  are 
known.  They  are  non-protein  compounds  of  low 
molecular  weight.  Promine  and  the  sterilizing  factor 
are  acids  capable  of  reacting  with  bases  to  form 
salts.  One  pound  of  thymus  yields  two  milligrams 
each  of  promine  and  retine.  It  is  probably  only  a 
matter  of  time  until  they  are  isolated  in  crystalline 
form,  and  then  synthesized. 
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THE  CITIZEN  S COMMISSION  ON 
GRADUATE  MEDICAL  EDUCATION 


Early  this  year  there  will  be  announced  the 
names  of  the  ten  individuals  who  will  constitute 
the  membership  of  a group  of  experts  distinguished 
in  public  service  and  higher  education  who  will 
study  the  hospital  programs  offered  to  young  physi- 
cians after  they  are  graduated  from  medical  school. 
This  survey,  recommended  by  the  Council  on 
Medical  Education  and  Hospitals  of  the  American 
Medical  Association,  may  bring  about  an  overall 
improvement  in  graduate  education  comparable  to 
that  which  followed  the  Flexner  study  which  was 
reported  in  1910  and  which,  as  we  all  know,  resulted 
in  the  striking  and  marked  upgrading  of  under- 
graduate medical  teaching  throughout  the  United 
States. 

Doctor  Leland  S.  McKittrick  who  has  headed  the 
council  for  several  years  has  made  this  statement : 
“We  look  on  this  project  as  a logical  extension  of 
the  Flexner  study  of  our  medical  schools.  . . . Once 
again  organized  medicine  is  turning  to  distinguished 
public  servants  outside  its  own  ranks  to  assure  a 
thorough  and  objective  study  for  the  advancement 
of  medicine’s  service  to  the  public.” 

As  head  of  this  commission  a very  distinguished 
educator  has  been  selected,  Doctor  John  S.  Millis, 
President  of  Western  Reserve  University.  Beyond 
a doubt  the  other  nine  members  will  be  of  com- 
parable calibre  ; and  an  objective  and  understanding 
report  of  the  present  situation,  with  definite  and 
practical  recommendations,  is  assured. 

That  there  is  need  for  such  a survey  cannot  be 
doubted.  Certainly  in  many  hospitals,  including 
some  that  are  major  institutions  for  university 
teaching,  there  is  need  for  improvement  both  in  the 
educational  program  and  the  character  of  patient 
care  which  results.  In  an  appreciable  number  of 
community  hospitals,  the  approval  of  questionable 
programs  stimulated  by  the  demand  for  graduate 
educational  experience  on  the  part  of  young  physi- 
cians discharged  from  the  armed  forces  after  the 
second  World  War  and  the  Korean  conflict  has 
been  continued,  but  many  of  these  programs  have 
not  been  improved.  Also,  in  a number  of  university 
hospitals,  there  has  been  such  an  emphasis  on  teach- 
ing scientific  details  that  a comparable  emphasis  on 


the  care  of  the  patients  has  been,  at  times,  neglected. 
This  has  led  a very  distinguished  professor  of  medi- 
cine to  characterize  patient  care  in  some  of  the  ma- 
jor university  hospitals  with  which  he  is  acquainted 
as  “awful.”  Note  that  Doctor  McKittrick  stated 
that  the  work  of  the  commission  would  “assure  a 
thorough  and  objective  study  for  the  advancement 
of  medicine's  service  to  the  public.  The  acquisition 
of  medical  information  by  a physician,  although 
essential,  does  not  guarantee  adequate  service.  It 
can  hardly  be  questioned  that,  at  present,  our  medi- 
cal schools  and  hospitals  are  turning  out  some  ex- 
cellent young  medical  scientists  who  are  mighty 
poor  doctors. 

Foreign  trained  physicians  coming  to  the  United 
States  often  find  much  to  criticize.  Many,  unfortu- 
nately,  find  themselves  in  hospitals  with  inferior 
programs.  As  a result  of  the  work  of  the  Educa- 
tional Council  for  Foreign  Medical  Graduates,  the 
average  level  of  medical  competence  of  these  physi- 
cians has  been  improved,  but  we  still  have  occa- 
sional examples  of  relatively  low  grade  physicians 
in  relatively  low  grade  programs.  On  the  other 
hand,  many  graduates  of  foreign  universities  are 
fully  up  to  the  calibre  of  their  American  counter- 
parts. To  carry  out  good  international  co-operation, 
a system  should  be  worked  out  whereby  top  grade 
educational  facilities  will  be  open  to  them. 

As  a result  of  the  survey  of  the  “Second  Flexner 
Committee,”  it  is  to  be  hoped  that  the  whole  picture 
will  be  improved.  It  will  mean  that  educational  pro- 
grams at  the  graduate  level  will  be  up  to  standard  or 
will  be  eliminated.  It  is  to  be  hoped  that  the  commis- 
sion will  keep  in  mind  that  a fundamental  part  of 
medical  education  is  training  by  precept  and  exam- 
ple in  the  application  of  knowledge  to  the  problem 
of  the  sick  patient  in  a way  which  the  patient  will 
understand  and  accept,  and  which  will  enhance  the 
courage  with  which  he  faces  his  problems  and  his 
confidence  in  those  who  are  responsible  for  his  care. 
The  anxious,  suspicious,  and  frightened  patient  is 
not  receiving  good  medical  treatment,  no  matter 
how  adequate  are  the  mechanical  and  chemical 
measures  applied  to  him,  if  the  anxiety,  suspicion, 
and  fear  are  to  any  appreciable  extent  iatrogenic. 


End  Polio  Campaign  . . . Sundays:  March  3 and  April  21 
Sponsored  by  The  Rhode  Island  Medical  Society 


for  over  12  years  dependably  effective 


a family  of  products 
for  family  cold  needs 


4980 


38  RHODE  ISLAND  MEDICAL  JOURNAL 

TTTTTTTTTTTTTTTTTTTTMTTTTTTTTTTTTTTT  TTTTTTTT  TTTTTTT  TTTTT'TTTTTTTTT  T T T T T T T T 


Medicine  Around  the  W orld  . . . 

MEDICAL  EDUCATION  IN  THE  PHILIPPINES 

Antonio  Q.  Paraiso,  m.d.* 


The  Author.  Antonio  Q.  Paraiso,  M.D.,  Labor  General 
Hospital,  Quezon  City,  Philippines. 


The  Republic  of  the  Philippines,  formerly  called 
the  Philippine  Islands  (the  word  Philippine 
was  derived  from  the  name  of  King  Philip  of  Spain, 
under  whose  rule  the  Philippine  Islands  were  dis- 
covered'), is  made  up  of  7,100  islands  which  are 
grouped  into  56  provinces  for  more  effective  cen- 
tralization of  governmental  offices  and  functions. 
They  were  discovered  by  Magellan  of  Spain  in 
1521.  Geographically,  they  are  located  in  the  Far 
East,  about  7,000  miles  away  from  San  Francisco 
and  about  10,000  miles  from  Providence,  Rhode 
Island. 

From  1521  to  1870  there  were  no  schools  of 
medicine  in  the  Philippines,  and  the  great  majority 
of  physicians  then  practicing  must  have  qualified  by 
passing  the  final  examination  given  by  the  Ministry 
of  National  Education  in  Spain.  For  almost  four 
centuries,  the  Philippines  had  been  under  the  Span- 
ish regime,  but  it  was  only  after  three  and  a half 
centuries  that  the  first  medical  school  was  estab- 
lished in  1871.  It  was  known  as  the  Faculty  of 
Medicine  and  Surgery  of  the  University  of  Santo 
Tomas,  which  university  was  founded  as  early  as 
1611.  During  the  long  period  before  the  establish- 
ment of  the  first  medical  school  a few  wealthy  stu- 
dents served  several  years  of  preceptorship  under 
a practicing  Spanish  physician  or  were  able  to 
travel  to  Spain  or  other  countries  of  Europe  to  re- 
ceive a conventional  medical  training  at  a univer- 
sity. This  is  analogous  to  the  colonial  period  in  the 
United  States  before  the  first  medical  college  was 
established  in  1765. 

Formal  medical  education  in  the  Philippines  be- 
gan, therefore,  with  the  establishment  of  the  first 
medical  school  in  1871,  a century  later  than  that  of 
the  United  States.  The  medical  course  required 
seven  years  and  led  to  the  university  degree  of 
Licentiate  in  Medicine  and  Surgery.  It  is  fitting  at 
this  point,  to  mention  Doctor  Jose  P.  Rizal,  the 

^Assigned  by  the  Agency  for  International  Develop- 
ment, Washington,  D.C.,  to  Doctor  Alexander  M.  Burgess, 
Sr.,  Director  of  Medical  Education  of  the  Miriam  Hospital 
in  Providence  and  the  Memorial  Hospital  in  Pawtucket, 
Rhode  Island,  to  train  in  the  field  of  Medical  Education. 


“many-splendored”  genius  and  the  greatest  hero  of 
the  Philippines,  whose  example  as  a premedical 
student,  medical  student,  intern,  postgraduate  med- 
ical student,  and  general  practitioner  at  once  make 
him  the  all-time  guiding  spirit  of  every  Filipino 
Doctor  of  Medicine.  After  receiving  his  Bachelor  of 
Arts  degree  in  Philosophy  and  Letters  from  the 
Ateneo  de  Manila  in  March,  1877,  with  the  rating 
of  excellent  in  every  subject,  he  enrolled  in  medi- 
cine in  the  University  of  Santo  Tomas.  He  believed 
that  he  could  serve  his  people  best  as  a physician, 
for  epidemics  were  then  rampant.  He  also  hoped  to 
help  his  mother  who  was  losing  her  eyesight  be- 
cause of  a cataract.  Because  he  was  convinced  that 
he  could  work  better  for  his  country  by  going 
abroad,  he  left  for  Madrid,  Spain,  where  he  enrolled 
simultaneously  in  Medicine  and  in  Philosophy  and 
Literature,  and  immediately  established  a reputa- 
tion for  scholarship.  In  1884,  he  finished  the  degree 
of  Licentiate  in  Medicine  and  the  following  year, 
the  course  leading  to  the  degree  of  Doctor  of  Medi- 
cine. As  an  intern,  he  kept  careful  and  complete 
notes  of  the  patients  in  the  wards  assigned  to  him 
and,  likewise,  did  this  as  a practicing  physician. 

Doctor  Rizal  then  proceeded  to  Paris  to  special- 
ize in  ophthalmology  under  Doctor  Wecker  and 
subsequently  went  to  Berlin  for  the  same  purpose 
under  Doctor  Schulze ; both  of  these  renowned 
specialists  found  him  so  competent  that  they  made 
him  their  associate.  Van  Citters7  states  that  “Dr. 
Rizal  traveled  to  the  leading  European  centers 
studying  etymology  and  anthropology,  during 
which  he  gained  the  respect  of  many  outstanding 
scholars  of  those  days,  including  Virchow,  who 
sponsored  his  membership  in  the  Berlin  Anthro- 
pological Society.  He  corresponded  with  numerous 
European  scholars  on  matters  of  language  and 
anthropology,  his  papers  being  read  before  several 
European  scientific  assemblies.  He  gathered  ethno- 
logical materials  for  study  — over  400  are  housed 
in  the  museum  at  Dresden  alone  — and  collected 
many  specimens  of  animal  life,  three  species  of 
which  are  named  after  him.  A bust  sculptured  by 
him  was  awarded  the  gold  medal  at  the  St.  Louis 
Exposition.  Some  of  his  finest  poems,  classics  in 
Philippine  literature,  were  written  during  this 
period  of  his  exile  in  Dapitan,  Mindanao,  Philip- 
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pines.”  After  his  return  from  Europe  in  1887,  he 
practiced  medicine  in  Calamba,  Laguna.  Philippines 
(his  home  town)  ; in  Hong  Kong  from  1891  to 
1892 ; and  in  Dapitan  during  his  four-year  exile  as 
a freedom  fighter  against  the  Spanish  rule.  He  had 
many  patients,  effected  spectacular  cures  in  several 
difficult  cases,  and  performed  some  startling  opera- 
tions, especially  eye  operations,  the  first  of  which  he 
did  on  his  own  mother.  He  is  said  to  have  been  the 
first  ophthalmologist  in  the  Orient.  He  read  medical 
journals  in  different  languages,  notably  Spanish, 
English,  French,  German,  Greek,  and  Latin,  aside 
from  the  fact  that  he  was  also  versed  in  about  four- 
teen other  languages.  He  had  adequate  extensive 
and  intensive  educational  and  cultural  background, 
a feat  no  other  Filipino  can  possibly  duplicate.  He 
not  only  educated  his  people  in  the  ways  of  health 
and  to  health,  but  also  lifted  the  masses  from  the 
morass  of  ignorance.  He  worked  to  dignify  them, 
to  make  them  aware  of  their  rights  and  obligations, 
to  love  their  country,  live  for  her  and  die  for  her  if 
need  be,  even  as  he  did  it  himself,  on  December  30, 
1896,  when  he  was  shot  to  death  (for  having  writ- 
ten many  patriotic  articles  against  the  Spanish  rule) 
by  a squad  of  Spanish  soldiers  at  the  famous  Luneta 
Park  in  Manila,  Philippines. 

Two  Aledical  Schools  Until  1946 

After  the  Spanish- American  War  in  1898,  the 
Philippines  came  under  American  control.  During 
the  more  than  forty  years  of  American  rule,  only 
two  medical  schools  were  in  existence,  namely  the 
Faculty  of  Medicine  and  Surgery  of  the  Santo 
Tomas  University  (founded  in  1871)  and  the 
College  of  Medicine  and  Surgery  (formerly  called 
the  Philippine  Medical  School  when  it  was  founded 
in  1907  as  the  first  unit  of  the  University  of  the 
Philippines).  Both  medical  schools  are  located  in 
Manila,  the  former  capital  city  of  the  Philippines. 
W hile  the  former  has  been  supported  by  income 
derived  from  fees  paid  by  the  students  (its  annual 
admission  being  1,286)  and  funds  obtained  through 
its  Catholic  religious  affiliations,  the  latter  has  been 
state-  or  government-supported. 

The  chief  administrative  officer  in  each  medical 
faculty  is  a dean.  He  is  appointed  by  and  is  respon- 
sible to  the  officials  of  the  university  of  which  he  is 
a part.  The  academic  year  runs  from  June  to  March. 
The  language  of  instruction  is  English,  although 
contact  with  patients  is  generally  in  one  of  the  local 
dialects.  Medical  education  in  the  Philippines  has, 
ever  since  the  American  occupation,  been  patterned 
after  the  American  system,  so  that  it  would  seem 
natural  that  changes  deemed  desirable  in  the  United 
States  might  also  be  regarded  as  advisable  for  us 
Filipinos.  It  behooves  us,  therefore,  to  follow  up  the 
genesis  of  the  College  of  Medicine  and  Surgery  of 
the  University  of  the  Philippines,  because  it  typifies 
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the  pattern  of  the  American  system  of  medical  edu- 
cation more  than  any  other  medical  college  in  the 
Philippines. 

Its  first  dean,  Doctor  Freer,  was  a very  active 
research  worker.  The  professors  and  instructors 
were  all  Americans  with  the  exception  of  Jose 
Albert,  head  of  the  Department  of  Pediatrics, 
Doctor  Bautista,  a clinical  professor  in  medicine, 
and  Luis  Guerrero,  associate  professor  in  clinical 
medicine.  After  1908,  young  Filipinos  who  had 
graduated  in  the  United  States  took  part  in  the 
teaching  staff.  These  were  Doctor  Guazon,  the  first 
Filipino  surgical  resident,  Doctor  Antonio  G.  Sison, 
the  first  Filipino  resident  in  medicine,  and  Doctor 
Honoria  Acosta-Sison,  the  first  Filipino  resident  in 
obstetrics  in  1910.  Doctor  Antonio  G.  Sison  became 
the  dean  of  the  College  of  Medicine  and  Surgery  in 
1937.  In  1940,  Doctor  Zaffe,  then  secretary  of  the 
Association  of  American  Medical  Colleges,  went  to 
observe  and  investigate  the  College  of  Medicine  and 
Surgery  in  order  to  classify  it.  He  noted  the  sub- 
jects given  and  the  duration  of  the  required  pre- 
medical course,  the  proportion  of  the  size  of  the 
teaching  staff  to  the  number  of  students,  the  ade- 
quacy and  efficiency  of  the  equipment  in  the  labora- 
tory and  in  the  clinics  located  at  the  Philippine 
General  Hospital  (in  Manila)  where  clinical  teach- 
ing and  practice  were  conducted.  The  hospital  at 
that  time  had  a capacity  of  600  beds  for  charity 
cases.  After  a meticulous  and  thorough  investiga- 
tion of  the  college  by  Doctor  Zaffe,  the  College  of 
Medicine  and  Surgery  of  the  University  of  the 
Philippines  was  reported  officially  as  Class  A-l. 
Since  1937  up  to  the  passage  of  the  Medical  Act  of 
1959,  only  110  of  those  students  who  had  the  high- 
est grades  in  the  three-year  premedical  course  were 
admitted  in  the  first  year  of  medical  school.  To  be 
admitted  they  must  have  passed  not  only  the 
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required  three-year  premedical  course  and  an  en- 
trance examination,  but  also  must  have  undergone 
a personal  interview  with  an  assigned  member  of 
the  faculty  to  see  if  the  applicants  possessed  the 
qualities  that  would  make  them  good  physicians. 
They  must  be  academically  prepared  and  must 
have  good  moral  character  because  the  then  dean, 
Antonio  G.  Sison,  believed  that  intelligence  is  not 
enough  — unless  one  is  a good  and  honest  man,  he 
cannot  be  a good  physician. 

Four  New  Medical  Schools  Started 

Four  other  medical  schools  sprang  up  after  the 
Philippines  had  gained  its  independence  from  the 
American  government  on  July  4,  1946.  They  were 
the  following : the  College  of  Medicine  of  the 
Manila  Central  University,  privately  owned,  with 
an  annual  admission  of  253,  was  founded  in  1947 ; 
the  Far  Eastern  Institute  of  Medicine,  privately 
owned,  with  an  annual  admission  of  507,  was 
founded  in  1952 ; the  University  of  the  East-Ramon 
Magsaysay  Medical  Center,  privately  owned  and 
nonprofit,  with  an  annual  admission  of  about  168, 
was  founded  in  1956,  and  the  Southwestern  College 
of  Medicine,  privately  owned,  with  an  annual  ad- 
mission of  148,  was  founded  in  1956.  Of  these  six 
medical  colleges  in  the  Philippines,  four  are  located 
in  Manila.  The  Ramon  Magsaysay  Medical  Center 
is  in  Quezon  City  while  the  Southwestern  College 
of  Medicine  is  located  in  Cebu  City  of  Cebu  Prov- 
ince, about  400  miles  away  from  Manila. 

A certificate,  known  as  the  Medical  Student’s 
Entrance  Certificate,  is  issued  to  those  potential 
medical  students  who  have  met  the  minimum  en- 
trance requirement  (of  having  completed  a two- 
year  premedical  course)  by  the  Board  of  Medical 
Examiners,  a governmental  body  composed  of 
three  physicians.  The  medical  faculties  and  colleges 
in  the  Philippines  consider  for  admission  only  those 
students  who  hold  this  certificate,  although  its  pos- 


Front  view  of  Far  Eastern  University  Hospital  where 
most  of  the  clinical  teaching  and  practice  of  students  of 
the  Far  Eastern  Institute  of  Medicine  is  undertaken. 
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session  does  not  necessarily  guarantee  that  the 
holder  will,  in  fact,  be  accepted.  Students  who  have 
attended  the  premedical  course  of  one  university 
are,  of  course,  eligible  for  admission  to  the  medical 
school  of  another.  The  University  of  the  Philippines 
requires  validation  examinations.  Men  and  women 
are  admitted  on  the  same  basis.  Concerning  the  cur- 
riculum, the  preclinical  subjects  are  studied  during 
the  first  and  second  years  of  the  medical  course, 
while  the  third  and  fourth  years  are  devoted  to  the 
clinical  subjects.  In  addition  to  attending  lectures 
and  classroom  sessions,  students  also  perform  lab- 
oratory work  in  the  respective  sciences  during  the 
first  and  second  years  of  the  course  and,  later  on, 
work  part  time  in  hospital  wards  and  clinics  as 
clinical  clerks.  The  fifth  year  or  the  internship  year 
is  spent  full  time  in  the  hospital  where  students  are 
given  ever-increasing  responsibilities.  Instruction 
is  on  a rotating  basis,  that  is,  students  spend  several 
months  in  each  of  a number  of  hospital  departments. 

Each  faculty  or  college  has  its  own  teaching  hos- 
pital and,  in  addition,  uses  the  clinical  material  in 
other  private  and  government  hospitals.  Most  of 
the  teaching  staffs  of  these  colleges  are  composed 
of  doctors  who  had  previous  training  in  foreign 
countries,  especially  the  United  States,  England, 
Germany,  and  Spain.  There  is  no  system  of  external 
examiners  in  the  Philippines ; each  institution  and 
each  professor,  determines  the  methods  of  assessing 
a student’s  progress.  At  the  end  of  the  medical 
course,  those  students  who  have  passed  their  exam- 
inations in  all  the  subjects  are  awarded  the  degree 
of  Doctor  of  Medicine.  In  the  University  of  Santo 
Tomas,  an  oral  examination  is  also  required.  Before 
a graduate  is  allowed  to  practice,  he  must  apply  to 
sit  for,  and  pass,  examinations  held  by  the  Board  of 
Examiners.  These  examinations  are  held  in  Feb- 
ruary, May,  August,  and  November  of  each  year, 
and  consist  of  written  or  oral  tests,  or  both,  which 
cover  anatomy,  physiology,  biochemistry,  bacteri- 
ology,  pathology,  hygiene,  symptomatology  and 
general  diagnosis,  surgery,  obstetrics,  tropical  med- 
icine, gynecology,  pediatrics,  forensic  medicine, 
neurology,  ophthalmology,  and  otorhinolaryngol- 
ogy. After  a candidate  has  successfully  completed 
these  examinations,  he  receives  a physician’s  cer- 
tificate of  registration,  issued  by  the  Bureau  of  Civil 
Service,  and  may  enter  private  practice. 

By  virtue  of  the  ever-dynamic  growth  of  medi- 
cine, as  evidenced  by  the  increase  of  medical  schools 
from  two  to  six,  medical  education  in  the  Philip- 
pines has  since  1950  been  the  target  of  objective 
criticism  and  serious  study  by  medical  educators, 
educators  in  general,  and  by  foreign  experts.  The 
government  authorities  concerned,  the  faculties  of 
medical  schools,  the  medical  profession,  and  the 
Congress  of  the  Philippines  have  responded  to  the 
apparent  need  for  improving  standards  of  medical 
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WORDS  THAT  CHARACTERIZE 
THE  MANY  DIFFERENT 
DEPRESSIVE  PATIENTS 
IN  WHOM  DEXAMYL®  CAN 
BE  SO  EFFECTIVE 


I feel  as  though  everything  in  me 
has  slowed  down.  . . 

After  all  those  months,  the  baby  is 
here  and  all  I do  is  cry." 

Everything  bothers  me  now,  Doctor. 

I wasn't  like  this  before  my  meno- 
pause. . . 

The  harder  I try  to  work,  the  more 
I get  behind.  ...  my  boss  doesn’t 
respect  me— my  own  children  don’t 
seem  to  respect  me  anymore." 

‘Now  that  Dad  is  gone,  I just  sit 
and  wait  to  die." 


DEXAMYL®  SPANSULE®  brand  of  sustained  release  capsules 


USUAL  DOSAGE:  One  'Dexamyl'  Spansule  capsule 
taken  in  the  morning  for  10-  to  12-hour  effect. 


FORMULA:  Each  'Spansule'  capsule  No.  1 contains 
10  mg.  of  Dexedrine®  (brand  of  dextro  amphetamine 
sulfate),  and  1 gr.  of  amobarbital,  derivative  of  bar- 
bituric acid  [Warning,  may  be  habit  forming] . Each 
'Spansule'  capsule  No.  2 contains  15  mg.  of  'Dexedrine' 
(brand  of  dextro  amphetamine  sulfate)  and  Hi  gr.  of 
amobarbital  [Warning,  may  be  habit  forming].  The 
active  ingredients  of  the  'Spansule'  capsule  are  so  pre- 
pared that  a therapeutic  dose  is  released  promptly  and 
the  remaining  medication,  released  gradually  and  with- 
out interruption,  sustains  the  effect  for  10  to  12  hours. 

INDICATIONS:  (1)  For  mood  elevation  in  depressive 
states;  (2)  for  control  of  appetite  in  overweight. 


SIDE  EFFECTS:  Insomnia,  excitability  and  increased 
motor  activity  are  infrequent  and  ordinarily  mild. 
CAUTIONS:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds  or  barbiturates  and 
in  coronary  or  cardiovascular  disease  or  severe  hyper- 
tension. 

SUPPLIED:  'Spansule'-  capsules  No.  1 (1  dot  on  cap- 
sule) and  No.  2 (2  dots  on  capsule),  in  bottles  of  30. 
Prescribing  information  October  1962. 
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education  in  the  Philippines.  The  Philippine  Medi- 
cal Association,  through  its  Committee  on  Medical 
Education,  Hospitals  and  Laboratories,  in  a report 
dated  February  12,  1958  approved  unanimously  by 
the  House  of  Delegates  of  the  Association  in  the 
51st  Annual  Meeting  held  in  May,  1958,  recom- 
mended requirements  for  the  different  courses  in 
the  basic  sciences  as  well  as  the  different  courses  in 
the  medical  clinical  sciences.  It  also  established  re- 
quirements for  admission  into  the  first  year  of 
medical  school. 

With  the  approval  of  the  Medical  Act  of  1959, 
the  Bureau  of  Private  Schools  authorized  the  three- 
year  preparatory  medical  course,  consisting  of 
languages,  mathematics,  natural  sciences,  social  sci- 
ences, electives,  Rizaliana,  and  library  science.  Pres- 
ently, however,  the  four-year  preparatory  medical 
curriculum,  as  authorized  by  the  Bureau  of  Private 
Schools,  consists  of  the  above  subjects  with  some 
additional  subjects  as  philosophy,  including  psy- 
chology and  logic,  humanities,  accounting,  and 
statistics.  There  has  thus  been  a continuing  change 
in  the  premedical  course  so  as  to  conform  with  the 
progress  in  medicine  and  the  allied  sciences.  More- 
over, it  may  be  forecast  that  by  the  academic  year 
1964-1965,  only  those  students  with  A.B.  or  B.S. 
degrees  in  the  sciences  will  be  admitted  to  the 
entering  class  of  all  Philippine  medical  schools, 
each  of  which  has  a five-year  curriculum  including 
one  year  of  internship.  This  requirement  of  the  fifth 
year  of  medical  college  or  internship  before  gradua- 
tion from  Philippine  medical  colleges  is  a distinct 
difference  from  medical  schools  in  the  United 
States.  This  must  then  be  a European  influence. 
From  the  foregoing,  it  will  mean  that  an  average 
Filipino  physician  by  1970  will  have  6-7  years  of 
elementary  school  training,  four  years  of  high 
school,  four  years  of  A.B.  or  B.S.  degree  studies 


The  Labor  General  Hospital  at  Quezon  City,  Philippines. 


preparatory  to  studying  medicine,  and  five  years  of 
undergraduate  medical  education,  or  a total  of 
19-20  years  of  education.  He  would  then  be  a physi- 
cian at  approximately  the  age  of  25-26,  or  at  most, 
27  years  without  any  specialization. 

It  may  be  necessary  to  consider  this  plan  very 
carefully,  since  (a)  in  the  United  States  at  present 
there  are  very  few  medical  schools  that  require  a 
bachelor’s  degree  for  admission,  and  (b  ) in  South- 
east Asia  and  Western  Pacific  areas,  the  minimum 
requirement  for  admission  to  medical  school  is  only 
two  years  of  premedical  education.  However,  the 
present  plan  will  certainly  diminish  the  number  of 
students  taking  medicine,  upgrade  standards  in 
accordance  with  present  facilities  and  produce  more 
mature  and  more  responsible  physicians  both  for 
the  Philippine  public  and  the  government  of  the 
Philippines. 

Problems  Faced 

What  are  the  many  problems  that  confront  the 
Philippines,  still  a young  nation,  and  its  secretary 
of  Health,  who  is  responsible  for  medical  service  in 
our  country?  As  each  crop  of  new  physicians  joins 
the  ranks  of  the  Philippine  medical  profession,  it 
is  told  about  the  unequal  distribution  of  physicians 
and  the  doctor  shortage  existing  particularly  in 
rural  areas,  where  more  health  and  medical  services 
are  needed,  and  where  the  inhabitants  are  generally 
poor  and  exposed  to  disease  threats.  But,  with  the 
low  average  income  in  the  rural  areas  (studies 
indicate  that  there  are  only  9.1  per  cent  of  people 
with  incomes  higher  than  the  national  average),  it 
is  not  surprising  that  physicians  are  hesitant  to 
serve  as  rural  physicians,  even  though  they  are 
frequently  admonished  to  do  so.  Besides,  the  rural 
areas  have  very  bad  roads  and  lack  hospitals  and 
scientific  diagnostic  aids,  so  that  the  Department  of 
Health’s  rural  physician  may  be  the  only  doctor  to 
communities  with  populations  of  15  to  30  thousand 
souls.  This  crying  need  for  doctors  in  the  rural  areas 
is  in  contrast  to  the  conditions  in  the  provinces  and 
cities  like  Manila,  Quezon  City  (the  present  capital 
city  of  the  Philippines),  Cebu  City,  and  others.  For 
example,  Manila  has  one  doctor  for  every  671  popu- 
lation, and  the  provinces  one  for  every  4,474.  Fur- 
ther studies  indicate  that  more  than  one  third  of 
physicians  in  active  practice  are  in  Manila.  There 
are  more  than  15,000  registered  physicians,  but 
only  8,200  are  in  active  practice.  Of  the  actively 
practicing  physicians,  it  is  estimated  that  3,500  are 
in  Manila,  and  5,000  are  scattered  in  the  provinces. 
Those  that  are  not  in  practice  are  either  engaged  in 
business  enterprises,  in  the  United  States  for  grad- 
uate study,  or  have  just  given  up  practice  to  become 
steamship  or  company  doctors,  or  for  other  reasons. 
If  all  physicians  were  available,  the  physician- 
population  ratio  for  the  Philippines  as  a whole 
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For  peptic  ulcer 
gastric  hyperacidity 
and  gastritis... 

In  year-long  study  on 
peptic-ulcer  patients 

Ni . f 

Creamalin 

Antacid  Tablets 


“Clinical  studies  in  85  patients  with  duodenal  ulcer 
...confirmed  the  superiority  of  the  new  preparation 
[new  Creamalin]  over  standard  aluminum  hydroxide 
preparations,  in  that  prompt  relief  was  achieved  and 
maintained  throughout  the  period  of  observation.”* 

Patients  were  followed  for  about  one  year. 

New  Creamalin  promotes  ulcer  healing,  permits  less 
frequent  feedings  because  it  is  so  long-acting.  Heart- 
burn and  epigastric  distress  were  “. . . easily  and 

adequately  controlled ”*  New  Creamalin  has  the 

therapeutic  advantage  of  a liquid  antacid  with  the 
convenience  of  a palatable  tablet.  It  does  not  cause 
constipation. 

Each  new  Creamalin  tablet  contains  320  mg.  of  spe- 
cially processed  highly  reactive  dried  aluminum  gel 
(stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  offer  a vastly  increased 
surface  area. 


. . faster  in  onset 
of  action . . . and  for 
a longer  period”* 


Dosage:  Gastric  hyperacidity— from  2 to  4 tablets  as  needed. 
Peptic  ulcer  or  gastritis— from  2 to  4 tablets  every  two  to  four 
hours.  How  Supplied:  Bottles  of  50,  100,  200  and  1000. 

Now  also  available— New  Creamalin  Improved  Formula  Liquid. 
Pleasant  mint  flavor  — creamy  pink  color.  Stabilized  reactive 
aluminum  and  magnesium  hydroxide  gel  (1  teaspoon  equals 
1 tablet).  Bottles  of  8 and  16  fl.  oz. 

Creamalin,  trademark  reg.  U.  S.  Pat.  Off. 

*Schwartz,  I.  R.: 

Current  Therap.  Res.  3:29,  Feb.,  1961. 
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would  be  at  least  one  doctor  for  every  1,800  of 
population,  considering  that  there  are  now  27  mil- 
lion Filipinos.  Yet  what  a contrast  with  the  United 
States  and  its  ratio  of  1 :1000,  and  with  that  of 
1 :450  for  Israel ! 

Yet  the  government  recognizes  the  need  for 
physicians  in  the  rural  areas,  for  hospital  improve- 
ment and  building,  and  for  the  expansion  of  medical 
services.  The  late  President  Ramon  Magsaysay 
approved  the  Rural  Health  Act  which  extended 
health  and  medical  services  to  the  rural  inhabitants 
and  attracted  more  doctors  to  the  rural  areas.  The 
Medical  Act  which  was  passed  in  1959  established 
the  Board  of  Medical  Examiners  and  the  Board  of 
Medical  Education.  Twelve  hospitals  have  been 
designated  as  regional  training  hospitals,  including 
the  Labor  General  Hospital  in  Quezon  City  which 
I am  now  representing,  with  programs  for  develop- 
ing both  medical  and  paramedical  personnel.  There 
are  now  109  hospitals  in  the  Philippine  government 
system,  ranging  from  25  to  350  bed  capacity,  and 
there  have  been  more  representations  to  the 
Department  of  Health  for  approval  of  funds  for 
more  hospitals.  Programs  have  been  developed  to 
upgrade  medical  education  and  to  strengthen  the 
teaching  of  basic  sciences,  and  there  has  been 
improvement  in  the  intern-patient  ratio  through 
affiliations.  Above  all,  there  has  been  magnanimous 
help  from  the  Agency  for  International  Develop- 
ment (AID,  formerly  the  International  Cooperation 
Administration)  in  sending  abroad  three  training 
teams,  the  third  team  of  which  I am  a member. 

Major  Difficulties 

Despite  all  the  above-mentioned  accomplishments 
and  successes,  there  are  still  two  major  difficulties 
as  far  as  medical  education  in  the  Philippines  is 
concerned : 1.  Insufficient  funds  to  carry  out  medi- 
cal training  programs  ; and  2.  Lack  of  trained  aca- 
demic and  clinical  instructors,  together  with  the 
still  existing  inadequacy  of  clinical  experience  for 
medical  students,  interns,  and  residents  during 
their  medical  training  program.  It  is  certainly 
worthy  of  note  that  thirty-one  hospitals  were  re- 
cently approved  for  accreditation  by  the  Joint  Com- 
mittee on  Hospital  Accreditation  of  the  Philippine 
Medical  Association  and  the  Philippine  College  of 
Surgeons  in  line  with  the  program  of  these  two 
organizations  for  upgrading  medical  care  in  the 
country.  Eighteen  of  these  hospitals  were  accred- 
ited for  hospital  service  and  residency  training  of 
physicians,  and  thirteen  for  hospital  service.  The 
rapid  population  increase  and  the  growth  of  com- 
munities have  created  gaps  in  our  rural  health  and 
hospital  services.  These  must  be  filled  by  civic 
action  such  as  social  services,  which  are  extended 


mostly  by  volunteer  civic  groups  dedicated  to 
health  and  welfare. 

Apparently  unnoticed  in  the  Philippines,  in  the 
face  of  recent  much-discussed  developments  in 
medicine,  public  health  and  curative  techniques, 
drug  discoveries,  control  or  eradication  of  epi- 
demic diseases,  and  the  like  is  an  advance  that 
perhaps  outranks  in  importance  any  of  these.  This 
is  the  developing  health  consciousness  among  the 
people  of  the  Philippines.  The  bulk  of  the  Filipino 
people  now  feel  the  need  of  health  workers,  not 
because  there  is  an  epidemic  in  their  locality,  but 
because  they  feel  insecure  if  they  are  not  within 
reach  of  doctors,  nurses,  midwives,  or  other  medical 
personnel.  This  prevailing  health  consciousness  is 
the  result  of  various  factors,  such  as  the  increasing 
proximity  of  modern  medical  practice  and  the  pub- 
lic health  campaigns.  For  example,  our  government, 
in  cooperation  with  the  medical  schools,  is  sending 
medical  student  volunteers  to  the  rural  areas  to 
work  among  the  people  for  a certain  length  of  time. 

The  Disease  Intelligence  Center  in  Manila  has 
issued  the  following  recent  statistics.  The  ten  lead- 
ing causes  of  death  in  the  Philippines  together  with 
their  percentage  distribution  are  : 1 . Pneumonias — 
12.9  per  cent,  2.  Tuberculosis — 12.0  per  cent, 

3.  Gastro-enteritis  and  colitis  — 7.9  per  cent, 

4.  Bronchitis  — 7.5  per  cent,  5.  Beriberi  — 7.1  per 
cent,  6.  Cardiovascular  disease  — 6.3  per  cent, 
7.  Cancer  — 2.3  per  cent,  8.  Accidents  — 1.9  per 
cent,  9.  Tetanus  — 1.2  per  cent,  and  10.  Influenza 

— 0.9  per  cent.  The  ten  leading  causes  of  infant 
mortality  with  their  percentage  distribution  are : 
1.  Beriberi  — 12.6  per  cent,  2.  Pneumonias — 12.1 
per  cent,  3.  Ill-defined  diseases  peculiar  to  early 
infancy — 11.0  per  cent,  4.  Bronchitis  — 9.0  per 
cent,  5.  Gastro-enteritis  (except  ulcerative  colitis) 

— 8.1  per  cent,  6.  Immaturity  — 4.0  per  cent, 
7.  Postnatal  asphyxia  — 3.0  per  cent,  8.  Tetanus 

— 3.0  per  cent,  9.  Other  avitaminoses — 1.3  per 
cent,  and  10.  Congenital  malformations  — 1.0 
per  cent. 

These  statistics  afford  a concrete  analysis  of  our 
major  health  problems.  With  the  increase  in  the 
span  of  life  and  the  complications  of  modern  living 
and  the  atomic  age,  geriatrics,  together  with  degen- 
erative and  metabolic  diseases,  malignancies,  and 
cardiovascular  diseases  assume  increasing  impor- 
tance in  the  curriculum.  It  is  striking  that  cardio- 
vascular diseases  and  cancer  do  not  occupy  as  prom- 
inent a place  as  they  now  do  in  the  United  States. 
Infectious  diseases,  on  the  other  hand,  are  still 
common  despite  the  wonder  drugs.  Pneumonias, 
tuberculosis,  gastro-enteritis,  and  bronchitis  still 
remain  the  major  causes  of  death  in  the  Philippines. 
Is  this  the  same  upward  trend  as  that  occurring  in 
the  United  States?  Obviously  not.  Tuberculosis 
in  American  hospitals  is  becoming  increasingly 
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rare.  And  yet,  in  the  Philippines,  one  patient  dies 
from  tuberculosis  every  hour  of  the  day,  which  is 
about  the  same  rate  as  cancer  deaths  in  America. 
The  foregoing  facts  are  highly  significant  and  are 
a definite  challenge  to  the  forces  of  preventive  medi- 
cine in  the  Philippines. 

Medical  educators  are  now  becoming  increas- 
ingly interested  in  research  under  the  guidance  of 
the  National  Science  and  Research  Foundation. 
Nevertheless,  the  development  of  financial  aid  from 
private  as  well  as  government  sources  is  a great 
necessity  to  provide  full-time  salaries  and  support 
of  research.  Wealthy  families  should  be  encouraged 
to  emulate  their  counterparts  in  the  United  States 
by  setting  up  foundations  for  the  support  of  scien- 
tific studies  and  research.  Furthermore,  private 
medical  colleges  should  follow  the  example  of  the 
Magsaysay  Medical  Center  by  operating  on  a non- 
profit basis  under  voluntary  boards  of  trustees  serv- 
ing without  pay.  The  new  administration  headed  by 
President  Diosdado  Macapagal  (whose  lovely  wife 
is  a doctor)  and  Vice-President  Emmanuel  Pelaez 
(who  used  to  be  chairman  of  the  committee  on 
science  and  research  in  the  Senate  before  being 
elected  to  his  present  office)  will  most  certainly  give 
more  support  and  emphasis  to  the  uplifting  of 
science  and  research.  Scientists  and  researchers 
like  Doctors  Antonio  G.  Sison,  Juan  Salcedo, 
Paulino  Garcia,  Co-Tui,  Acosta-Sison,  Fores, 
Dizon,  Dayrit,  and  many  others  can  easily  consti- 
tute the  militant  group  necessary  for  the  improve- 
ment and  advancement  of  science  and  research  in 
the  Philippines.  Finally,  they  can  give  vigorous 
support  to  the  incumbent  Secretary  of  Flealth 
(Doctor  Francisco  Duque)  in  furthering  the  con- 
stant growth  and  progress  of  medical  education  in 
the  Philippines. 
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....the  first  choice  of  many  physicians 
to  relieve  aches,  pains,  fever,  and 
general  malaise  of  colds  and  flu. 


Symptomatic  and  supportive  treatment  of  patients  with  upper  respiratory  infections  still 
consists  largely  of  rest,  analgesics,  fluids  and  nasal  decongestants.  During  the  fateful 
influenza  epidemic  of  1918,  ‘Empirin’  Compound  was  widely  used  and  became  well 
known  as  a well  tolerated  and  reliable  analgesic  combination.  It  was  one  of  the  few  avail- 
able analgesic  products  effective  in  simultaneously  reducing  fever  and  relieving  the  general 
malaise  which  often  accompany  the  flu. 

Later,  ‘Empirin’  Compound  with  Codeine  took  its  place  with  the  widely  used  ‘Empirin’ 
Compound,  as  a product  useful  when  increased  analgesia  or  antitussive  action  was  desired. 
Today,  ‘Empirin’  Compound  with  Codeine  is  one  of  the  most  widely  prescribed  drugs  in 
medicine,  providing  physicians  with  a dependable  analgesic,  especially  useful  in  relieving 
the  symptoms  of  colds  and  flu.  We  believe  you  will  also  find  ‘Empirin’  Compound  with 
Codeine  Phosphate  gr.  14  (16  mg.)  or  gr.  Vi.  (32  mg.)  particularly  useful  in  treating  the 
troublesome  cough  that  is  often  part  of  the  influenza  symptom  complex. 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


KENT  COUNTY  MEDICAL  SOCIETY 

The  annual  meeting  of  the  Kent  County  Medical 
Society  was  held  on  Tuesday,  December  4,  1962  at 
the  Varnum  Armory  in  East  Greenwich.  The 
meeting  was  called  to  order  at  7:05  p.m.  by  the 
president,  Doctor  Gilbert  Houston.  There  were  fifty 
members  present. 

The  secretary,  Doctor  Robert  Corrente,  read  the 
minutes  of  the  previous  meeting  and  they  were 
accepted  as  read. 

New  Business: 

Applications  for  membership  into  the  Kent 
County  Medical  Society  were  considered  from 
Doctor  Thomas  Hunt  and  Doctor  John  Nisbet. 
Doctor  Hunt  was  accepted  as  a transfer  member 
from  the  Providence  Medical  Society.  Doctor 
Nisbet  was  accepted  as  a new  active  member. 

A letter  was  read  from  the  Rhode  Island  Medical 
Society  announcing  a meeting  at  3 p.m.  on  Decem- 
ber 5th  to  discuss  policies  to  be  presented  in  com- 
mittee with  the  1963  Rhode  Island  and  national 
legislative  sessions.  An  appeal  for  attendance  was 
made.  Doctor  Round  agreed  to  appoint  a three  man 
board  to  represent  our  county  at  this  meeting. 

Doctor  Farrell  read  the  annual  report  of  the 
treasurer  which  was  accepted. 

Doctor  Houston  then  gave  the  annual  President’s 
Address.  He  thanked  Doctor  Corrente  for  his  help 
in  the  past  year.  He  commented  on  the  trials  and 
tribulations  which  the  Society  had  been  in  during 
the  past  year  and  noted  some  of  the  Society’s  accom- 
plishments during  that  time. 

Doctor  Houston  then  called  upon  Doctor  Young 
to  read  the  annual  report  of  the  Nominating  Com- 
mittee which  was  given  as  follows  : 


President Charles  B.  Round,  m.d. 

Vice  President Robert  F.  Corrente,  m.d. 

Secretary John  M.  Vesey,  m.d. 

Treasurer George  B.  Farrell,  m.d. 


Delegates  to  the  Rhode  Island  Medical  Society 


Edmund  T.  Hackman,  m.d 1964 

Peter  C.  H.  Erinakes,  m.d 1964 

Bruno  Franek,  m.d 1964 

John  M.  Vesey,  m.d 1963 


Advisory  Committee  to  the  Women’s  Auxiliary 
Paul  Barber,  m.d. 


Board  of  Censors 

John  Murphy,  m.d.,  Chairman 1963 

Thomas  George,  m.d 1964 

Gilbert  Houston,  m.d 1965 

Board  of  Trustees 

Joseph  Kent,  m.d 1963 

Russell  P.  Hager,  m.d 1964 

Jeannette  E.  Vidal,  m.d 1965 


The  Secretary  was  instructed  to  cast  one  vote  for 
the  slate  of  officers.  This  was  done  and  they  were 
duly  elected. 

Doctor  Round  was  then  escorted  to  the  chair  by 
Doctor  Charles  E.  Phillips  and  he  spoke  briefly  in 
praise  of  Doctor  Houston  for  his  efforts  during  the 
past  year. 

The  meeting  was  adjourned  at  7 :45  p.m. 

Robert  F.  Corrente,  m.d.,  Secretary 

WOONSOCKET  DISTRICT  MEDICAL 
SOCIETY 

The  annual  meeting  of  the  Woonsocket  District 
Medical  Society  was  held  December  14,  1962  at  the 
Meeting  Hall  of  the  Woonsocket  Hospital.  Doctor 
E.  L.  Tremblay,  president,  presided.  Approximately 
25  members  were  present. 

The  following  resolution  was  passed : the  W oon- 
socket  District  Medical  Society  supports  Governor- 
elect  John  H.  Chafee  in  his  efforts  to  secure  medical 
assistance  for  the  needy  aged  of  Rhode  Island 
through  the  Kerr- Mills  bill. 

It  was  pointed  out  that  this  federal  money  was 
available  two  years  ago  but  has  been  denied  to  our 
senior  citizens  because  the  state  of  Rhode  Island 
failed  to  enact  the  required  legislation.  Many  of  the 
aged  are  in  need  of  medical  aid  at  the  present  time 
and  there  should  be  no  more  political  delays. 

Doctor  E.  L.  Tremblay,  president,  named  the 
following  Nominating  Committee  for  officers  for 
the  coming  year  : Wilfred  V.  Ethier,  Harry  Levine 
and  Thomas  J.  Lalor.  They  returned  to  the  meeting 
with  the  following  slate  which  was  duly  elected : 

President Elphege  Beaudreault,  m.d. 

Vice  President Philip  J.  Morrison,  m.d. 

Secretary Alton  P.  Thomas,  m.d. 

Treasurer Paul  E.  Boucher,  m.d. 

Elected  to  the  Council  of  the  Rhode  Island  Medical 
Society,  Doctor  Harry  Levine.  Elected  as  dele- 

continued  on  page  50 
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WOONSOCKET  DISTRICT  SOCIETY 

continued  from  page  48 

gates  to  the  Rhode  Island  Medical  Society,  Doctor 
Leonard  S.  Staudinger,  Jr.,  Doctor  Roger  G. 
Berard  and  Doctor  Roger  J.  Fontaine. 

It  was  announced  at  the  meeting  that  the  city  of 
Woonsocket  is  now  fluorinating  the  city  water  at 
.65  parts  per  million.  Doctor  Paul  E.  Boucher,  city 
health  officer,  stated  that  fluorinated  vitamin  drops 
should  no  longer  be  used  in  areas  supplied  by 
Woonsocket  water.  He  will  investigate  the  use  of 
fluorinated  toothpaste  and  report  at  the  next 
meeting. 

The  meeting  adjourned  at  9 :30  p.m.  and  refresh- 
ments were  enjoyed  by  all. 

Alton  P.  Thomas,  m.d.,  Secretary 

NEWPORT  COUNTY  MEDICAL  SOCIETY 

At  the  November  meeting  of  the  Newport  County 
Medical  Society  held  on  November  28,  1962,  at  the 
Hotel  Viking,  Daniel  Smith,  m.d.,  was  presented 
the  distinguished  service  alumnus  award  from  the 
University  of  Pennsylvania  on  the  anniversary  of 
his  50th  year  of  graduation  from  medical  school. 
The  award  was  presented  by  Doctor  Paul  Houston 
in  behalf  of  Isadore  Ravdin,  m.d.,  vice-president  in 
charge  of  medical  affairs  for  the  University  of 
Pennsylvania.  Following  the  presentation,  Thomas 
Hellyer  of  the  Rhode  Island  Division  of  the  Ameri- 
can Cancer  Society  outlined  the  services  currently 
available  from  the  society  to  the  medical  profession 
and  to  patients  suffering  from  cancer. 

A short  business  meeting  followed  at  which  the 
application  of  Doctor  Ray  Ortel  of  Block  Island 
was  acted  upon  favorably  after  it  was  unanimously 
voted  to  omit  the  referral  of  this  application  to  the 
Censor.  Doctor  Samuel  Adelson  was  the  only  censor 
present  and  he  gave  the  application  his  approval. 
The  application  of  Lewis  Arnow,  m.d.,  for  member- 
ship in  the  county  society  was  referred  to  the 
Censors  for  appropriate  review  and  action. 
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The  possibility  of  forming  a Rhode  Island  Medi- 
cal Political  Action  Committee  was  again  discussed 
at  length  by  Doctor  Frank  Logler  who  moved  that 
an  assistant  be  appointed  to  the  executive  secretary 
of  the  Rhode  Island  Medical  Society  in  order  to 
relieve  the  secretary  of  routine  duties  so  that  he 
may  more  effectively  present  the  society’s  position 
to  the  public  and  to  the  state  legislators  on  matters 
relating  to  medical  care.  This  motion  was  not  sec- 
onded but  after  a lively  discussion  it  was  moved  by 
Doctor  Charles  Serbst  and  seconded  by  Doctor 
Robert  Bestoso  that  the  Newport  County  Medical 
Society  recommend  to  the  House  of  Delegates  of  the 
State  Society  that  the  advisability  of  organizing  a 
Rhode  Island  Medical  Political  Action  Committee 
be  investigated  by  the  State  Society.  This  motion 
was  unanimously  carried. 

Doctor  James  Bowes  discussed  the  impending 
oral  poliomyelitis  vaccination  program  to  be  con- 
ducted under  the  auspices  of  the  State  and  County 
Medical  Societies  in  the  early  winter  of  1963. 

Doctor  Edward  Hogan,  Commanding  Officer  at 
Newport  Naval  Hospital,  requested  the  approval  of 
the  Newport  County  Medical  Society  for  a Navy 
psychiatrist  to  act  as  a consultant  to  the  Rhode 
Island  State  Rehabilitation  Department.  Doctor 
Logler  suggested  that  he  also  be  allowed  to  see 
private  patients  in  consultation.  On  a vote  of  the 
Society  this  request  was  granted. 

The  meeting  adjourned  at  10  :00  p.m. 

Richard  R.  Knowles,  m.d.,  Secretary 
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NECROLOGY,  1962  — THE  RHODE  ISLAND  MEDICAL  SOCIETY 


ARTHUR  B.  BRADSHAW,  M.D.,  who  had 
practiced  medicine  in  Providence  for  more  than 
60  years,  died  on  February  9,  1962. 

He  was  born  on  March  19,  1880,  in  Lonsdale. 
After  his  preliminary  education  was  completed, 
Doctor  Bradshaw  graduated  from  the  New  York 
LTniversity  Medical  School  in  1901. 

During  World  War  I he  was  a captain  in  the 
Army  Medical  Corps.  He  was  a member  of  the 
corporation  of  the  Providence  Visiting  Nurse  Asso- 
ciation, a 50-year  member  of  Mt.  Vernon  Lodge, 
Central  Falls  F.  & A.  M.,  and  he  was  also  a mem- 
ber of  the  Wannamoisett  Country  Club.  His  medical 
affiliations  included  membership  in  the  Providence 
Medical  Association,  the  Rhode  Island  Medical 
Society,  and  the  American  Medical  Association.  He 
was  a member  of  the  staff  of  Rhode  Island  Hospital. 

HARTFORD  P.  GONGAWARE,  M.D.,  of 
Westerly,  died  on  January  24,  1962. 

He  was  born  on  September  17,  1902,  in  Greens- 
burg,  Pennsylvania,  and  he  received  his  education 
in  schools  in  Westerly,  in  Pennsylvania  and  in  the 
South.  Doctor  Gongaware  graduated  from  the 
Westerly  High  School  in  1920,  from  the  Citadel  in 
Charleston,  South  Carolina,  in  1924,  and  from  the 
Medical  College  of  the  University  of  South  Caro- 
lina in  1928.  In  1933  he  received  a degree  of  Master 
of  Medical  Science  in  Surgery  from  the  school  of 
medicine  of  the  University  of  Pennsylvania.  Doctor 
Gongaware  served  internships  at  the  Roper  Hospi- 
tal, Charleston,  South  Carolina,  and  at  St.  Luke’s 
Hospital  in  Bethlehem,  Pennsylvania. 

He  was  a member  of  the  Westerly  Hospital  medi- 
cal staff  for  32  years  and  during  that  time  he  served 
as  president,  and  on  numerous  medical  staff  com- 
mittees. He  was  director  of  the  Westerly  Tumor 
Clinic  for  a period  of  twelve  years,  and  he  was  a 
member  of  the  Rhode  Island  Medical  Society  and 
the  Board  of  Directors  of  the  Hattie  Ide  Chaffee 
Home  in  East  Providence.  He  served  on  the  board 
of  the  Rhode  Island  Medical  Society  Physicians 
Service  from  1955  to  1958  and  he  was  on  the  execu- 
tive committee  of  the  Rhode  Island  Cancer  Society. 
Doctor  Gongaware  was  a member  of  Franklin 
Lodge,  F.  & A.  M.,  and  the  Westerly  Lions  Club. 
He  also  belonged  to  the  Providence  Surgical  Society 
and  he  was  a member  of  the  House  of  Delegates  of 


the  Rhode  Island  Medical  Society. 

HENRY  J.  HANLEY,  M.D.,  of  Pawtucket, 
died  on  November  12,  1962. 

He  was  born  in  Providence  on  April  1,  1901.  He 
graduated  from  Brown  University,  class  of  1923, 
after  transferring  from  Providence  College.  A 
graduate  of  Harvard  Medical  School  in  1927,  he 
interned  at  Charles  V.  Chapin  Hospital  in  Provi- 
dence, and  at  Pawtucket  Memorial  Hospital,  before 
going  into  private  practice  in  Pawtucket. 

Doctor  Hanley  was  a senior  surgeon  at  the 
Pawtucket  Memorial  Hospital  and  a past  president 
of  the  Pawtucket  Medical  Association. 

In  addition  to  staff  service  at  the  Pawtucket 
Memorial  Hospital,  where  he  had  also  been  chair- 
man of  the  disaster  relief  committee,  he  served  at 
St.  Joseph’s  Hospital,  Our  Lady  of  Fatima  Hospi- 
tal, Notre  Dame  Hospital  and  Roger  Williams 
General  Hospital. 

A fellow  of  the  American  College  of  Surgeons, 
he  was  president  of  the  Pawtucket  Memorial  Hospi- 
tal Internes  Alumni  Association,  a member  of  the 
Council  of  the  Rhode  Island  Medical  Society,  and  a 
member  of  the  Providence  Surgical  Society  and  the 
Pawtucket  Medical  Association,  as  well  as  the 
American  Medical  Association. 

ROBERT  T.  HENRY,  M.D.,  of  Pawtucket, 
died  on  September  7,  1962. 

Doctor  Henry  was  born  in  Pawtucket  on 
September  29,  1894.  He  was  a 1913  graduate  of 
Pawtucket  High  School,  and  he  graduated  from 
Holy  Cross  College,  Worcester,  Massachusetts,  in 
1917,  and  he  received  his  medical  degree  in  1921 
from  the  School  of  Medicine  at  Tufts  University, 
Boston,  Massachusetts. 

He  was  a member  of  the  Pawtucket  Medical 
Association,  the  Rhode  Island  Medical  Society,  the 
American  Medical  Association,  and  the  College  of 
Surgeons. 

He  was  the  first  president  of  the  Rumford  Lions 
Club,  and  he  was  also  a member  of  the  Pawtucket 
Boys’  Club  board  of  trustees  for  20  years  and  during 
much  of  that  period  gave  the  physical  examinations 
for  boys  engaging  in  the  Club’s  activities. 

ROYAL  C.  HUDSON,  M.D.,  former  Coventry 
town  health  officer,  died  on  January  5,  1962. 
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He  was  born  in  Coventry  on  October  6,  1892. 
After  graduating  from  the  University  of  Rhode 
Island  in  1916,  Doctor  Hudson  did  graduate  work 
at  Brown  University  for  two  years  prior  to  entering 
Harvard  Medical  School  from  which  he  was  grad- 
uated in  1923. 

Doctor  Hudson  began  his  practice  in  West 
Warwick  in  1925.  In  1937  he  was  first  appointed 
Coventry  health  officer.  He  was  appointed  again  in 
1952  and  served  until  1958. 

He  was  a member  of  Theta  Chi  Fraternity  at  the 
University  of  Rhode  Island,  Warwick  Lodge  of 
Masons  in  Riverpoint,  Kent  County  Medical  Soci- 
ety, the  Rhode  Island  Medical  Society,  the  American 
Medical  Association,  Narragansett  Archaeological 
Society,  the  Pawtuxet  Valley  Stamp  Club,  the 
David  Papineau  Post,  American  Legion,  and  he  was 
president  of  the  Hudson  Family  Association. 

In  addition,  Doctor  Hudson  served  in  the  Navy 
Medical  Corps  during  World  War  I. 

MAURICE  N.  KAY , M.D.,  of  Providence, 
chief  of  pediatric  services  at  the  Roger  Williams 
General  Hospital,  died  on  December  22,  1962. 

Doctor  Kay  was  born  in  Pawtucket  on  Novem- 
ber 3,  1909.  He  was  graduated  from  Hope  High 
School,  the  University  of  Rhode  Island,  where  he 
received  his  Master’s  degree  in  bacteriology  in 
1932,  and  from  Tufts  University  Medical  School 
and  New  York  Medical  College  in  1937.  He  in- 
terned at  Harlem  Hospital  in  New  York  and  took 
his  residency  staff  training  at  that  hospital  and  the 
Kingston  Avenue  Hospital  in  Brooklyn.  He  also 
had  been  on  the  staff  of  the  Flower  Fifth  Avenue 
Hospital ; he  was  a diplomate  of  the  American 
Board  of  Pediatrics,  and  he  was  licensed  to  practice 
in  Rhode  Island  in  1941. 

He  served  from  1943  to  1946  in  the  Army  Medi- 
cal Corps  with  the  rank  of  captain.  He  was  a clinical 
instructor  at  Harvard  Medical  School. 

Doctor  Kay  had  been  on  the  active  staff  at  Roger 
Williams  as  well  as  Lying-In  and  Rhode  Island 
hospitals.  He  was  also  on  the  consulting  staff  at  St. 
Joseph’s,  Miriam,  Pawtucket  Memorial,  and  Our 
Lady  of  Fatima  hospitals.  He  was  a member  of  the 
American  Academy  of  Pediatrics  and  on  the  execu- 
tive board  of  the  New  England  Society  of  Pedia- 
trics, and  was  also  a member  of  the  Providence 
Medical  Association  and  the  Rhode  Island  Medical 
Society. 

Doctor  Kay  was  a member  of  Temple  Emanu-El 
and  the  B’Nai  B’rith. 

RAYMOND  F.  McATEER , M.D.,  of  Crans- 
ton, chief  of  the  Division  of  Communicable  Diseases 
in  the  State  Health  Department,  died  on  August  10, 
1962. 

Doctor  McAteer  was  born  in  Providence  on 
August  23,  1906.  He  graduated  from  Technical 
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High  School  and  Providence  College,  and  he  re- 
ceived his  medical  degree  from  St.  Louis  University 
in  1933.  He  interned  at  Saint  Joseph’s  Hospital  and 
took  his  public  health  training  at  the  Massachusetts 
Institute  of  Technology.  In  1936  he  was  named 
director  of  the  southern  district  unit  of  the  State 
Department  of  Public  Health  with  headquarters  in 
Peace  Dale.  He  resigned  in  1939  to  become  a medi- 
cal officer  with  the  U.S.  Veterans  Hospital  in 
Columbia.  South  Carolina. 

In  1941  he  returned  to  his  former  position  with 
the  State  Health  Department  and  held  it  until  1945 
when  he  was  named  chief  of  the  Communicable 
Diseases  Division. 

Doctor  McAteer  was  a member  of  the  Washing- 
ton County  Medical  Society,  the  Rhode  Island 
Medical  Society,  and  the  American  Medical 
Association. 

PATRICK  I.  MANNING,  M.D.,  of  North 
Kingstown,  died  on  September  9,  1962.  He  was  the 
health  officer  and  former  medical  examiner  in  North 
Kingstown. 

He  was  born  in  Wareham,  Massachusetts,  on 
January  7,  1880.  After  graduating  from  Dartmouth 
College,  class  of  1904,  Doctor  Manning  attended 
Dartmouth  Medical  School  and  he  received  his 
medical  degree  in  1907.  He  interned  at  Central 
Maine  General  Hospital,  and  also  at  St.  Joseph’s 
Hospital  in  Providence. 

During  World  War  I,  he  served  as  a captain  in 
the  U.S.  Medical  Corps. 

Doctor  Manning  was  a reporter  for  the  Provi- 
dence Journal-Bulletin  between  1914  and  1917,  and 
he  founded  the  Boy  Scout  movement  in  North 
Kingstown  in  1912,  where  he  also  was  medical 
examiner  for  28  years. 

He  was  a member  and  one  of  the  founders  of  the 
American  Legion  Post  of  North  Kingstown,  a 
member  of  the  Washington  County  Medical  Society 
of  which  he  was  a past  president,  the  Rhode  Island 
Medical  Society,  the  American  Medical  Associa- 
tion. the  Dartmouth  Alumni  Association  (both  aca- 
demic and  medical  branches),  Friendly  Sons  of 
St.  Patrick,  Alpha  Kappa  Kappa  Medical  Frater- 
nity, and  he  was  a charter  member  of  the  Delta 
Tau  Delta  national  fraternity. 

On  September  10th  the  North  Kingstown  Town 
Council  adopted  a resolution  in  recognition  of 
Doctor  Manning’s  service  to  the  community  for 
many  years. 

ROBERT  L.  NELSON , M.D.,  of  Providence, 
died  on  December  5,  1962. 

He  was  born  in  Denver,  Colorado,  on  March  29, 
1925.  He  was  a graduate  of  Colorado  University 
School  of  Medicine  in  1948,  and  he  interned  at 
White  Plains  Hospital,  New  York,  and  was  a resi- 
dent at  New  York  Hospital  from  1949  until  1952. 
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He  served  as  a captain  in  the  U.S.  Medical  Corps, 
U.S.  Army,  and  he  was  stationed  at  Valley  Forge 
Army  Hospital. 

During  the  Boston  polio  epidemic,  in  1955, 
Doctor  Nelson  was  stricken  with  bulbar  polio.  As 
a result  of  his  close  association  during  his  conva- 
lescence with  Doctor  David  S.  Grice,  Boston  ortho- 
pedic surgeon,  Doctor  Nelson,  working  with  a 
group  of  students  at  Rhode  Island  School  of  Design, 
developed  the  Grice  walker  to  assist  paraplegic 
patients  to  stand  and  walk. 

Doctor  Nelson  was  a member  of  the  Providence 
Medical  Association,  the  Rhode  Island  Medical 
Society,  the  American  Medical  Association,  the 
American  Psychiatric  Association  and  its  Rhode 
Island  Branch. 

He  had  been  an  instructor  in  psychiatry  at  the 
Rhode  Island  Medical  Center,  and  consultant  in 
psychiatry  for  the  Student  Health  Service  at  Brown 
University.  He  was  a former  assistant  psychiatrist 
with  the  University  Health  Service  at  Massachu- 
setts Institute  of  Technology  and  at  Harvard 
University. 

THOMAS  F.  SC  AN  LAN , M.D.,  of  Provi- 
dence, died  on  February  14,  1962. 

He  was  born  in  Blackstone,  Massachusetts,  on 
January  28,  1879.  After  attending  elementary 
school  and  high  school  in  Blackstone,  Doctor  Scan- 
lan  graduated  from  the  University  of  Maryland  and 
in  1908  received  his  medical  degree  from  the  College 
of  Physicians  and  Surgeons  in  Baltimore.  He  served 
his  internship  at  Mercy  Hospital  in  Baltimore,  Md. 

Doctor  Scanlan  held  membership  in  the  Elks,  the 
Providence  Medical  Association,  the  Rhode  Island 
Medical  Society,  the  American  Medical  Associa- 
tion, and  the  American  College  of  Surgeons.  He 
was  a member  of  the  staff  at  St.  Joseph’s  Hospital. 

BENJAMIN  S.  SHARP,  M.D.,  of  Providence, 
died  on  April  20,  1962,  in  Miami,  Florida,  while  on 
a trip. 

He  was  born  in  Providence  on  October  25,  1896. 
He  graduated  from  Classical  High  School  and  Iowa 
State  University.  He  completed  his  medical  educa- 
tion at  Tufts  Medical  School  in  1921.  He  then  in- 
terned at  Boston  City  Hospital  and  later  completed 
further  studies  at  the  University  of  Iowa. 

Doctor  Sharp  was  a member  of  the  Providence 
Medical  Association,  the  Rhode  Island  Medical 
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Society,  the  American  Medical  Association,  and 
the  American  Academy  of  Otolaryngology. 

He  had  been  on  the  staffs  of  St.  Joseph’s,  Miriam, 
and  Charles  V.  Chapin  Hospitals. 

JAMES  F.  SULLIVAN,  M.D.,  of  Pawtucket, 
a practicing  physician  for  fifty  years,  died  on 
May  9,  1962. 

He  was  born  in  Lincoln,  Rhode  Island,  in  1879. 
He  was  a graduate  of  Holy  Cross  College  and 
Georgetown  Medical  School. 

Doctor  Sullivan  was  plant  physician  at  the 
Corning  Glass  Works,  Central  Falls,  for  42  years, 
until  his  death. 

He  was  a member  of  the  Pawtucket  Medical 
Association,  the  Rhode  Island  Medical  Society,  the 
Pawtucket  Rotary  Club,  and  he  was  a director  of 
the  Pawtucket  Boys’  Club. 

FENWICK  G.  TAGGART,  M.D.,  of  East 
Greenwich,  an  almost  legendary  family  physician, 
died  on  January  15,  1962. 

He  was  born  on  December  16,  1876,  in  Charlotte, 
Vermont.  After  studying  for  a registered  pharma- 
cist’s degree,  he  went  to  the  University  of  Vermont 
Medical  School  where  he  received  his  medical 
degree  in  1903.  After  an  internship  at  Bellevue 
Hospital  in  New  York  City,  he  came  to  East  Green- 
wich where  he  became  an  increasingly  familiar 
figure  as  he  made  his  rounds  with  a horse  and  buggy. 

In  1920  he  was  appointed  a medical  examiner  for 
Kent  County,  a position  he  held  until  his  retirement. 

Doctor  Taggart  served  in  the  Spanish -American 
W ar  as  a sergeant,  and  in  World  War  I as  a captain, 
in  the  Medical  Corps,  seeing  service  in  Germany 
and  France.  He  tried  to  enlist  for  World  War  II, 
but  was  turned  down  because  he  was  65. 

On  May  5,  1957,  a special  town  reception  called 
“Tagg  Day”  was  held  at  the  Varnum  Memorial 
Armory  in  East  Greenwich,  and  2,500  persons, 
some  coming  from  as  far  away  as  Virginia  and 
North  Carolina,  filed  through  the  Armory  to  shake 
hands  with  their  doctor.  He  also  received  a telegram 
of  congratulations  from  President  Eisenhower. 

Doctor  Taggart  was  a president  of  the  Kent 
County  Medical  Society,  vice  president  of  the 
Rhode  Island  Medical  Society,  head  of  the  East 
Greenwich  Board  of  Health,  and  commander  of  the 
American  Legion  post,  and  he  was  a charter  mem- 
ber of  the  Varnum  Continentals  and  a member  of 
the  Lions  Club  and  Greenwich  Club. 
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BOOK  REVIEWS 


SURGICAL  PRACTICE  OF  THE  FAHEY 
CLINIC  by  Members  of  the  Staff  of  the  Lahey 
Clinic,  Boston.  Third  Edition.  W.  B.  Saunders 
Co.,  Phil.,  1962.  $17.00 

There  is  a wealth  of  diversified  surgical  experi- 
ence presented  in  “Surgical  Practice  of  the  Lahey 
Clinic.”  This  handsome  volume  of  over  850  pages 
is  divided  into  twelve  units  corresponding  to  twelve 
of  the  accepted  surgical  specialties.  These  are  sub- 
divided into  95  articles  dealing  with  specific  prob- 
lems, many  of  which  contain  accumulated  statistical 
data,  illustrations,  and  graphs. 

As  might  be  suspected,  each  section  contains,  in  a 
very  broad  sense,  the  answer  to  questions,  typical  of 
which  would  be,  “What  are  they  doing  for  regional 
enteritis  at  the  Lahey  Clinic,  these  days,  and  what 
are  their  results  ?”  Thus,  this  book  might  constitute 
a factor  in  one’s  choice  of  procedure  in  a given  situa- 
tion, when  one’s  own  experience  (as  is  usually  the 
case  in  even  the  busiest  of  private  practices),  does 
not  include  a sufficient  number  of  cases  from  which 
statistical  conclusions  can  be  drawn.  There  is  no 
doubt  that  “large”  groups  are  in  an  advantageous 
position  in  this  regard.  It  was  disappointing,  there- 
fore, to  see  repeated  in  the  preface  the  phrase  so 
overworked  in  Lahey  Clinic  literature,  viz.,  “large 
numbers  of  patients.”  Concerning  the  Lahey  Clinic, 
it  might  be  said,  “res  ipsa  loquitur.”  No  one  need  be 
told  that  350  or  500  is  a large  number  of  cases.  This 
observation  is  intended  as  a sincere  compliment  to 
the  large  volume  of  fine  work  which  has  always  been 
done  at  the  Clinic. 

Who  should  buy  the  book  ? Probably  not  mem- 
bers of  the  surgical  subspecialties.  It  will  be  used  to 
best  advantage  by  libraries  and  by  busy  general 
surgeons  dealing  with  “large  numbers  of  patients.” 

J.  E.  Caruolo,  m.d. 

GENERAL  PATHOLOGY.  Based  on  Lectures 
Delivered  at  the  Sir  William  Dunn  School  of 
Pathology.  Edited  by  Sir  Howard  Llorey.  Third 
Edition.  W.  B.  Saunders  Co.,  Phil.,  1962.  $22.00 

This  book,  as  its  name  indicates,  is  concerned 
with  the  basic  principles  that  underlie  pathologic 
changes.  Unlike  the  more  conventional  textbooks  on 
pathology,  it  does  not  deal  with  specific  pathologic 
tissue  changes  for  various  diseases,  but  rather  dis- 
cusses the  broad  fundamental  mechanisms  of  altera- 
tion of  normal  structure  and  function. 


The  book  is  essentially  a compilation  of  lectures 
by  seventeen  specialists  who  have  presented  a 
course  in  General  Pathology  for  selected  students  at 
Oxford,  England.  Although  no  complete  survey  of 
the  subject  is  claimed,  the  editor  has  achieved  a well 
balanced,  adequately  detailed  coverage  which  will 
serve  to  broaden  and  stimulate  the  reader’s  interests 
in  the  various  topics  which  underlie  the  pathologic 
changes  that  he  may  encounter  in  his  practice.  The 
topics  which  are  covered  include  inflammation, 
chemotaxis,  phagocytosis,  reticuloendothelial  activ- 
ity, reactions  of  blood  to  injury,  thrombosis,  hemor- 
rhage and  shock,  functional  significance  of  connec- 
tive tissue,  fever,  edema,  degenerative  changes, 
atherosclerosis,  healing,  neoplasia,  radiation  effects, 
pathogenicity  and  virulence  of  micro-organisms, 
reactions  to  viruses,  and  allergic  disorders. 

The  fundamental  principles  of  allergy  are  par- 
ticularly well  covered  — over  200  pages  are  devoted 
to  it  — and  the  discussion  should  serve  readers  as 
an  excellent  introduction  to  the  basic  physio- 
pathology  of  this  important  subject.  A chapter  on 
the  immunology  of  tissue  transplantation  is  a wel- 
come addition  to  this  new  third  edition. 

The  book  is  highly  recommended  for  all  who  wish 
to  broaden  their  knowledge  of  basic  general  path- 
ology and  general  physiology  as  it  relates  to  disease. 

Jacob  Dyckman,  m.d. 

PSYCHIATRY.  Biological  and  Social  by  Ian 

Gregory,  m.d.  W.  B.  Saunders  Co.,  Phil.,  1961. 

$10.00 

This  is  a refreshing  new  text  on  psychiatry,  which 
attempts  to  be  “both  holistic  and  eclectic”  and  in- 
cludes many  of  the  newer  concepts.  It  is  not  prima- 
rily biological  or  social,  as  the  name  implies  ; it  tries 
to  take  a little  of  each  of  the  major  schools  of  psychi- 
atry, stressing  no  one  school  in  particular. 

The  opening  chapter  has  discussions  of  psychi- 
atry, psychology,  and  psychoanalysis.  There  is  a 
short  but  fairly  complete  description  of  Lreud’s  life 
and  contribution.  In  spite  of  considerable  space 
given  to  “dynamic  psychiatry,”  in  each  chapter 
mention  is  made  of  the  various  organic  treatments. 
The  author  “includes  some  of  these  organic  treat- 
ments now  used  only  occasionally,  such  as  lobotomy. 
There  must  be  much  disagreement  with  his  state- 
ment that  prefrontal  lobotomy  may  be  helpful  in 
“severe  neurosis  with  incapacitating  symptoms” 
(p-  427). 
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Throughout  the  book  much  emphasis  is  put  on 
recent  research,  particularly  along  the  lines  of 
heredity,  studies  of  twins,  eugenics  and  ecology,  and 
contributions  to  research  by  psychologists.  Under 
each  psychiatric  condition  there  is  a section  on  both 
“mental  examinations”  and  “psychological  evalua- 
tion.” The  latter  includes  discussions  of  expected 
findings  on  the  Rorschach  Test  in  detail,  as  well  as 
several  other  tests  used  by  clinical  psychologists,  but 
not  always  familiar  to  the  physician. 

The  descriptive  psychiatry  is  much  less  than  some 
of  the  older  text  books  and  more  space  is  given  to 
discussing  newer  concepts,  such  as  milieu  therapy, 
and  social  and  cultural  factors.  In  many  places  the 
material  presented  is  too  sparse  for  the  experienced 
psychiatrist,  but  certainly  is  sufficient  for  the  medi- 
cal student  and  those  just  starting  in  the  field. 

He  presents  an  interesting  and  practical  view  of 
character  disorders,  using  the  term  “character 
neurosis”  as  follows : 

“ ( 1 ) To  describe  persons  with  many  typical  neu- 
rotic personality  characteristics,  but  having  their 
main  difficulties  in  the  area  of  interpersonal  rela- 
tionships rather  than  any  of  the  symptoms  already 
described  under  the  various  subtypes  of  neurosis ; 
(2)  as  synonymous  with  character  disorder,  refer- 
ring to  “unhealthy  patterns  of  behavior  and  emo- 
tional response  which  are  to  varying  degrees  socially 
unacceptable  or  disapproved,  accompanied  by  mini- 
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mal  outward  evidence  of  anxiety  or  symptoms  as 
ordinarily  seen  in  the  neuroses”  (and  hence  closely 
related  to  the  concepts  psychopathic,  sociopathic, 
antisocial  personality)  ; (3)  as  a residual  category 
to  describe  “patients  who  do  not  belong  in  one  of 
the  specific  reactions  type  . . . (but)  exhibit  mixed 
symptoms  as  well  as  relatively  mild  character  and, 
to  a lesser  extent,  some  behavior  disturbances.” 
One  of  his  stated  reasons  for  writing  a new  text 
is  the  verbosity  of  existing  texts.  To  be  eclectic,  he 
limits  his  description  of  each  mode  of  treatment  to 
the  extent  of  not  telling  enough  about  any  one 
modality.  There  is  considerable  material  about 
research  that  is  lengthy  and  may  not  interest  all 
readers.  His  material  is  well  organized  and  fairly 
concise,  however,  and  if  one  wishes  a summary  of 
interesting  research  about  the  etiology  of  schizo- 
phrenia and  other  disorders,  this  text  will  be  a 
valuable  reference.  It  is  a well  written  book  and 
certainly  will  serve  a place  in  the  medical  schools 
and  in  the  reference  library. 

Doctor  Gregory,  who  had  his  training  in  England 
and  Canada,  is  now  Assistant  Professor  of  Psychi- 
atry at  the  University  of  Minnesota  Medical  School. 
Material  presented  is  very  well  outlined  and  pre- 
sented in  an  interesting  way,  with  reference  to  past 
and  present  studies  in  the  field. 

Louis  V.  Sorrentino,  m.d. 

DOCTORS , PATIENTS  AND  HEALTH  IN- 
SURANCE. The  Organization  and  Financing 
of  Medical  Care  by  Herman  Miles  Somers 
and  Anne  Ramsay  Somers.  Abridged  Edition. 
Anchor  Books,  Doubleday  ■&  Co.,  Inc.,  Garden 
City,  N.Y.,  1962.  $1.95 

This  paper  back  edition  is  an  abridged  version  of 
a book  published  in  May  1961 . The  senior  author  has 
been  an  advisor  to  many  governmental  agencies  and 
private  organizations  and  was  a member  of  Presi- 
dent Kennedy’s  Task  Force  on  Health  and  Social 
Security.  The  junior  author  is  a consultant  to  the 
Social  Security  Administration  and  the  Pennsyl- 
vania Department  of  Labor. 

This  work  is  a scholarly  study.  It  is  well  worth 
reading  by  every  doctor  who  wishes  to  be  apprised 
of  all  the  arguments  for  governmental  control  of 
Medicine.  They  believe  that  government  control  is 
inevitable,  as  voluntary  health  insurance  cannot 
solve  the  many  problems  they  present. 

“The  constricting  fear  of  government  has  no 
rational  basis.  Despite  the  many  forms  of  public 
participation  in  medical  care,  there  has  been  no 
disposition  for  any  government  medical  care  pro- 
gram to  intrude  on  the  professional  aspects  of  medi- 
cal practice.” 

This  book  should  be  read  by  every  doctor  who  is 
anxious  to  understand  what  the  protagonists  for 
government  control  have  to  say. 

Stanley  D.  Simon,  m.d. 


JANUARY,  1963 

FUNDAMENTALS  OF  VOLUNTARY 
HEALTH  CARE.  Edited  by  George  B. 
deHuszar.  The  Caxton  Printers,  Ltd.,  Caldwell, 
Idaho,  1962.  $6.00 

This  series  of  essays  by  many  outstanding  educa- 
tors, economists,  as  well  as  physicians,  is  truly  a 
source  book  devoted  to  nongovernmental  means  of 
achieving  satisfactory  health  care  for  the  American 
people. 

Part  I concerns  itself  in  broad  general  terms  with 
the  Moral,  Biologic,  and  Economic  Framework  by 
contributions  of  such  outstanding  persons  as  Rev. 
Russell  J.  Clinchy,  Henry  Hazlitt,  and  our  own 
Henry  M.  Wriston. 

Part  II  concerns  itself  with  the  basic  issues  of 
Voluntary  vs.  Compulsory  Health  Care.  The  dan- 
gers of  government  intervention,  the  economic 
issues,  and  the  mechanisms  of  voluntary  health  in- 
surance are  excellently  set  forth  by  outstanding 
authorities  in  the  field  as  Prof.  F.  A.  Hayek,  Prof. 
H.  L.  Lutz,  Lewis  Merriam,  and  Doctors  C.  Mar- 
shall Lee.  Jr.,  Vincent  Askey,  and  Louis  M.  Orr. 

Though  a symposium  tends  to  provide  with  some 
degree  of  overlap  in  subject  matter,  the  different 
approaches  to  the  subject  by  outstanding  writers 
more  than  compensate  the  reader. 

This  is  highly  recommended  reading. 

Stanley  D.  Simon,  m.d. 

ESSENTIAL  HYPERTENSION.  An  Inter- 
national Symposium.  Berne,  June  7th-  10th,  1960. 
Sponsored  by  CIBA.  Chairman,  F.  C.  Reubi. 
Edited  by  K.  D.  Bock  and  P.  T.  Cottier. 
Springer- Verlag,  Berlin,  Gottingen.  Heidelberg 
1960 

In  this  volume  there  is  assembled  a number  of 
papers  delivered  at  Berne,  Switzerland  in  June 
1960  under  the  sponsorship  of  the  CIBA  Company. 
The  participants  were  truly  international,  compris- 
ing representatives  from  this  country  and  nearly  all 
the  countries  of  Europe,  with  the  exception  of  the 
Soviet  bloc  which  had  a single  participant  from 
Czechoslovakia.  Much  of  the  material  is  now  out- 
dated, but  the  frank  and  often  controversial  dis- 
cussions are  recorded  verbatim,  and  afford  the 
reader  an  insight  into  the  differences  in  concepts  of 
etiology  and  treatment  of  the  hypertensive  diseases. 
The  chairman  concluded  his  remarks  with  the  quo- 
tation that  “The  hope  for  further  life-enhancing 
drug  therapy  seems  bright  indeed.”  Looking  back 
over  the  years,  medical  treatment  is  certainly 
becoming  more  rewarding,  and  the  newer  surgical 
approaches  to  the  ischemic  kidney  further  increase 
optimism. 

Irving  A.  Beck,  m.d. 

CURRENT  DIAGNOSIS  AND  TREAT- 
MENT by  Henry  Brainerd,  m.d.;  Sheldon 
Margen,  m.d.,  and  Milton  J.  Chatton,  m.d.  Lange 
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Medical  Publications,  Los  Altos,  California, 
1962.  $8.50 

This  volume  is  a giant  paperback  — an  unusual 
format  for  medical  textbooks.  In  a field  in  which 
obsolescence  is  fortunately  rapid,  there  are  advan- 
tages in  having  a reference  which  may  require 
yearly  replacement  available  at  a relatively  mod- 
erate cost.  The  print  was  apparently  reproduced 
from  a typewritten  original  and  is  not  easy  to  read. 
A relatively  cursory  examination  of  the  text  dis- 
closed an  excessively  liberal  use  of  abbreviations,  so 
that  one  has  to  resort  rather  frequently  to  the  glos- 
sary to  learn  for  example  that  “AsCAB”  means 
arteriosclerotic  coronary  artery  disease,  and  that 
“TCID-50”  means  l/50th  of  the  tissue  culture 
immunizing  dose.  The  dose  of  Chlorambucil  is 
incorrectly  given  on  Page  254,  apparently  due  to 
the  omission  of  the  decimal  point.  Similarly,  there  is 
often  a lack  of  preciseness  in  dosage  schedules,  as, 
for  example,  that  of  triethylene  mealamine  ( TEM ) . 
I have  the  impression  that  although  the  volume  runs 
to  758  pages  that  there  has  been  over-condensa- 
tion, and  the  value  of  this  text  will  be  to  provide 
leads  in  diagnosis  or  treatment  which  should  be 
amplified  by  resorting  to  more  complete  discussions 
in  other  volumes  or  in  the  periodical  literature. 

Irving  A.  Beck,  m.d. 
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CARDIO-VASCULAR  SURGERY.  A Manual 
for  Nurses  by  Members  of  the  Surgical  Staff  and 
Members  of  the  Nursing  Staff,  The  Methodist 
Hospital,  Texas  Medical  Center,  Houston. 
Edited  by  George  H.  Peddie,  m.d.,  and  Frances 
E.  Brush,  r.n.  G.  P.  Putnam’s  Sons,  N.Y.,  1961. 
$2.75 

This  handy  little  170  page  manual  covers  beauti- 
fully the  field  of  cardiovascular  surgery  up  to  the 
present  date  at  a level  which  every  surgical  nurse 
can  understand.  More  than  that,  it  contains  excel- 
lent pictures  and  demonstration  displays  indicating 
the  pathology,  the  surgery,  and  the  technique  for 
major  cardiovascular  surgery. 

Basic  major  and  minor  tissue  instrument  set-ups 
are  pictured  and  listed.  Also  the  responsibility  of 
the  various  nurses  are  outlined  and  explained  with 
definite  diagrams  and  even  auxiliary  units  such  as 
respirators,  thoracic  pumps,  tube  drainage  and 
gastrointestinal  suction. 

This  manual  should  be  in  the  hands  of  every 
nurse  and  many  of  the  interns  and  residents  who 
are  being  exposed  for  the  first  time  to  cardio- 
vascular surgery.  Every  nursing  school  should 
make  it  available  for  nursing  students  because  of 
the  increasing  impact  of  cardiovascular  surgery  in 
a field  which  is  rapidly  changing  from  year  to  year. 

Leland  W.  Jones,  m.d. 

SURGERY  OF  THE  CHEST.  Edited  by  John 
H.  Gibbon,  Jr.,  m.d.  W.  B.  Saunders  Co.,  Phil., 
1962.  $27.00 

Surgery  of  the  Chest,  edited  by  John  H.  Gib- 
bon, Jr.,  m.d.,  is  the  third  of  a group  of  recent  out- 
standing texts  on  Thoracic  Surgery  produced  by  a 
leader  in  this  field.  Contributing  authors  are  pre- 
eminent in  their  specialty.  The  volume  begins  with 
a succession  of  basic  contributions  in  cardio- 
respiratory physiology ; continues  with  chapters  in 
diagnosis,  preparation,  and  management  of  the 
thoracic  surgical  patient.  The  various  sections  of 
the  thorax  are  considered  in  depth,  with  chapters 
on  Trauma  to  the  Chest,  on  The  Thoracic  Wall, 


Curran  & Burton,  Inc. 
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The  Pleura,  The  Mediastinum,  The  Diaphragm, 
and  The  Esophagus.  Pulmonary  diseases  are  de- 
tailed in  surgico-pathological  context,  with  a sepa- 
rate treatise  on  Congenital  Diseases  of  the  Lungs 
and  Emphysema,  Suppurative  and  Fungal  Diseases, 
Pulmonary  Tuberculosis,  and  Neoplasms  of  the 
Lungs  and  Trachea. 

Each  reader  will  discover  for  himself  especially 
rewarding  chapters.  For  this  reviewer,  the  editor’s 
sections  on  cardiorespiratory  mechanics  were  clear, 
concise,  and  informative.  The  chapter  on  suppura- 
tive lung  diseases  is  comprehensive  and  up-to-date  ; 
it  includes  well-depicted  illustrations  of  standard 
pulmonary  resections.  Most  pleasing  is  the  section 
on  thoracic  and  thoracolumbar  sympathectomy. 
The  surgery  of  thoracic  portions  of  the  autonomic 
nervous  system  is  a province  that  the  thoracic  sur- 
geon infrequently  visits.  Here  is  a graphic  and 
concise  delineation  of  surgical  sympathetic  neuro- 
anatomy ; the  indicated  areas  of  ganglion  and  root 
resection  are  precisely  and  vividly  presented ; and 
the  specific  disorders  benefitted  by  ablation  of  sec- 
tions of  the  autonomic  nervous  system  are  syste- 
matically defined. 

The  chapter  on  neoplasms  of  the  trachea  and 
bronchus  presents  the  author’s  strong  position  for 
radical  pneumonectomy  which  is  richly  illustrated 
and  fully  described.  This  section  lacks,  in  my  view, 
a consideration  of  the  usefulness  of  palliative  pro- 
cedures, such  as  lobectomy  with  sleeve  resection 
practiced  by  several  groups  in  Great  Britain. 
Extended  resections,  although  controversial  and 
unlikely  to  yield  long  term  survivals,  can  contribute 
to  the  patient’s  comfort  by  the  removal  of  an 
invaded  and  often  decaying  lung.  Supervoltage 
therapy  for  bronchogenic  carcinoma  prior  to  resec- 
tion is  an  encouraging  approach  to  the  small  but 
constant  group  of  patients  who  appear  clinically 
unresectable. 

Although  not  so  divided,  the  second  half  of  the 
book  represents  an  excellent  section  on  surgery  of 
the  cardiovascular  system.  Opening  this  section  is 
an  outstanding  chapter  on  cardiac  catheterization 
and  diagnosis  of  heart  disease.  It  provides  practical 
information  for  the  thoracic  surgeon  and  basic  facts 
for  the  studious  general  surgeon  or  resident.  Chap- 
ters on  the  aorta  and  its  thoracic  branches  and  on 
the  surgery  of  acquired  and  congenital  heart  disease 
are  concise  and  up-to-date.  The  section  on  phys- 
iology and  techniques  of  hypothermia  are  basic, 
authoritative,  and  complete.  Pump  oxygenators  are 
well  discussed  and  illustrated.  The  surgery  of  coro- 
nary artery  disease  is  introduced,  and  the  section  on 
cardiac  pacemakers  is  nicely  developed. 

This  book  is  recommended  as  pleasant  and  useful 
reading  for  thoracic  surgeons  and  as  a standard 
textbook  for  the  general  reader  on  surgery. 

Albin  N.  Grenda,  m.d. 
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IN  THE  EDITOR  S MAILBOX 


PROVIDENCE  POLICE  DEPARTMENT 
HEADQUARTERS 


To  the  Editor  : 

On  Tuesday,  November  27,  1962  several  hypo- 
dermic syringes,  of  the  disposable  type,  were  found 
in  front  of  197  Gordon  Ave.,  Providence,  after  they 
had  apparently  fallen  from  a rubbish  disposal  truck. 

Several  juveniles  were  seen  taking  the  syringes 
from  a box  and  one  of  the  syringes  was  recovered  by 
the  police  from  a young  student  at  St.  Michael’s 
School. 

A syringe  of  this  type,  in  the  hands  of  juveniles, 
could  be  potentially  dangerous. 

Therefore,  I would  appreciate  your  calling  this 
situation  to  the  attention  of  the  doctors  in  this  city 
and  request  them  to  be  extra  careful  in  the  manner 


in  which  they  dispose  of  these  instruments. 

Thanking  you  for  the  co-operation  I am  sure  we 
will  receive  from  you,  I remain 

Sincerely  yours, 
Walter  E.  Stone 
Colonel 
Chief  of  Police 


END  POLIO  CAMPAIGN 
SUNDAYS 

MARCH  3 AND  APRIL  21 


Wherever  you  go 
forget  your  telephone 
calls.  We'll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 
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taking  the  deprivation  out  of  dieting! 


Even  700  calories  per  day  lets  patients  enjoy  delicious  meals 
with  MOTT’S  FIGURE  CONTROL  FOODS! 

Here  is  a new  kind  of  diet  you  can  offer  patients  — 
familiar,  tasty  foods  of  excellent  quality,  for  meals 
that  are  a pleasure  to  eat,  yet  low  in  calories,  fat 
and  carbohydrates. 

The  60  Mott’s  Figure  Control  Brand  Foods  were 
developed  to  fit  the  most  broadly-accepted  and 
proven  diet  concept.  They  offer  a prudent  diet,  re- 
duced in  calories  an  average  of  50%,  mostly 
through  the  reduction  of  hard  fats  (the  saturated 
type),  and  carbohydrates.  A patented  non-caloric 
sweeteneris  used  in  theextra-finequalityfruitsand 
desserts,  providing  satisfying  sweetness  without 
extra  calories.  Natural  fruit  sugars  remain  intact. 

Patients  on  low-cholesterol  diets  may  now  enjoy 
low-fat  beef  dishes,  ready  to  heat  and  eat.  Where 
additional  polyunsaturates  are  indicated,  you  may 
wish  to  suggest  adding  polyunsaturated  oils  to  the 
sauces.  Those  patients  who  need  drastic  calorie 
reduction  in  carbohydrates  will  find  it  in  Figure 
Control  Fruits,  Juices,  Preserves  and  Desserts. 

Calorie  counts  as  well  as  carbohydrate,  protein 
and  fat  proportions  of  each  product  appear  on  its 
Figure  Control  label.  The  wide  variety  of  Figure 
Control  Foods  at  local  supermarkets  makes  meal 
planning  easy  for  patients. 

MOTT  S FIGURE  CONTROL®  BRAND  FOODS 

CUT  CALORIES,  FAT  AND  CARBOHYDRATES! 


HERE  ARE  TYPICAL  700  CALORIE  PER  DAY  MENUS 

BREAKFAST:  Figure  Control  Breakfast  Drink,  high  in  Vitamin  C, 
Farina  with  Figure  Control  Preserves  or  Maplette  Syrup,  Coffee 
with  Figure  Control  Sweetener. 

Calories  — about  95.  “Regular”  food  calories  would  be  about  235. 

LUNCH:  Figure  Control  Fruits  with  Cottage  Cheese,  Figure  Control 
French  Dressing  or 

Figure  Control  Chopped  Chicken  Livers  on  Rye  Bread  Slice  with 
Cole  Slaw,  Figure  Control  Whipped  Dressing. 

Black  coffee  or  tea  with  Figure  Control  Sweetener. 

Calories  — about  220.  “Regular”  food  calories  — about  400-600. 

DINNER:  Shrimp  in  Figure  Control  Spaghetti  Sauce,  Figure  Control 
Chicken  a la  King  or  Figure  Control  Braised  Beef  and  Vegetables. 
Salad  with  Figure  Control  Italian  Dressing,  Figure  Control  Pears 
with  Figure  Control  Chocolate  Topping.  Black  coffee  or  tea  with 
Figure  Control  Sweetener. 

Calories— about  350.  “Regular”  food  calories  would  be  about  720. 

NOTE:  For  more  gradual  weight  loss,  reduce  calories  daily  by  substituting 
two  or  more  Figure  Control  Foods  for  “regular”  foods  in  menus. 

For  your  free  jar  of  Figure  Control  Foods  plus  easy 
menu  guidance  for  patients  use  this  handy  order  form: 


FIGURE  CONTROL  FOODS 
Duffy-Mott  Company 
370  Lexington  Avenue 
New  York  17,  New  York 

Please  send  free  jar  of  Figure  Control  Foods  together 
with free  copies  of  Your  Weight  Control  Plan. 

Dr 

Address 

City Zone State 


all  things  considered 

in  bronchitis—  Considering  the  pattern  of  mixed  bacteria,  localized  or  diffuse 
involvement,  potential  underlying  disease,  and  the  need  to  allay  symptoms  and  ease 
respiratory/cardiac  function ...  physicians  often  include  DECLOMYCIN  demethylchlor- 
tetracycline  in  the  course  of  therapy. 

DECLOMYCIN  produces  activity  levels  higher  than  those  of  other  tetracyclines. . . at  lower 
dosage . . . and  maintains  them  during  the  entire  course  of  treatment  without  significant 
fluctuation. 


This  activity  is  prolonged  24  to  48  hours  after  the  last  dose,  helping  to  protect  against  relapse. 


the 

decision 
is  for 


Over  the  wide  range  of  everyday  infections — respiratory,  urinary  and  most  others — in  the 
young  and  the  aged— the  acutely  or  chronically  afflicted— DECLOMYCIN  provides  the 
“extra  dimension”  in  broad  spectrum  control. 

For  adults:  Capsules,  150  mg.  and  75  mg.  For  children:  cherry-flavored  Pediatric  Drops,  60  mg./cc.,  and  cherry-flavored 
Syrup,  75  mg./5  cc.  Request  complete  information  on  indications,  dosage,  precautions  and  contraindications  from  your 
Lederle  representative,  or  write  to  Medical  Advisory  Department. 


CLOMYCIN 

DEMETHYLCHLORTETRACYCLINE  LEDERLE 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY  • Pearl  River,  N.  Y. 
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THE  WASHINGTON  SCENE 

A Summary  Report  Prepared  by  the  W ashingt on  Office 
of  the  American  Medical  Association 


The  federal  government  appreciably  in- 
creased its  controls  over  the  clinical  testing  of 
new  drugs,  including  antibiotics,  with  new  regula- 
tions effective  February  7. 

The  new  regulations  of  the  Food  and  Drug 
Administration  require  that  the  FDA  be  put  on 
notice  and  given  full  details  about  the  distribution 
of  drugs  for  investigational  use  ; that  clinical  inves- 
tigations be  based  on  adequate  studies  on  animals, 
and  that  the  clinical  tests  be  properly  planned,  exe- 
cuted by  qualified  investigators,  and  that  the  inves- 
tigators and  the  FDA  be  kept  fully  informed  of  the 
adverse  findings  of  other  investigators  during  the 
progress  of  the  investigations. 

If  an  investigation  develops  evidence  that  the 
drug  is  not  safe  or  is  ineffective,  the  FDA  said  it 
will  order  discontinuance  of  clinical  tests. 

The  old  regulations  did  not  require  either  an 
initial  notice  to  FDA  of  a clinical  trial  of  a new 
drug  or  subsequent  reports  on  such  use. 

Before  they  were  announced  in  their  final  form, 
numerous  modifications  were  made  in  the  version 
published  on  August  10,  1962,  as  proposed  regula- 
tions. More  than  300  written  comments  on  the 
proposed  regulations  were  received  by  the  FDA. 
In  addition,  FDA  officials  met  with  representatives 
of  the  AMA  and  various  other  interested  scientific 
groups. 

But  the  FDA  did  not  make  all  the  changes  urged 
by  the  scientific  groups. 

The  Pharmaceutical  Manufacturers  Association 
credited  the  Department  of  Health,  Education  and 
W elf  are  and  the  FDA  with  modifying  the  regula- 
tions as  originally  proposed  sufficiently  that  “most 
of  the  major  difficulties  found  by  reputable  medical 
scientists”  had  been  resolved. 

But  the  PM  A said  “the  burden  of  paperwork 
imposed  by  the  new  regulations  is  enormous.” 
“The  success  of  the  department  meeting  its  stated 
goals  will  of  course  depend  in  large  part  on  the 
wisdom  of  administration  of  these  regulations,” 
the  PM  A said.  “It  is  hoped  that  remaining  trouble- 
some problems  may  be  resolved  in  the  near  future 
by  appropriate  amendments.” 

One  modification  was  designed  to  permit  some 
flexibility  in  the  planning  of  the  investigation  of  the 
safety  and  effectiveness  of  a new  drug.  Another 


modification  cut  down  on  the  record-keeping 
requirements. 

To  meet  criticisms  that  the  regulations  as  origi- 
nally proposed  would  impinge  upon  the  physician- 
patient  relationship  by  calling  for  inspection  of 
the  clinical  records,  the  FDA  said : 

“The  provisions  for  inspection  of  the  patient's 
records  have  been  modified  to  make  it  clear  that  the 
investigator  may  withhold  the  names  of  volunteers 
or  patients  unless  the  records  of  a particular  volun- 
teer or  patient  require  a more  detailed  study  of 
drug  effects,  or  unless  there  is  reason  to  believe 
that  the  records  do  not  represent  actual  results 
obtained. 

“.  . . if  the  record  has  been  sent  to  the  sponsor  by 
the  investigator,  there  is  no  confidentiality,  and  the 
record  is  to  be  made  available  by  the  sponsor  for 
inspection  by  a properly  authorized  employee  of 
the  Department  of  Health,  Education  and  Welfare. 
Where  the  record  has  not  been  sent  to  the  sponsor, 
the  investigator  is  required  to  maintain  it  and 
make  it  available  upon  request  of  a scientifically 
trained  and  specially  authorized  employee  of  the 
Department.” 

The  proposed  regulations  dealing  with  publica- 
tion of  findings  of  investigators  wrere  construed  by 
some  as  restricting  free  flow  of  scientific  informa- 
tion. But  the  FDA  said  the  regulations  were  “not 
intended  to  bar  factual  news  reporting  to  scientists 
or  the  public.” 

The  proposed  regulations  also  were  said  to  deny 
extremely  important  new  drugs,  not  yet  approved 
for  general  distribution,  to  patients  who  might  need 
them  urgently  as  a life-saving  measure.  The  FDA 
denied  this,  saying  “there  is  no  bar  in  the  regula- 
tions to  giving  the  necessary  instructions  to  and 
obtaining  the  necessary  commitments  from  a new 
investigator  by  telephone  in  case  this  is  needed  to 
save  a life.” 

Pending  further  consideration,  radioactive  new 
drugs  were  exempted  from  the  new  regulations  if 
they  are  shipped  in  accordance  with  current  regu- 
lations of  the  Atomic  Energy  Commission. 

FDA  Commissioner  George  P.  Larrick  said  that 
the  regulations  as  issued  provide  strong  and  neces- 
sary controls  over  the  investigational  use  of  new 
drugs  and  meet  all  of  the  new  provisions  in  the 
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acute 

sprains  and 
strains 


Because  it  acts  so  promptly,  often  within  a few  hours, 
Skelaxin  is  specifically  recommended  for  the  first  treatment 
of  acute  muscle  spasm  associated  with  sprains  and  strains, 
fractures,  dislocations,  and  other  acute  conditions.  Results 
of  clinical  tests  are  impressive.  In  595  patients  with  acute 
disorders,  a favorable  clinical  response  was  observed  in 
507,  or  85%. 

For  some  of  these  patients,  the  onset  of  relief  from  pain 
was  exceptionally  prompt.  Also,  the  average  recovery  time 
of  good-or-excellent-response  patients  (among  those  whose 
recovery  time  was  noted)  was  just  over  three  days. 

How  Skelaxin  works . . . 

Metaxalone  has  been  studied  pharmacologically  since 
1958.  Clinical  trials  began  about  a year  later.  These  inves- 
tigations indicate  that  Skelaxin  blocks  reflex  spasm  and 
spasticity  by  suppressing  nerve  impulses  in  polysynaptic 
pathways,  primarily  in  the  spinal  cord  and  to  a lesser  degree 
at  supraspinal  levels.  It  helps  restore  normal  muscle  tone 
without  altering  posture  or  gait  and  without  producing  sed- 
ative, hypnotic,  or  tranquilizing  side  effects. 

For  your  prescription . . . 

Robins’  metaxalone  is  available  in  400-mg.  tablets,  in  bot- 
tles of  50  and  500  tablets. 


Skelaxin 


metaxalone,  400  mg.  per  tablet 


A.  H.  Robins  Company,  Inc.,  Richmond,  V a. 


prescribing  information: 

dosage:  For  Skelaxin,  two  tablets  t.i.d.  or  q.i.d. 
for  not  longer  than  10  days.  Dosage  for  children 
(6  to  12  years)  should  be  adjusted  according  to 
body  weight. 

side  effects:  In  1502  patients  given  daily  doses  of 
Skelaxin  ranging  from  1200  to  9600  mg.,  10.5% 
experienced  side  effects.  These  were  generally 
mild,  with  nausea  or  gastrointestinal  upset  being 
most  frequent.  Only  0.5%  experienced  vomiting 
attributable  to  the  drug,  however.  Other  effects 
infrequently  noted  were  drowsiness,  dizziness, 
headache,  nervousness  or  “irritability,”  and  a 
hypersensitivity  reaction  of  light  rash.  All  cleared 
promptly  upon  withdrawal  of  the  drug. 

precautions:  Variations  in  white  cell  count  and 
hemoglobin  levels  have  been  reported  in  a few 
patients.  Therefore  Skelaxin  therapy  for  more 
than  10  days  is  not  recommended.  A drug  rela- 
tionship was  indicated  in  one  of  four  cases  of 
leukopenia  reported  in  360  Skelaxin-treated 
patients.  In  all  cases  followed-up,  the  WBC  re- 
turned to  normal  after  discontinuance  of  Skelaxin. 

One  instance  of  hemoglobin  depression  (less  than 
10  Gm.)  which  may  have  been  drug-related  was 
reported,  in  306  patients;  a return  to  an  essen- 
tially normal  level  followed  the  discontinuance  of 
medication. 

One  case  of  jaundice  has  been  reported.  Elevation 
of  cephalin  flocculation  tests  in  several  instances 
were  not  paralleled  by  changes  in  other  liver  func- 
tion parameters.  Urinalyses  in  280  patients  were 
essentially  normal;  false  positive  Benedict’s  tests, 
due  to  an  unknown  reducing  substance  in  the 
urine,  were  reported  in  9 patients. 

contraindications:  Do  not  administer  to  patients 
with  known  tendency  to  drug-induced  anemia,  or 
give  to  them  only  under  careful  supervision.  Not 
recommended  ■ m 
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LIFE  DEATH 

INSURANCE  or  INSURANCE? 

SOME  Medical  men  need  DEATH  Insurance 
ONLY. 

Others  need  accumulating,  guaranteed 
dollar  values  to  meet  their  LIVING  needs  in 
the  future  - DEPRESSION  - EMERGENCY  - 
RETIREMENT,  etc. 

In  any  event,  our  new  "CHEAPER-THAN- 
TERM"  DEATH  INSURANCE  is  the  first  step 
in  the  right  direction! 

Don't  make  any  important  changes  in  your 
Life  Insurance  or  Estate  plans  without  inves- 
tigating "CHEAPER-THAN-TERM"! 

For  further  information  about  this  sensational 
new  development  in  DEATH  INSURANCE, 
write  or  phone: 

ROLAND  A.  DEROSIER 

54  Custom  House  Street 
Providence  3,  Rhode  Island 
TE  1-4833 


Qflemoftial  Saniiafiium 


Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conven- 
iently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

W.  H.  Lesovsky,  M.D.,  Ph.D. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 
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Kefauver-Harris  Amendments  of  1962,  including 
assurance  that  patient  consent  to  the  use  of  investi- 
gational drugs  be  obtained  by  the  investigators, 
unless  in  their  professional  judgment  this  is  not 
feasible  or  is  contrary  to  the  patient’s  best  interest. 

However,  the  new  regulations  were  issued  under 
an  old  law.  The  drug  testing  provisions  of  the  new 
law  do  not  become  effective  until  next  May  1. 

Before  issuance  of  the  new  regulations,  HEM* 
Secretary  Anthony  J.  Celebrezze  approved  a reor- 
ganization of  the  Division  of  New  Drugs  of  the 
FDA’s  Bureau  of  Medicine.  The  HEW  said  the 
reorganization  was  designed  to  “permit  FDA  to 
discharge  more  effectively  its  increased  responsi- 
bilities in  the  new  drug  area.’’ 

^ ^ ^ 

The  Public  Health  Service  recommended  use  of 
type  III  Sabin  oral  polio  vaccine  after  having 
banned  it  for  three  months  while  its  safety  was 
being  reviewed.  But  the  PHS  still  recommended 
that  older  adults  take  it  only  if  their  risk  of  catching 
the  disease  is  higher  than  normal. 

Surgeon  General  Luther  L.  Terry  acted  upon  the 
recommendation  of  his  special  polio  advisory  com- 
mittee. Doctor  Terry  urged  that  communities  use 
all  three  types  of  the  Sabin  vaccine  in  polio  immu- 
nization campaigns  with  particular  emphasis  on 
children  and  young  adults. 

The  advisory  committee  said : 

“Because  the  need  for  immunization  diminishes 
with  advancing  age  and  because  potential  risks  of 
vaccine  are  believed  by  some  to  exist  in  adults, 
especially  above  the  age  of  30,  vaccination  should 
be  used  for  adults  only  with  the  full  recognition  of 
its  very  small  risks.’’ 

The  PHS  reported  that  polio  continued  to  de- 
cline last  year.  There  was  a drop  of  35  per  cent 
from  1961  in  the  number  of  cases.  There  were  866 
cases,  including  707  paralytic,  reported  through 
November  30. 


DID  YOU  KNOW  ? 

• That,  according  to  the  American  Medical  Asso- 
ciation, the  first  signs  of  frostbite  are  "pins  and 
needles”  prickly  feeling,  then  numbness,  with  the 
skin  turning  white  or  gray,  and  later  red. 

• That  thawing  the  frozen  tissues  can  best  be 
accomplished  by  getting  the  victim  indoors  into  a 
warm  room. 

• That  the  frozen  part  should  be  treated  with 
gentleness  — not  rubbed  or  massaged. 

• That  rubbing  snow  or  ice  water  on  the  frozen 
part  does  more  harm  than  good  by  delaying 
thawing. 
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THE  NEUROTIC  PATIENT  * 


Laurence  A.  Senseman,  m.d. 


The  Author.  Laurence  A.  Senseman,  M.D.,  of  Lincoln, 
Rhode  Island.  Chief,  Department  of  X europsychiatry , 
Pawtucket  Memorial  Hospital;  Medical  Director , 
Fuller  Memorial  Sanitarium,  South  Attleboro,  Mass. 


"Perhaps  llie  most  frequent  visitor  to  the  office  of 
the  general  practitioner  is  the  neurotic  patient. 
There  have  been  various  estimates  as  to  the  pro- 
portion of  general  practice  which  is  involved  in  the 
care  of  such  patients.  Suffice  it  to  say  that  it  consti- 
tutes a larger  part  of  the  work  and  is  an  important 
medical  and  psychiatric  problem.  To  be  able  to 
recognize  the  neurotic  patient  quickly  and  accu- 
rately, is  to  save  your  time  and  considerable  expense 
to  your  patient. 

A careful  history  is  important  and  usually  diag- 
nostic. Sir  William  Osier  said  that  if  you  listen  long 
enough  the  patient  will  tell  you  what  is  wrong  with 
him.  To  listen  to  such  a patient  is  at  times  difficult 
during  the  busy  schedule  of  a general  practitioner, 
but  it  is  often  very  rewarding. 

The  patient  has  usually  been  to  other  doctors, 
frequently  many.  His  complaints  are  vague,  and 
each  is  elaborated  in  detail.  He  will  frequently  have 
a list  to  prompt  him  in  his  “organ  recital.’’ 

His  symptoms  and  complaints  are  very  real  to 
him.  His  pain  and  distress  is  not  “all  in  his  head,” 
for  we  know  that  to  the  head  is  attached  the  body. 
Most  of  us  are  aware  of  the  part  the  autonomic 
nervous  system  plays  in  psychoneurotic  illnesses. 
This  intricate  and  vital  system  is  a mirror  of  one’s 
emotions.  The  patient’s  attentions  are  directed  to 
the  physical  symptoms  and  thus  diverted  from  the 
emotional  problems  of  living  that  are  the  precipi- 
tating cause  of  his  complaints. 

As  the  physician  listens  repeatedly  to  neurotic 
complaints,  he  begins  to  recognize  the  symbolism, 
displacements,  the  reaction  formations,  and  uncon- 
scious motivations.  W hen  the  doctor  asks  himself 

^Presented  at  the  John  F.  Kenney  Clinic  Day  meeting, 
Pawtucket  Memorial  Hospital,  Pawtucket,  Rhode  Island, 
October  31,  1962. 


why  does  this  patient  have  these  complaints  and 
makes  an  honest  effort  to  find  the  answers  by 
pertinent  questions  in  sensitive  areas,  many  answers 
are  found. 

To  be  sure,  the  patient  should  have  a physical 
examination  and  necessary  laboratory  tests,  but  to 
use  endless  and  repetitious  examinations  and  lab- 
oratory data,  especially  if  communicated  to  the 
patient,  can  only  serve  further  to  bury  the  emotional 
and  add  iatrogenic  factors.  The  wise  physician  is 
careful  in  what  is  said  to  the  patient ; doubts,  uncer- 
tainties, and  insinuations  should  not  be  communi- 
cated to  him.  There  are  no  real  short  cuts  in  assist- 
ing these  patients  to  health.  The  first  objective  is 
the  recognition  of  the  problem,  the  diagnosis. 

In  regard  to  diagnosis,  it  is  wise  not  to  use  the 
word  “neurotic”  to  the  patient  or  his  relatives. 
There  are  certain  recognized  terms  that  are  at  least 
more  acceptable,  if  not  flattering.  Anxiety  neurosis, 
panic  state,  neuro-circulatory  asthenia,  hysterical 
or  conversion  reaction,  obsessive  compulsive  reac- 
tion, or  depressed  reaction  would  seem  to  be  more 
acceptable  and  less  distressing.  I would  strongly 
urge  that  one  be  careful  in  labelling  the  patient 
“neurotic,”  as  this  only  serves  to  close  the  mind  to 
further  diagnostic  categories,  thus  reducing  the 
possible  chances  of  assisting  the  patient  in  his 
recovery. 

One  must  further  recognize  the  secondary  ad- 
vantage inherent  in  many  of  the  complaints  of  these 
patients.  By  removing  certain  defenses  (symp- 
toms) one  may  precipitate  a more  serious  emotional 
or  even  mental  illness.  Therefore,  it  becomes  appar- 
ent that  the  patient’s  illness  should  be  diagnosed 
correctly.  The  patient  can  be  made  worse  by  expen- 
sive laboratory  procedures  that  have  little  if  any 
purpose  and  may  even  disturb  him  by  arousing 
more  fear  and  apprehension.  A battery  of  tests  may 
impress  the  patient  temporarily ; but  it  will  not 
satisfy  his  need  for  overall  sympathetic  understand- 
ing, or  more  specifically  for  wise  counsel  in  a marital 
problem,  assistance  in  employment  adjustment,  or 
guidance  in  a problem  of  parental  attachment  with 
its  often  attendant  parent  domination. 

continued,  on  next  page 


77 


78 


It  becomes  a real  challenge  and  a fascinating  part 
of  one’s  practice  to  pursue  the  emotional  ramifica- 
tions that  have  contributed  to  the  neurotic  patient's 
symptoms.  This  does  not  mean  that  the  busy  general 
practitioner  should  try  psychoanalysis,  but  it  does 
mean  he  should  have  a good  listening  ear  with  a 
genuine  interest  in  people. 

The  interview  material  and  behavior  should  be 
carefully  evaluated.  The  physician  should  not  ex- 
press his  first  thoughts,  but  carefully  suggest,  at  the 
proper  moment,  the  possible  problems  involved,  as 
there  may  be  more  than  one,  and  their  relation  to 
the  patient’s  symptoms.  An  objective  identification 
of  the  problem  to  the  patient,  who  is  struggling 
with  it,  can  afford  him  a tremendous  amount  of 
relief  from  his  tension  and  anxiety.  While  the  phy- 
sician is  listening  to  his  patient  and  sensing  what  is 
going  on  in  his  mind,  the  patient  is  sensing  what  is 
going  on  in  the  physician’s  mind  and  can  feel  the 
degree  of  interest  or  disinterest  in  him  and  his  prob- 
lem. A patient  can  even  react  defensively  and  thus 
lessen  his  chances  for  help.  When  this  does  occur, 
and  is  recognized  by  the  doctor,  it  is  best  to  refer 
the  patient  to  someone  else  for  help. 

The  family  history  is  worth  taking  in  detail  and 
often  gives  a clue  to  familial  patterns  of  reaction, 
also  to  environmental  factors  that  are  playing  a part 
in  the  patient’s  illness.  The  relationship  of  the 
patient  to  the  mother  and  vice  versa  is  often  signifi- 
cant in  the  nerotic  patient’s  developmental  history 
and  is  often  stressed  in  the  psychiatric  evaluation. 

The  mental  health  of  other  siblings  would  seem 
significant.  Much  has  been  said  and  written  about 
the  interactions  of  the  entire  family  constellation, 
relative  to  the  neurotic  patient,  and  especially  about 
the  early  period  of  training  and  development  and 
later  the  problem  of  separation,  which  is  fraught 
with  real  danger  for  the  neurotic  involvement  of 
mother  and  child. 

Certainly  a careful  medical  history  in  itself  can 
reveal  a definite  trend  that  is  significant.  It  is  sur- 
prising how  detailed  are  the  statistics  these  patients 
carry  in  their  minds  and  record  with  minute 
accuracy. 

This  type  of  history  taking  is  in  a sense  thera- 
peutic, and  its  value  should  not  be  underestimated. 
I’ve  been  surprised  on  numerous  occasions,  after 
the  patient’s  first  visit,  to  be  thanked  profusely  for 
listening  to  a lengthy  history  which  has  “helped  me 
so  much,"  and  other  times  for  reading  a long  docu- 
ment, brought  by  the  patient.  In  one  case  a 72  page, 
handwritten,  detailed  report  of  the  patient’s  symp- 
toms and  complaints  was  submitted. 

Another  diagnostic  lead,  if  one  is  now  needed,  is 
to  take  the  patients  through  the  various  systems  and 
listen  carefully  to  the  symptoms  of  each.  They  are 
usually  very  obliging  with  many  new  or  unusual 
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descriptive  terms  and  are  thankful  that  you  have 
reminded  them  of  these  important  systems  as  they 
want  the  record  “complete.” 

The  neurotic  patient  is  usually  grateful  for  a com- 
plete and  careful  physical  examination.  This  in  itself 
serves  to  re-establish  his  battered  super-ego,  as 
other  doctors,  he  will  tell  you,  “haven’t  even  exam- 
ined me.”  I recall  one  lady  who  returned  from  the 
“La-deey’s  Clinic”  in  Boston  and  she  said,  “They 
examined  me  completely,  did  all  the  tests  they  could 
on  me  and  found  nothing  wrong  with  me,  and  I’m 
disappointed.” 

What  can  the  general  practitioner  do  for  the 
neurotic  patients  to  help  them  in  their  distress  ? He 
sees  them  for  the  first  time  and  many,  if  not  most  of 
them,  never  get  beyond  his  perimeter  of  defense. 
Many  are  helped  by  his  willingness  to  listen,  exam- 
ine and  then  listen  some  more. 

I feel  that  the  general  practitioner  can  help  many 
of  these  patients  by  an  explanation  of  the  relation 
of  the  mind  to  the  body  through  the  autonomic 
nervous  system.  Such  an  explanation  can  assist  the 
patient  to  understand  the  psychogenic  origin  of  his 
symptoms  and  not  take  them  seriously.  He  should 
be  taught  to  recognize  his  physical  complaints  as 
they  are  related  to  the  emotional  problem  of  living. 
All  of  us  are  aware  of  physical  signs  when  we  are 
under  mental  or  emotional  stress.  For  instance,  the 
common  headache  is  caused  by  changes  in  the 
caliber  of  the  blood  vessels  of  the  brain  due  to 
emotions,  such  as : 

anxiety  dissatisfaction  with  life 

insecurity  hostility 

love  need  self-centeredness 

frustration  resentment 


Emotions  can  adversely  affect  the  blood  supply, 
gland  activity,  and  muscle  tone  of  the  stomach ; 
such  as : 


fear 

sorrow 

envy 

ambition 

rage 

hatred 


love  need 
jealousy 

self-centeredness 

frustration 

resentment 


Emotions  can  alter  the  heart  rate  and  rhythm ; 
such  as : 

insecurity  love  need 

jealousy  envy 

self-centeredness  frustration 
hostility  worry 

anxiety 


Fatigue  is  produced  by  emotional  stress  and 
strain  as  well  as  physical  stress  and  strain,  such  as  : 
frustration  dissatisfaction  with  life 

anxiety  irritability 

need  for  love  depression  of  spirits 
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resentment  ambivalence 

insecurity  lack  of  enthusiasm 


Emotions  can  adversely  affect  the  healthy  func- 
tioning of  the  skin,  such  as  : 

need  for  approval  oversensitivity 
guilt  ambivalence 

inferiority  hostility  (repressed) 

anxiety 


Emotions  can  play  a large  role  in  producing 
migraine  by  periodically  altering  blood  vessel  cali- 
ber, such  as : 

ambivalence  insecurity 

love  need  j ealousy 

envy  hostility 

frustration  self-centeredness 

anxiety 


Obesity  — eating  may  bring  the  gratification  that 
is  not  obtained  through  healthy  emotional  outlets, 


such  as : 
sensitivity 
need  for  love 
anxiety 
frustration 


self-centeredness 

insecurity 

dissatisfaction  with  life 
limited  renunciation  capacity 


The  emotions  of  fear,  anxiety,  worry,  hostility, 
anger,  need  for  love  and  others  are  reflected  in  the 
autonomic  nervous  system,  thus  producing  these 
physical  symptoms  which  are  so  distressing  to  the 
patient. 

When  these  same  symptoms  appear  and  there  is 
nothing  in  the  immediate  environment  to  account 
for  them,  the  patient  becomes  uncertain,  frightened, 
and  even  panicky.  The  explanation  is  simple  and 
usually  acceptable,  that  is,  that  our  unconscious 
mind  is  on  duty  24  hours  a day  and  is  centrally 
connected  to  the  autonomic  nervous  system.  Many 
of  the  symptoms  are  but  delayed  responses  which 
are  stimulating  this  autonomic  nervous  system.  The 
problem  then  is  to  find  out  these  problems  from  the 
patient.  It  always  reminds  me  of  a cartoon  of  the 
elephant  quaking  at  the  sight  of  a mouse.  It  isn’t 
always  easy  to  find  the  “mouse,”  and  it  is  in  just 
such  an  impasse  that  the  services  of  a psychiatrist 
can  be  helpful  to  the  general  practitioner. 

Often,  however,  an  injection  of  sodium  amvtal 
will  bring  to  the  surface  or  consciousness  some  of 
these  deeper  problems  so  that  they  can  be  faced 
realistically  by  the  patient.  The  ab  reaction  under 
sodium  amytal  is  well  known  for  its  therapeutic 
value. 

To  lack  a sense  of  humor  in  dealing  with  the 
neurotic  patient  is  to  make  this  care  an  unpleasant 
chore.  Listen  to  some  of  these  gems  from  my  collec- 
tion of  patient’s  quotes : 

After  a long,  detailed  and  distressing  situation 
the  patient  said,  “ Don’t  just  sit  there,  doctor, 
worry.” 
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“Is  it  my  fault  I’m  predicament  prone?”  said  the 
unwed  mother. 

“I  have  too  much  unslept  sleep  in  my  head , 
doctor.” 

“ You  don’t  know  how  sick  I am  when  I laugh.” 
“My  ovation  week  I’m  o.k.” 

“I  have  a congenial  hernia.” 

“ He’s  not  a medical  man,  just  a surgeon.” 

“ She  has  an  anxiety  cirrhosis.” 

“If  my  husband  would  fertilize  me  as  much  as  he 
does  the  lawn,  I’d  be  o.k.” 

“I’m  on  old  age  resistance.” 

“I  have  a full  time  job  thinking  and  taking  care 
of  my  aches  and  pains.” 

To  understand  neurotic  patients  you  must  listen 
to  them.  To  deny  they  have  physical  pain  is  to 
underestimate  them.  To  assist  them  in  recovery, 
you  must  care  for  them.  To  relieve  them  of  their 
distressing  symptoms,  you  must  assist  them  in 
gaining  insight  into  the  mind  (psyche) -body 
(soma)  relationships.  To  be  comfortable  with  these 
patients,  you  must  recognize  your  own  limitations 
and  be  prepared  to  take  care  of  them  over  a long- 
period  of  time  with  the  recognition  that  goals  are 
limited  and  their  dependency  needs  are  great.  To 
become  personally  involved  in  the  neurotic  patient’s 
problems  is  to  fail  in  the  objective  approach. 

As  to  medication  for  the  neurotic  patient,  this 
can  vary  with  the  doctor  as  well  as  the  patient.  Most 
patients  need  symptomatic  relief,  a crutch,  if  you 
please,  and,  except  for  the  psychoanalysis,  we  all 
give  medicine,  usually  the  ones  popularly  in  vogue. 
A wise  psychiatrist  and  past  president  of  the  Amer- 
ican Psychiatric  Association  said  upon  noting  the 
enthusiastic  general  acceptance  of  the  tranquilizers, 
“Boys,  my  advice  is  to  use  them  while  they  work.” 
We  must  have  confidence  in  what  we  prescribe 
for  our  patients  and  transfer  that  confidence  to  the 
patient.  We  must  also  recognize  the  limitations  of 
the  medication  as  it  is  not  the  total  answer.  We  must 
also  recognize  the  patient’s  financial  limitations 
as  well  as  the  State  Welfare  Department's  limited 
budget.  Expensive  medications  aren’t  always  the 
best,  some  simple  medication  plus  good  sound  ad- 
vice can  be  very  effective  and  deeply  appreciated 
by  your  friend  and  mine,  the  neurotic  patient. 


END  POLIO  CAMPAIGN 
SUNDAYS 

MARCH  3 AND  APRIL  21 
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CHALLENGES  OF  THE  SIXTIES* 


J.  Merrill  Gibson,  m.d. 


The  Author.  /.  Merrill  Gibson,  M.D.,  President,  1962, 
The  Providence  Medical  Association. 


ON  this,  the  occasion  of  the  one  hundred  and 
sixteenth  annual  meeting  of  the  Providence 
Medical  Association,  I complete  my  tenure  as  Pres- 
ident. To  the  officers,  the  executive  committee  and 
the  various  other  committees  of  the  Association,  I 
am  indebted  for  the  wonderful  co-operation  which 
enabled  us  to  complete  a very  demanding — and  at 
times  disturbing — year  in  the  history  of  this  medical 
organization.  To  the  entire  membership  I am  grate- 
ful for  the  honor  accorded  me  to  be  your  President. 

The  occasion  calls  for  a presidential  address.  I 
believe  that  much  of  what  I shall  endeavor  to  state 
has  been  spoken  during  the  years  by  others  far 
more  competent  as  speakers,  and  undoubtedly  more 
familiar  with  the  varied  problems  of  organized  med- 
icine. Yet  I will  present  my  personal  views  in  the 
hope  that  they  may  in  some  small  measure  empha- 
size anew  the  major  issues  with  which  we  as  physi- 
cians are  faced  in  this  year  of  1963. 

It  is  easy  to  look  back  and  see  what  happened,  to 
note  what  was  good,  and  what  was  not  good,  to 
reflect  on  whether  medicine  has  recognized  to  the 
full  its  responsibilities,  and  whether  it  has  dis- 
charged them  to  the  best  of  its  abilities.  It  is  equally 
easy  to  repeat  what  is  only  too  well  known ; how 
the  historical  doctor-patient  relationship  has  been 
changed,  how  better  diagnosis  and  greater  longevity 
have  contributed  to  an  increased  morbidity  that  has 
brought  about  one  of  the  most  controversial  issues 
of  the  day,  the  financing  of  medical  care  for  the 
older  citizens,  how  the  relative  decline  in  severe 
and  acute  illness  has  emphasized  anew  the  vast  in- 
crease in  chronic  illness  of  long-term  nature,  how 
preventive  medicine  and  rehabilitation  have  also 
added  to  the  demand  for  medical  care  as  it  is  now 
understood  by  today’s  public. 

It  is  equally  easy  in  retrospect  to  observe  the 
pattern  that  has  developed  in  the  past  two  decades 
as  the  concept  of  medical  care  as  a basic  “right”  of 
every  individual,  regardless  of  his  personal  concern 

^Presidential  Address  presented  at  the  116th  Annual  Meet- 
ing of  the  Providence  Medical  Association,  at  the  Rhode 
Island  Medical  Society  Library,  Providence,  R.  I., 
January  7,  1963. 


for  his  own  health,  even  to  the  point  of  neglect  of  it. 
has  been  nurtured  by  government  in  one  instance, 
and  later,  as  the  cost  factor  became  greater  for 
everyone,  by  other  third  parties  interested  in  financ- 
ing the  care. 

We  have  seen  the  development  of  tremendous 
veterans’  installations  that  provide  care  to  more 
military  veterans  for  non-service  connected  needs 
than  for  the  number  injured  in  conflict.  We  have 
seen  the  initiation  and  expansion  of  so-called  emer- 
gency care  programs  for  dependents  of  those  serving 
with  the  armed  forces,  and  we  have  witnessed  such 
programs  become  permanent  continuing  services. 

W e have  noted  the  expansion  of  our  public  wel- 
fare and  public  assistance  medical  programs,  at  both 
federal  and  state  levels,  with  increasing  numbers  of 
recipients  of  assistance  even  in  times  of  high 
employment  and  relatively  high  wages.  We  have 
watched  with  passing  interest  the  expansion  of 
federal  aid  to  medical  education,  the  expansion  of 
our  voluntary  and  public  hospital  systems  under 
federal  auspices,  and  the  formation  of  group  insur- 
ance plans  for  workers  of  government. 

Many  physicians  now  view  these  developments 
with  mounting  consternation  as  the  impact  of  third 
party  negotiations  involve  the  practice  and  liveli- 
hood of  the  individual  doctor.  Too  long  have  we,  as 
a profession,  avoided  full  exposure  to  the  social 
problems  of  our  day.  Our  identification  is  with  the 
sick,  and  we  have  no  need  to  apologize  for  our  devo- 
tion to  our  life  work  which  has  kept  us  busy  with 
individuals  and  their  private  problems  almost  to  the 
exclusion  of  all  other  interests.  We  may  have  been 
derelict  in  not  participating  to  a greater  extent  in 
civic  problems,  in  the  community  and  political  life 
of  our  home  areas.  But  the  complexity  of  modern 
medicine  with  all  its  paramedical  services  has  not, 
as  some  are  inclined  to  think,  weakened  the  scope 
and  value  of  our  counsel.  On  the  contrary  we  are 
offered  a greater  opportunity  to  serve  within  our 
own  calling,  and  at  the  same  time  to  exert  a greater 
influence  in  the  development  of  sound  programs 
within  the  voluntary  system,  not  only  to  meet  the 
costs  of  medical  care  in  the  sixties,  but  more  impor- 
tant, to  bring  forward  even  greater  triumphs  in  the 
preservation  of  healthy  life. 

The  country  doctor  who  was  the  beloved  conn- 
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selor  to  the  whole  family  cannot  be  restored.  But 
the  doctor  of  today  and  tomorrow  need  have  little 
concern  on  that  score,  for  there  are  challenges  ahead 
to  utilize  new  techniques,  new  drugs,  and  new  in- 
ventions that  will  protect  and  improve  health.  The 
opportunity  also  exists  to  exert  leadership  in  the 
area  of  pre-financing  for  medical  services. 

But  it  is  within  our  own  ranks  that  I would  look 
with  you  briefly  for  what  I believe  to  be  basic  prob- 
lems with  which  we  must  cope,  and  successfully,  if 
we  are  to  maintain  our  rightful  place  in  the  leader- 
ship of  medicine.  Foremost  is  the  problem  of  spe- 
cialty practice  and  its  counterpart,  general  practice. 

Specialization  certainly  is  not  new.  It  has  existed 
for  decades,  but  its  rapid  development  has  taken 
place  in  the  past  twenty  years,  so  that  we  now  have 
approximately  fifty  specialties  and  sub-specialties. 
We  specialize  because  the  public  demands  it  of  us ; 
people  are  not  satisfied  in  this  country  with  just  a 
product ; they  demand  a superior  product,  whether 
it  is  a service  or  a commodity.  It  is  this  demand  that 
has  been  the  stimulus  for  the  remarkable  accom- 
plishments in  medical  research,  for  the  development 
of  new  and  skillful  techniques,  for  the  desire  to  do 
what  is  considered  the  impossible  in  the  preserva- 
tion of  life. 

However,  this  demand,  and  the  attempt  to  fulfil 
it,  has  exacted  prices  of  which  the  physician,  the 
specialist  in  particular,  is  becoming  increasingly 
aware.  Carried  too  far,  specialization  threatens  us 
with  theory  of  treatment  of  diseases  rather  than 
people.  The  reverse  trend  now  taking  place  was 
pointedly  taken  note  of  by  Doctor  Milford  Rouse  in 
his  presidential  address  before  the  Southern  Medi- 
cal Association  in  1960,  when  he  stated  : 

“The  original  concept  was  to  study  and  treat  the 
whole  man.  At  times,  with  the  upsurge  of  science, 
physicians  have  almost  lost  man.  Fortunately,  the 
pendulum  is  swinging  back  now  and  we  are  real- 
izing that  man’s  ills  are  the  result  of  physical, 
mental,  emotional,  spiritual,  and  even  economic 
components.  Proper  relief,  then,  calls  for  team 
effort — art  and  science  in  the  hands  of  the  physi- 
cian, ably  aided  by  the  clergy  and  by  paramedical 
personnel.  Increasingly  do  we  realize  that  the 
requisite  is  for  family  doctors — and  this  does  not 
mean  general  practitioners  only — but  includes  all 
physicians,  specialists  or  otherwise  who  recog- 
nize and  accept  the  privilege  of  knowing  their 
patients  as  human  beings,  and  who  stand  ready 
to  give,  or  to  direct  them  to  proper  service,  under 
any  conditions  or  with  any  problem.” 

This  team  effort  so  necessary  today  has  radically 
changed  the  concept  that  the  physician-patient 
relationship  is  a dual  one  in  its  entirety.  It  is  esti- 
mated that  nearly  one-half  of  the  doctors  now  in 
full-time  private  practice  are  engaged  in  specialty 


work,  and  a great  many  others  are  doing  part-time 
specialty  service.  This  is  indeed  a remarkable  tran- 
sition from  an  era,  less  than  thirty  years  ago,  when 
there  were  five  or  six  general  practitioners  to  every 
specialist.  And.  with  the  advent  of  what  we  call 
modern  medicine,  the  physician  must  more  and 
more  call  upon  paramedical  services  for  the  care  of 
his  patient.  What  physician  today  would  attempt 
major  surgery  without  the  complex  of  human  and 
mechanical  skills  available  to  him,  without  the 
trained  anaesthetist,  the  operating  aides,  skilled 
nurses,  and  laboratory  technicians? 

Yet  these  very  means,  through  which  we  seek  to 
provide  for  the  patient  the  ultimate  in  service  and 
care,  trigger  controversies  over  the  seemingly  less 
attractive  yet  increasingly  difficult  role  of  the  gen- 
eral practitioner,  the  trend  to  greater  hospital  use, 
and  the  ever  spiralling  cost  of  health  care.  A critical 
public,  educated  by  a lay  press  to  expect  the  impos- 
sible, becomes  impatient  with  methodical,  pains- 
taking medical  research. 

As  the  Opinion  Research  Corporation  reported 
of  its  survey  last  year  conducted  for  the  American 
Academy  of  General  Practice,  “there  is  no  evidence 
that  the  general  practitioner  is  a vanishing  species." 
On  the  contrary,  the  survey  indicated  that  three  out 
of  every  four  persons  (74  per  cent  in  the  survey) 
usually  call  a general  practitioner  when  there  is  a 
sickness  in  the  family,  while  14  per  cent  call  a 
specialist.  (The  remainder  indicated  they  had  no 
doctor.) 

As  a supplementary  part  of  the  survey  a selected 
sample  of  physicians,  most  of  them  general  prac- 
titioners, were  interviewed,  and  the  report  com- 
ments that  “The  crux  of  the  argument  between 
specialists  and  general  practitioners  seems  to  be 
the  evaluation  of  family-centered  medicine.  To  the 
general  practitioner,  this  solving  of  a great  many 
medical  problems  of  varying  importance  is  a very 
significant  function.  Some  physicians  seem  to  feel 
that  there  is  too  little  awareness  among  specialists 
of  the  sheer  volume  of  medical  problems  solved  at 
the  general  practice  level.  Specialists  tend,  on  the 
other  hand,  to  see  many  of  the  problems  handled  by 
general  practitioners  as  relatively  unimportant 
medically.  . . 

Unfortunately  neither  the  survey  nor  the  physi- 
cians interviewed  have  provided  solutions  for  the 
problems  cited.  As  one  of  the  older  physicians  in 
this  community,  I do  not  believe  that  those  of  us 
who  have  engaged  in  medical  practice  for  many 
years  hold  such  views  as  cited  in  the  Opinion 
Survey.  The  allegation  has  been  made  on  more  than 
one  occasion  that  there  is  a strong  feeling  among 
clinical  practitioners  that  faculties  of  medical 
schools  today  tend  to  discourage  general  practice. 
If  that  allegation  has  a shred  of  truth  in  it,  an  objec- 
tive study  should  be  made  that  would  define  the 

continued  on  next  page 
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general  practitioner’s  status  and  establish  the  logical 
and  proper  function  of  specialists  for  the  student  in 
training.  Certainly  every  doctor  should  be  exposed 
to  the  experience  of  general  practice  in  the  course 
of  his  medical  education,  as  I was,  and  as  most  of 
my  contemporaries  practicing  in  this  community 
were. 

Fee  Problem  Warrants  Appraisal 

But  I think  the  fee  problem,  particularly  as  it 
relates  to  our  voluntary  insurance  program,  is  one 
that  warrants  objective  and  realistic  appraisal.  I 
need  not  tell  you  of  the  reason  for  the  Blue  Shield 
approach  to  the  financing  of  the  catastrophic  costs 
of  medical  care.  The  facts  are  too  well  known  to  all 
of  you.  But  you  should  bear  in  mind  that  when  this 
type  of  insurance  was  developed,  here  as  elsewhere 
in  the  nation,  it  was  aimed  at  the  catastrophic  cost 
of  surgical  procedures,  often  unexpected,  and  costly 
since  they  involved  hospitalization  expenses  in 
addition  to  the  physician’s  charges.  You  should  also 
be  mindful  that  comprehensive  fee  schedules  were 
in  existence  only  for  surgical  procedures,  and  there- 
fore the  basis  for  a premium  could  be  actuarially 
demonstrated  on  the  basis  of  hospital  statistics  of 
total  surgical  services  given  in  any  year,  or  period 
of  years. 

The  success  of  the  voluntary  insurance  move- 
ment, increasing  in  a span  of  twenty  years  from  one 
out  of  every  eight  persons  in  the  United  States  pro- 
tected by  health  insurance  to  three  out  of  every  four, 
attests  to  the  public’s  awareness  of  the  value  of 
modern  health  care,  and  its  willingness  to  prepay 
the  costs  of  such  care.  If,  as  some  maintain,  our  pre- 
payment plans  are  weakest  in  providing  for  the 
diagnosis  and  general  care  of  the  patient,  if  a new 
look  is  desirable  at  approaches  towards  a more 
comprehensive  service  program  involving  the  in- 
ternist and  the  general  practitioner,  and  at  a pre- 
dictable total  cost  that  can  be  met  by  the  individual 
family,  then  that  view  should  be  explored,  with  the 
non-surgeon  taking  the  leadership  in  proposing  the 
mechanism. 

What  has  happened  in  the  past  decade  needs  no 
recalling  for  the  great  majority  of  you.  The  explo- 
sion in  technology  has  expanded  ancillary  health 
services.  The  explosion  in  population  has  created 
additional  demands  for  medical  services.  The  tre- 
mendous rise  in  the  education  of  the  general  public 
through  popular  communications  media  to  what  is 
potentially  available,  without  a corresponding  ex- 
planation of  the  potential  cost,  has  produced  the 
critical  patient.  The  tremendous  expansion  of  hos- 
pitals, with  our  own  State  more  than  doubling  its 
bed  space  in  its  general  hospitals,  has  created  both 
cost  problems  and  staff  issues  with  far-reaching 
impact. 
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Medicine — signifying  us,  the  individual  practi- 
tioners— must  take  a long  look  at  these  serious 
problems,  and  accept  the  challenges  with  which  it 
is  faced.  To  a far  greater  extent  than  ever  before 
we  must  concern  ourselves  with  the  problems  of 
financing  and  social  organization  affecting  the 
people  we  serve.  We  have  the  ability,  and  we  must 
find  the  time  to  make  the  necessary  objective 
studies. 

We  must  not  be  thought  of  as  a spearhead  for  a 
far  right  wing,  nor  need  we  capitulate  to  the  far  left 
under  the  pressures  of  politicians.  Our  identifica- 
tion is  with  the  sick  and  disabled,  and  we  must 
always  seek  to  serve  the  health  purposes  of  the 
public.  It  must  be  made  eminently  clear  that  we  are 
not  always  or  primarily  motivated  by  monetary 
self-interest,  that  while  we  reserve  final  medical 
decisions  to  ourselves,  we  are  prepared  to  take  our 
place  in  the  life  of  our  community  to  co-operate  in 
the  social  and  economic  problems  that  beset  each 
and  all  of  us. 

If  we  are  to  play  the  dominant  role  that  is  ours, 
we  must  close  our  own  ranks  as  brother  physicians. 
We  must  resolve  our  misunderstandings  and  differ- 
ences, most  of  which  stem,  as  I have  indicated,  from 
a complexity  of  issues  far  beyond  the  basic  render- 
ing of  service  by  one  individual. 

We  must  think,  act,  and  speak  collectively 
through  our  district  Medical  Association  and 
through  our  Rhode  Island  Medical  Society.  Only 
thus  can  we  have  an  effective  voice  in  shaping  the 
future  course  of  medical  practice,  both  for  ourselves 
and  for  those  who  are  to  follow  us  in  this  chosen 
career,  motivated  by  love  of  mankind. 
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INTRODUCTION 

The  psychiatrist  has  been  accused  of  drifting 
too  far  afield  from  his  medical  brethren.  The 
consequent  unfamiliarity  which  the  practicing  phy- 
sician has  with  the  psychiatrist  often  results  in 
considerable  lack  of  precision  in  regard  to  indi- 
cations for  referral  and  expectations  from  the 
referral  (compared  for  example  with  the  average 
physician's  excellent  grasp  of  indications  and  ex- 
pectations from  surgical  referrals).  Because  of  this 
relative  unfamilarity,  the  psychiatrist  frequently 
misses  the  opportunity  to  be  of  useful  service  in 
many  types  of  psychiatric  problems  that  first  come 
to  the  attention  of  the  physician. 

As  a contribution  toward  closer  union  with  the 
body  of  the  medical  profession,  this  paper  will 
attempt  to  formulate  some  of  the  principles  which 
guide  the  general  psychiatrist.  In  order  to  make 
this  exposition  more  tangible,  the  spectrum  of  prob- 
lems met  during  a year's  time  in  one  general  psychi- 
atrist’s practice  will  be  surveyed. 

Why  the  Drift  from  Medicine ? 

The  physician  who  undertakes  the  specialized 
care  of  the  mentally  ill  soon  finds  himself  drawn 
afield  in  diverse  directions  from  any  narrowly  for- 
mulated concerns  of  medicine.  He  studies  psychol- 
ogy, sociology,  cultural  anthropology,  and  pertinent 
areas  of  philosophy,  theology,  and  literature.  He 
observes  the  “clinical”  work  of  nonmedical  mental 
health  specialists  such  as  psychiatric  social  work- 
ers, clinical  psychologists,  marriage  counselors,  and 
some  of  the  clergy.  After  examining  the  contribu- 
tions of  these  areas,  he  cannot  avoid  the  conclusion 
that  the  concerns  of  mental  illness  (and  its  more 
important  reciprocal,  mental  health)  cannot  be 
fully  encompassed  by  any  one  specialized  group. 
Rather,  the  concerns  are  as  broad  as  human  nature 
itself. 

What  seems  to  have  happened  is  that  certain 
physicians  undertaking  the  specialized  care  of  the 
mentally  ill  have  become  so  caught  up  in  the  far- 
reaching  aspects  of  human  behavior,  that  they  have 


made  no  use  of  their  years  of  medical  training. 
Some  even  come  to  consider  the  medical  frame  of 
reference  a handicap.1 

Shortcomings  of  the  Drift  from  Medicine 
But  the  very  breadth  of  view  which  is  required 
to  understand  human  behavior,  the  interdiscipli- 
nary approach  which  can  prove  so  helpful,  demands 
that  each  specialty  contribute  from  its  own  field  of 
knowledge.  If  the  physician  were  unable  to  contrib- 
ute anything  specific  in  the  approach  to  emotional 
problems,  it  would  be  questionable  if  the  medical 
profession,  already  short  in  supply,  could  justify 
contributing  each  year  a substantial  number  of  its 
members  to  this  field  (e.g.,  better  than  10  per  cent 
of  the  author’s  medical  school  class  specialized  in 
psychiatry2  ) . 

The  usefulness  of  some  individuals  from  the  field 
of  medicine  specializing  in  depth  psychology,  soci- 
ology, and  other  areas  is  not  being  contested.  They 
provide  a helpful  nexus  between  these  fields.  The 
general  psychiatrist  believes,  however,  that  psychi- 
atrists are  first  of  all  physicians,  and  that  the  body 
of  their  contribution  in  the  field  of  mental  illness 
must  be  built  on  this  base.3 

There  are,  of  course,  no  sharp  borders  delineat- 
ing the  specialized  fields  concerned  with  emotional 
problems.  This  is  why  the  psychiatrist’s  study  and 
training  must  be  so  broad.  But  by  the  same  token, 
there  are  different  points  along  this  continuum, 
some  being  specifically  medical. 

The  Psychiatrist’s  Initial  F unction 
The  initial  function  of  the  psychiatrist  is  the 
evaluation  of  any  situation  where  a serious  emo- 
tional disturbance  is  suspected.  Of  all  the  mental 
health  experts,  he  is  in  the  best  position  to  diagnose 
the  ills  of  the  psychobiological  unit  which  is  man. 

The  disposition  of  the  case  flows  from  the  evalua- 
tion. Some  forms  of  treatment,  such  as  drug  or 
somatic  therapy,  require  the  direct  intervention  of 
the  physician.  Other  forms  of  treatment,  such  as  the 
various  types  of  psychotherapy,  do  not  necessarily 
require  a medically  trained  specialist.4  In  these 
cases,  the  psychiatrist  may  undertake  the  psycho- 
therapy himself,  or  he  may  “prescribe”  it  and  dele- 
gate its  actual  performance  to  a trained  nonmedical 
specialist.  In  the  latter  case,  however,  the  psychi- 
atrist must  be  available  for  consultation  during  the 

continued  on  next  page 


84 


course  of  treatment,  for  no  one  can  judge  abso- 
lutely from  the  start  the  course  treatment  will  take. 
Psychotherapy  may  he  indicated  initially,  but  drug 
or  somatic  therapy  may  be  required  at  some  time 
during  the  course  of  treatment.5 

The  General  Psychiatrist’ s Approach 

Approximately  one  million  and  a quarter  Amer- 
icans reside  in  mental  hospitals.0  A recent  study7 
indicated  that  more  than  eighty  per  cent  of  the 
population  of  a sample  midtown  Manhattan  area 
showed  significant  signs  of  emotional  disturbance. 

Whether  the  problem  is  framed  in  terms  of  the 
seriously  ill  hospitalized  patients,  or  in  terms  of 
those  individuals  who  do  not  fall  at  this  extreme  of 
the  illness-health  continuum,  the  numbers  are  vast. 
Not  everyone  suffering  from  symptoms  of  emo- 
tional distress  requires  the  services  of  a psychiatrist, 
any  more  than  everyone  with  an  upper  respiratory 
infection  requires  the  services  of  a physician.  Health 
is  always  relative.  But,  even  when  the  psychiatrist's 
efforts  are  limited  to  the  more  severe  emotional  dis- 
turbances, the  problem  is  still  great. 

The  general  psychiatrist  must  take  these  quanti- 
tative aspects  into  account  in  formulating  his 
approach.  He  has  attempted  to  cope  with  this  prob- 
lem to  a large  extent  by  focusing  his  efforts  on  the 
acute  situations  as  they  arise  in  a patient’s  life. 
After  this  has  been  resolved,  the  psychiatrist  then 
frequently  assumes  a “stand-by”  position  in  case 
future  help  is  needed.  This  is  very  reassuring  to  the 
patient  in  his  own  efforts  to  approach  life  with 
renewed  confidence.  At  the  same  time,  it  frees  the 
psychiatrist’s  time  to  deal  with  another  and  still 
another  acute  situation.  This  type  of  approach  has 
been  conceptualized  as  “crisis  intervention.”8 

Whenever  long-term  intensive  therapy  (e.g.,  at 
least  one  hour  weekly  for  more  than  a year)  has 
been  used  as  a matter  of  course  instead  of  crisis 
intervention,  the  results  have  always  been  the  same. 
The  psychiatrist's  time  is  soon  full,  and  there  is  no 
time  for  emergencies.  Another  important  consid- 
eration is  the  inverse  proportion  that  exists  between 
professional  effort  expended  and  degree  of  change 
in  crisis  situations  and  chronic  states.  In  the  latter, 
a relatively  large  effort  is  often  required  to  produce 
a small  change  in  life  adjustment.  In  the  former, 
a relatively  small  effort  can  frequently  produce  a 
relatively  large  change  in  life  adjustment. 

While  the  general  psychiatrist’s  emphasis  is  on 
crisis  intervention,  there  are  many  chronic  problems 
which  must  he  dealt  with.  Some  patients  (e.g.,  cer- 
tain psychoneurotics  and  some  individuals  with 
personality  disturbances)  may  benefit  greatly  from 
insight  psychotherapy  of  an  extensive  nature.  For 
others  occasional  visits  are  indicated  (either  as 
necessary  or  regularly  scheduled).  During  these, 
the  patient  is  able  to  air  current  concerns,  receive 
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“emotional  support,”  and  medicine  when  indicated. 

“Sophisticated”  patients  and  their  families,  who 
are  familiar  with  the  mass  of  psychodynamic  formu- 
lations readily  available  in  the  popular  magazines, 
often  ask  if  the  doctor  has  gotten  “to  the  root”  of 
the  problem.  When  practical  circumstances  permit, 
such  patients  may  benefit  from  extensive  psycho- 
logical investigation  of  their  problems.  However,  it 
should  be  remembered  that  the  etiology  of  the  maj  or 
mental  illnesses  like  schizophrenia  is  unknown.9 
Therefore,  we  cannot  get  to  the  “root”  of  these 
problems. 

An  analogy  could  be  made  between  these  ill- 
nesses and  a physical  illness  such  as  rheumatoid 
arthritis.  In  both  cases,  a great  deal  is  known  in 
regard  to  description  of  the  illness,  its  course,  some 
of  the  important  factors  involved  in  the  illness,  and 
methods  of  treatment.  But  we  cannot  offer  any 
treatment  as  definitive,  and  each  has  its  risks  and  its 
contraindications  (including  exploratory  psycho- 
therapy). 

It  has  been  mentioned  that  not  all  emotional 
problems  require  the  services  of  a psychiatrist. 
General  physicians,  for  example,  handle  a large 
number  of  these.  The  physician  can  he  even  more 
effective  in  this  area  if  he  has  ready  access  to  a 
psychiatrist  for  informal  consultations  in  regard  to 
the  management  of  emotional  problems  arising  in 
his  patients. 

The  general  psychiatrist  also  may  spend  a por- 
tion of  his  time  helping  nonmedical  experts  (like 
family  service  workers ) not  hv  seeing  their 
clients  directly  hut  by  going  over  the  problems 
with  these  experts.  The  effective  range  of  a psychi- 
atrist's service  is  thereby  multiplied.  This  has 
been  conceptualized  by  Caplan  as  “Mental  Health 
Consultation.”10 

Setting  of  General  Psychiatric  Practice 

The  general  psychiatrist  can  be  of  best  service 
when  associated  with  a general  hospital  in  his 
community.  This  makes  possible  frequent  informal 
discussions  of  cases  between  himself  and  his  medi- 
cal colleagues  and  provides  ready  access  for  psychi- 
atric consultation  when  indicated. 

A psychiatric  unit  in  the  general  hospital  or  a 
nearby  small  psychiatric  hospital  is  absolutely  nec- 
essary for  treating  acute  major  mental  illnesses. 
This  is  particularly  important  since  the  psychiatrist 
is  the  only  one  among  the  mental  health  experts 
who  can  adequately  deal  with  these  conditions.  The 
recent  report6  of  the  “Joint  Commission  on  Mental 
Health”  stressed  the  fact  that  our  major  mental 
health  problem  is  the  major  mental  illnesses.  It 
stated  that  the  patients  with  these  conditions  are 
frequently  rejected  even  by  mental  health  workers. 
This  may  he  due  in  part  to  the  fact  that  these  acute 
states  are  not  well  handled  by  psychological  methods 
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alone,  and  it  is  certainly  frustrating  to  work  with 
relatively  ineffective  methods.  A recent  survey11 
has  indicated  that  presently  accepted  treatment  in 
this  country  for  the  schizophrenic  psychoses  de- 
pends primarily  on  drug  and  somatic  methods  and 
secondarily  on  psychological  methods. 

Because  the  general  psychiatrist  functions  in  the 
community  and  deals  frequently  with  severe  mental 
illnesses,  he  does  not  isolate  his  contact  with  the 
patient.  Frequently  several  members  of  a family 
must  be  seen  during  the  course  of  treatment  for 
explanation,  support,  guidance,  and  sometimes 
referral  for  more  extensive  help.  This  seems  so 
natural  to  the  general  physician  that  it  does  not 
seem  to  require  mention,  except  that  certain  one- 
sided considerations  within  the  field  of  psychiatry 
have  tended  at  times  to  produce  an  unsatisfactory 
isolation  of  the  relationship  between  psychiatrist 
and  patient.  Ackerman12  has  recently  disccussed 
this  situation  and  the  advantages  of  better  commu- 
nication with  the  family. 

Despite  the  efforts  of  the  general  psychiarist, 
there  is  always  a residue  of  cases  which  do  not 
respond  to  current  treatment  or  who  suffer  from 
irreversible  brain  damage.  Chronic  facilities  for 
custodial  care  and  for  long-term  rehabilitation  are 
still  quite  necessary.  So  are  other  nonmedical  agen- 
cies which  deal  with  emotional  concerns,  like  family 
service  and  welfare  agencies. 

A Sample  Practice 

There  is  considerable  variability  in  the  type  of 
practice  within  each  area  of  medicine,  depending  on 
the  individual  physician’s  interests  and  circum- 
stances. This  is  also  the  case  in  general  psychiatry. 
The  following  survey  of  the  author’s  practice  for 
the  year  starting  July  1961,  therefore,  is  not  neces- 
sarily typical  for  general  psychiatrists.  Its  purpose 
rather  is  to  give  some  expression  to  the  principles 
of  approach  which  guide  many  general  psychi- 
atrists and  which  were  formulated  in  the  earlier 
sections. 

A total  of  two  hundred  and  sixteen  patients  were 
seen  in  the  author’s  private  practice  (Approxi- 
mately fifty  additional  patients  were  seen  in  various 
clinic  situations).  This  is  not  a very  large  number 
of  patients  when  compared  to  case  loads  in  many 
other  types  of  medical  practice,  but  psychiatry  is  by 
nature  time-consuming.  This  number  of  patients  has 
to  be  contrasted  rather  with  the  number  a psychi- 
atrist can  be  of  service  to  if  he  limits  his  approach 
to  intensive  psychotherapy,  namely  seven  to  forty 
patients. 

Sixty-two  patients  required  hospitalization.  Fifty- 
six  were  diagnosed  as  suffering  from  a functional 
psychosis  — schizophrenic  (33) , involutional  (15), 
manic  depressive  (8).  These  figures  give  indication 
of  the  serious  mental  illnesses  dealt  with. 
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The  majority  of  patients  hospitalized  suffered 
from  acute  functional  psychoses.  These  represented 
either  first  attacks,  recurrent  acute  attacks  in 
patients  with  good  periods  of  remission,  or  occa- 
sionally acute  attacks  in  patients  with  a chronic 
psychotic  process.  The  author  used  electric  shock 
treatment  as  a relatively  rapid  and  effective  way  to 
terminate  the  acute  functional  psychoses. 

Of  the  sixty-two  patients  who  were  hospitalized, 
five  were  sent  directly  to  state  facilities,  two  with 
chronic  brain  syndromes  who  were  sent  for  custo- 
dial care,  and  three  with  functional  psychoses.  The 
other  fifty-eight  patients  were  hospitalized  pri- 
vately. Forty-eight  of  these  patients  were  psychotic, 
nine  were  non-psychotic. 

The  length  of  private  hospitalization  for  these 
fifty-seven  patients  averaged  twenty-two  days.  All 
but  six  were  able  to  return  directly  to  the  commu- 
nity following  their  hospitalization.  Of  these  six, 
three  had  been  discharged  by  the  year’s  end  from 
the  state  hospitals  to  which  they  had  been  trans- 
ferred, two  were  still  hospitalized,  and  one  senile 
psychotic  patient  died. 

Five  patients  required  rehospitalization  during 
the  year,  one  at  a state  hospital,  but  all  were  subse- 
quently discharged  again.  While  the  overall  results 
seem  gratifying,  the  term  “cure”  is  not  used,  even 
when  the  patient’s  remission  is  excellent.  Continu- 
ous availability  is  necessary  for  the  treatment  of 
these  serious  disorders  for  which  no  definitive 
treatment  is  known  and  in  which  relapses  unfortu- 
nately occur. 

Hospitalization  was  not  necessary  for  one  hun- 
dred and  fifty-four  patients.  They  were  seen  for  a 
variety  of  conditions,  running  the  gamut  from  psy- 
chosis and  neurosis  to  personality  disturbances  and 
psychophysiological  reactions.  It  is  difficult  to 
divide  these  patients  into  diagnostic  categories  be- 
cause of  the  frequency  of  multiple  psychiatric  diag- 
noses in  the  same  individual  (for  instance,  homo- 
sexual personality  disturbance  with  drug  addiction 
and  reactive  depression). 

Sometimes  patients  are  seen  for  evalution  and 
then  given  appropriate  referral,  or  started  on  essen- 
tially a long-term  program  of  supportive  therapy. 
Oftentimes,  acute  psychiatric  conditions  of  some 
severity  can  be  treated  effectively  on  an  outpatient 
basis,  as  is  illustrated  in  the  following  example : 

Case  Report 

C.S.  was  a thirty-year-old  married  mother  of 
three,  who  noted  the  onset  of  depression  almost 
four  months  after  the  birth  of  her  last  child.  During 
the  four  weeks  since  her  depression  started  the 
patient  had  lost  about  fifteen  pounds  in  weight, 
suffered  increasingly  severe  insomnia  to  the  point 
where  she  claimed  absolute  sleeplessness  for  the 
past  several  nights,  and  was  now  completely  inca- 
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pacitated  in  regard  to  her  household  duties.  There 
were  no  obvious  external  stresses. 

The  patient  had  been  taking  Stelazine,  2 mgm., 
twice  daily,  and  Doriden,  0.5  gm.,  at  bed-time  for 
the  past  two  weeks.  Her  physician  thought  that 
immediate  hospitalization  might  be  necessary,  and 
so  it  was  arranged  to  see  her  on  the  same  day  at  the 
hospital  after  office  hours. 

The  patient  wanted  help,  and  was  not  judged  to 
be  acutely  suicidal,  and  her  husband  was  able  to 
arrange  constant  attendance  by  a family  member. 
It  was  therefore  decided  to  give  a trial  of  outpatient 
therapy. 

The  patient  was  placed  on  Tofranil,  25  mgm., 
four  times  daily,  Librium,  10  mgm.,  three  times 
daily,  Barbital,  0.3  gm.,  at  8 :00  p.m.,  Sodium  Amy- 
tal, 0.2  gm.,  at  bedtime,  and  given  a return  appoint- 
ment in  one  week.  The  symptoms  of  depression 
were  explained  to  her  and  she  was  reassured  as  to 
her  prognosis. 

Over  the  following  several  weeks  the  patient’s 
symptoms  subsided.  After  the  first  week  she  was 
able  to  resume  care  of  her  home. 

The  medication  was  gradually  tapered  off  and 
the  supportive  interviews  were  discontinued.  Her 
ordinary  life  adjustment  pre-  and  post-depression 
seemed  quite  satisfactory. 

This  case  indicates  the  effort  that  is  made  to  see 
an  acute  emergency  promptly  after  screening  by  the 
general  physician,  even  when  the  psychiatrist’s 
regular  office  schedule  is  full.  It  should  also  be  men- 
tioned that  psychiatric  evaluations  were  performed 
on  seventeen  patients  while  they  were  hospitalized 
at  a general  hospital. 

Some  patients  are  seen  in  psychoanalytically 
oriented  psychotherapy.  These  consist  mostly  of 
well-motivated  and  functioning  individuals  with 
neurotic  disturbances  who  are  seen  over  a period  of 
time  averaging  more  than  a year,  with  hourly  inter- 
views scheduled  usually  once  or  sometimes  twice 
weekly.  The  caseload  of  these  patients  varied  from 
about  eight  to  ten.  It  is  obvious  that  only  a limited 
number  can  be  seen  in  this  way,  but  referral  is 
arranged  when  indicated. 

In  addition,  several  hours  each  week  were  spent 
in  clinic  or  house  practice  and  teaching.  Regular 
meetings  were  held  with  the  psychiatric  social 
workers  of  a family  service  agency  to  discuss  the 
management  of  their  clients. 

SUMMARY 

Some  of  the  principles  guiding  the  general  psychi- 
atrist’s approach  to  patient  care  have  been  formu- 
lated. While  there  are  numerous  ways  of  approach- 
ing mental  illness,  the  general  psychiatrist’s  method 
is  firmly  based  on  his  background  as  a physician. 
Because  of  the  vast  number  of  patients,  the  general 
psychiatrist  focuses  much  of  his  effort  on  crisis 
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intervention.  The  pharmaco-  and  somatic-therapies 
which  he  has  available  are  of  particular  help  in 
coping  with  the  major  mental  illnesses,  which  have 
been  characterized  as  our  major  mental  health  prob- 
lem. In  order  to  make  the  presentation  more  con- 
crete, a sample  general  psychiatric  practice  was 
surveyed. 
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'C’or  the  past  three  years  the  Association  of 

American  Medical  Colleges  has  awarded  about 
30  Smith,  Kline  and  French  Foreign  Fellowships 
each  year,  sending  medical  students  to  remote  out- 
posts around  the  world  following  their  third  year 
of  medical  school.  The  purpose  of  the  fellowships 
is  to  familiarize  interested  students  with  medical 
problems  peculiar  to  more  underdeveloped  coun- 
tries and  to  share,  when  possible,  more  recent 
knowledge  with  the  host  medical  teams.  During  the 
summer  of  1962  it  was  my  privilege  to  spend  10 
weeks  in  Thailand  under  this  arrangement,  spon- 
sored by  the  China  Inland  Mission-Overseas  Mis- 
sionary Fellowship  and  working  in  two  rural 
mission  hospitals  about  1000  miles  apart. 

Located  between  Burma  on  the  northwest  and 
the  Lao-Cambodian  chain  on  the  east,  Thailand  is 
a constitutional  monarchy  of  25  million  people.  The 
country  is  naturally  subdivided  into  three  major 
topographical  areas  — the  mountainous  North,  the 
central  plains,  and  the  southern  tropical  forests.  In 
the  northern  mountains  animist  tribespeople  live 
simply  in  isolated  villages,  contributing  little  to  the 
national  economy.  However,  from  northern  forests 
giant  elephants  haul  precious  teakwood,  one  of  the 
country’s  major  exports.  Contributing  greatest 
land  area  are  the  central  plains,  hundreds  of  square 
miles  of  fertile  rice  fields  which  have  earned  Thai- 
land the  nickname  “rice  bowl”  of  South  East  Asia. 
Further  south  along  the  narrow  Malay  Peninsula 
acres  of  rubber  plantations  and  forests  of  coconut 
palms  form  the  framework  for  beautiful  tropical 
landscape. 

Contented,  peace-loving  and  friendly,  the  Thai 
are  an  agrarian  people  living  under  thatched  roofs 
in  houses  of  wood  or  bamboo,  usually  elevated  on 
cement  stilts.  Alien  roofing  is  aluminum  or  tile, 
large  earthen  jars  are  seen  under  drain  pipes  catch- 
ing rain  water  for  drinking,  cooking,  and  washing. 


Polished  rice,  the  major  cause  of  widespread  avita- 
minosis, is  the  basic  food  of  the  country  and  is  eaten 
with  a variety  of  curries.  Meat  is  not  plentiful  but 
water  buffalo,  beef,  pork,  fowl,  and  fish  are  all 
available.  In  the  market  places  tasty  fruits  unknown 
to  Western  tables  are  abundant ; among  them  are 
durian,  pamelo,  mango,  and  papaya  besides  the 
better  known  banana  and  pineapple.  With  food, 
especially  rice,  being  produced  far  in  excess  of  its 
consumption  there  is  virtually  no  poverty  in 
Thailand. 

After  a 160  mile  ride  north  from  Bangkok,  the 
capital,  over  the  two  lane  dirt  highway,  I arrived  in 
Manor om,  a small  town  of  2000  on  the  bank  of  a 
major  inland  waterway.  Half  a mile  from  town  is 
the  Manorom  Christian  Hospital  or  “Paddy  Field 
Hospital,”  opened  in  1956  and  thus  called  because 
of  its  location  in  the  rice  fields.  Its  location  near  the 
north-south  highway  and  the  busy  river  accounts 
for  patients  coming  long  distances  by  boat,  bus, 
truck,  pedicab,  foot,  or  litter.  Manorom  is  a 50  bed 
general  hospital  with  20  additional  beds  for  leprosy 
patients  and  staffed  by  5 foreign  doctors,  a dentist, 
12  nurses,  a registered  pharmacist,  a laboratory 
technician,  and  many  able  Thai  assistants.  In  de- 
sign the  general  hospital  has  5 parallel  buildings, 
3 one  storv  and  2 double  storv,  connected  by  a 
central  corridor.  Next  to  these  are  three  single 
story  buildings  less  than  one  year  old  for  leprosy 
management.  The  outpatient  department  and  lodg- 
ings are  in  6 separate  buildings  or  houses.  X-ray 
facilities  are  capable  of  most  routine  studies  includ- 
ing upper  gastro-intestinal  series,  barium  enemas, 
and  intravenous  pyelograms.  Most  medicines  used 
in  the  United  States  are  found  in  the  well  stocked 
hospital  pharmacy,  though  the  labels  usually  bear 
British  trade  names.  The  laboratory  is  equipped 
for  routine  procedures  and  reports  a high  per- 
centage of  positive  findings.  Among  the  variety  of 
parasites  which  infest  the  Thai,  malaria  and  hook- 
worm cause  the  highest  morbidity,  and  these  are 
reported  daily  by  the  laboratory.  Scheduled  surgery 
is  performed  two  days  each  week  and  includes 
major  abdominal  and  pelvic  surgery  along  with  a 
variety  of  orthopedic,  ophthalmic,  and  plastic  pro- 
cedures. In  this  setting  50  to  100  outpatients  are 
seen  each  day,  1,000  new  ones  arriving  each  month. 

continued  on  next  page 
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From  among  the  outpatients  an  average  of  135  are 
admitted  every  month  for  a host  of  familiar  and 
bizarre  conditions.  Most  patients  are  Thai  country 
people,  Thai  teacher  and  local  official  classes, 
Chinese  and  a few  Thai  shop  keepers,  and  Buddhist 
monks.  Occasionally  there  is  even  a technical  ad- 
visor from  a Western  country  to  be  treated.  It  was 
my  privilege  to  have  an  intern’s  position  at 
Manorom  and  to  see  the  mass  of  instructive  path- 
ology which  constantly  flowed  into  the  hospital. 

Problem  of  Leprosy 

During  my  first  two  weeks  at  Manorom  a leprosy 
course  was  given  by  a visiting  veteran  leprologist. 
Emphasis  was  placed  on  field  work  which  led  to 
the  neighboring  villages  of  Uthai  and  Chainat,  each 
about  10  miles  away,  where  periodic  leprosy  clinics 
are  held.  Under  a thatched  roof  supported  by  bam- 
boo frame  leprosy  patients  were  examined,  classi- 
fied, and  given  appropriate  treatment.  Others  with 
ulcerated  feet  had  their  wounds  cleaned  and 
dressed.  Ordinarily  two  missionary  nurses  manage 
these  clinics,  cycling  to  each  once  or  twice  a month. 
Medicine*  is  dispensed  in  monthly  supplies  usually 
and  records  are  kept  of  patients’  progress.  The  Thai 
seem  very  conscious  of  leprosy  and  quickly  recog- 
nize its  cardinal  signs.  “Char”  (anesthesia)  is  sus- 
pected early  as  are  hypopigmented  macules  appear- 
ing on  the  skin.  Nevertheless,  none  is  eager  to 
receive  the  social  ostracism  inflicted  when  the 
disease  is  detected,  so  every  attempt  is  made  to 
conceal  it.  This  is  accomplished  by  searing  off  the 
hypopigmented  patches  of  skin  in  an  attempt  to 
eradicate  the  evidence.  Often  patients  refuse  to  seek 
medical  attention  until  the  disease  is  advanced. 
Then  disfigurement,  contractures  of  fingers,  or  per- 
haps social  pressure  forces  them  to  find  help.  Some- 
times they  prescribe  their  own  medicine,  usually  an 
antiquated  drug  with  little  effectiveness.  Under 
such  a regimen  they  may  precipitate  a fulminating 
leprosy  reaction  requiring  hospitalization.  Prob- 
lems abound  in  this  work.  Dressings  on  ulcerated 
feet  often  fall  off  enroute  home,  for  the  journey  is 
made  through  mud  or  water  barefooted.  Further- 
more, patients  often  live  in  close  quarters  with 
uninfected  members  of  the  household.  Indeed,  the 
magnitude  of  the  problem  is  such  that  leprosy  and 
malaria  are  the  only  two  diseases  apart  from  small- 
pox under  an  organized  national  control  program. 
But  however  great  the  challenge  may  be,  there  are 
increasing  returns  for  one’s  efforts  among  the  lep- 
rous. Children  treated  in  the  early  stages  will  grow 
into  normal  adulthood  without  sequelae,  others  will 
improve  progressively,  and  some  will  become 
arrested  cases.  Furthermore,  with  recent  organiza- 
tion of  “leprosy  villages”  these  unfortunate  people 

^Mainly  “DDS”  (diamino-diphenyl-sulphone)  and 
supportive  therapy. 
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will  begin  to  live  more  successfully  independent 
lives.  Without  the  confinement  of  the  old  colony 
boundary  there  will  only  be  interdependence  upon 
each  other’s  differing  skills  to  ensure  the  economic 
sufficiency  and  prosperity  of  the  community.  In 
these  villages  of  peers  the  social  stigma  and  ostra- 
cism will  hopefully  be  cushioned.  Currently  this 
system  is  being  tried  on  a small  scale  in  Thailand 
and  is  producing  encouraging  reports. 

At  the  Manorom  Hospital  leprosy  wards  are 
used  for  patients  in  “leprosy  reaction”  who  need 
careful  supervision  and  adjustment  of  their  treat- 
ment, and  for  those  undergoing  reconstructive  sur- 
gery, usually  for  foot  drop,  contractures  of  fingers, 
or  impaired  lid  closure.  At  Manorom  this  special- 
ized surgery  is  in  its  infancy.  It  will  be  coupled  with 
an  active  physiotherapy  program,  essential  for  its 
success. 

\\  bile  leprosy  afflicts  3 per  cent  of  the  popula- 
tion, it  by  no  means  dominates  the  medical  picture. 
From  far  and  wide  the  patients  come,  sometimes 
bypassing  government  hospitals  and  often  travel- 
ling for  hours  or  even  a full  day.  They  come  with 
avitaminosis,  hookworm,  amebic  liver  abscesses, 
tumors,  and  buffalo  goring  to  name  a few  conditions 
besides  the  multitude  of  minor  and  more  familiar 
ailments.  When  admitted  the  patient  may  have  a 
private  room  for  50  Ticals  ($2.50)  a day  or  a ward 
bed  for  10  Ticals  (50<f)  a day,  these  being  com- 
parable to  government  prices.  Food  is  provided  by 
the  family  usually  from  one  of  two  nearby  restau- 
rants. A relative  (or  two)  often  remains  with  the 
patient,  sleeping  under  the  bed  at  night  and  dealing 
with  nonmedical  needs  by  day. 

Clinical  Experiences 

During  the  weeks  at  Manorom  I was  able  to  per- 
form a number  of  diagnostic  and  therapeutic  pro- 
cedures and  some  minor  surgery.  Although  many 
functions  assigned  interns  at  home,  such  as  chang- 
ing dressings,  catheterizations,  and  starting  intra- 
venous infusions  are  routinely  well  done  by  nurses 
or  aides,  there  is  still  plenty  to  occupy  the  “maw” 
(doctor) . 

One  patient  I helped  manage  was  a 40  year  old 
Thai  man  who  had  developed  a bloody  dysentery 
5 years  before,  which  persisted  for  2 years.  He  had 
tried  Chinese  medicine,  often  consisting  of  pow- 
dered buffalo  horn,  deer  antlers,  scorpion  or  arma- 
dillo powder,  or  even  more  repulsive  ingredients. 
On  one  packet  of  this  medicine  he  claimed  a cure. 
But  alas  his  abdominal  cramps  and  dysentery  re- 
turned. A local  medicine-man  then  injected  him 
with  procaine  penicillin  which  along  with  cortisone, 
pitocin,  strychnine,  and  other  prescription  items 
is  sold  over  the  counter  in  most  Asian  countries. 
The  injection  relieved  nothing.  Next  he  turned  to 
patented  dysentery  medicine,  again  with  no  relief. 
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Three  months  of  Chinese  boiled  medicine  followed 
. . . no  help ! Finally,  one  month  before  admission 
he  developed  severe  weight  loss,  a lump  in  his  epi- 
gastrium, pain  in  the  right  upper  quadrant,  and 
fever.  After  one  month  in  this  state  he  appeared  at 
the  hospital,  a wasted,  weak  man  with  hepatomegaly 
and  a fluctuant  bulge  filling  his  epigastrium.  A diag- 
nosis of  amebic  liver  abscess  was  made,  followed  by 
a liver  aspiration  which  yielded  2,600  ml.  of  thick 
amebic  pus.  The  patient  was  so  relieved  that  he  fell 
asleep  during  the  procedure.  On  antiamebic  therapy 
and  repeated  liver  taps  he  improved  steadily  and 
was  discharged. 

W hile  doing  an  ear  examination  one  may  find  a 
coin  at  the  entrance  to  the  auditory  canal.  The  Thai 
women  sometimes  carry  an  extra  coin  or  two  with 
them  this  way.  Or  occasionally  one  may  discover  at 
an  early  follow-up  visit  that  a premature  baby  has 
been  given  orange  pop  either  replacing  or  supple- 
menting his  formula.  Formula  feeding  is,  of  course, 
much  less  common  than  breast  feeding,  but  occa- 
sionally the  former  is  necessary,  preferably  under 
careful  supervision.  At  one  time  a proud  mother  in 
the  maternity  ward  had  difficulty  lactating  for  the 
first  few  days  following  delivery.  The  little  tot  con- 
tinued looking  plump  and  content,  and  the  doctor 
wondered  why  there  was  no  evidence  of  distress. 
Eventually  it  was  learned  that  other  mothers  in  the 
ward  had  aided  their  distressed  neighbor  by  pass- 
ing her  infant  around  for  a share  of  their  own  milk. 
Finally  the  baby’s  own  mother  was  able  to  feed  the 
youngster,  and  the  crisis  was  over. 

It  is  not  unusual  either  for  a moribund  patient  to 
be  taken  home  by  his  relatives.  The  expense  of  trans- 
porting a corpse  is  prohibitive  for  many,  so  their 
stricken  relative  is  returned  home  when  his  condi- 
tion looks  hopeless. 

To  understand  the  complaints  of  the  rural  Thai, 
one  must  be  familiar  with  the  “wind.”  “I  have 
wind  going  up  and  down  my  arm,”  an  anxious  out- 
patient might  declare.  As  a symptom,  wind  may 
mean  anything  from  a cerebrovascular  accident  to 
flatus.  It  can  be  likened  to  one  of  the  four  elements 
of  antiquity  — air,  earth,  fire,  and  water.  One  must 
therefore  inquire  where  the  wind  goes,  when  it 
comes,  and  the  like  to  learn  the  patient’s  story. 

There  is  also  a tendency  to  associate  present  ail- 
ments with  recent  or  remote  injuries  no  matter  how 
disconnected.  Other  “red  herrings”  include  self 
treatment  at  home  with  antibiotics  or  other  drugs, 
or  a visit  to  the  local  medicine-man  who  practices 
some  witchcraft,  some  folk  medicine,  and  gives  in- 
jections when  his  judgment  dictates.  One  patient 
with  abdominal  pain  (“jeb”)  had  scars  running  in 
two  parallel  rows  from  epigastrium  to  pubis  on 
either  side  of  his  umbilicus.  The  symmetry  was 
striking,  but  questioning  only  produced  embarrass- 
ment. Probably  some  caustic  chemical  or  hot  instru- 


ment had  been  applied  topically  to  relieve  the  pain. 

Patients  often  wait  far  too  long  before  seeking 
medical  attention.  Large  fungating  tumors  fre- 
quently are  not  attended  to  until  they  seriously 
interfere  with  some  function.  A 20  pound  pseudo- 
mucinous cystadenoma  was  removed  from  one  lady. 
Another  presented  with  a massive  fungating  sacral 
tumor,  many  months  old  and  hopelessly  infected.  A 
young  child  appeared  with  a retro-orbital  tumor  that 
had  pushed  the  eye  right  out  of  the  orbit.  A teen  age 
girl  was  admitted  two  weeks  after  a kerosene  lan- 
tern had  set  her  ablaze  burning  30  per  cent  of  her 
body.  In  her  septic  condition  even  the  most  vigorous 
efforts  failed. 

Sometimes,  however,  in  spite  of  a late  start 
patients  recover  dramatically.  One  lady  of  25  re- 
ceived a shotgun  blast  below  the  right  arm  and  into 
her  chest.  The  holes  were  sewed  up  in  a government 
hospital  and  18  hours  later  she  arrived  at  Manorom 
with  a temperature  of  105  °F.  and  in  profound 
shock.  Transfusions,  thoracenteses,  antibiotics,  and 
watchful  nursing  care  gradually  were  rewarded  by 
recovery. 

While  at  Manorom  I spent  a few  idle  moments 
doing  an  amateur  analysis  of  blood  groups.  Of  107 
consecutively  typed  patients  and  relatives  from 
April  1 to  June  30,  1962,  20  per  cent  were  group 
“A,”  22  per  cent  group  “AB,”  33  per  cent  group 
“B,”  and  25  per  cent  group  “O.”  The  result  sup- 
ports the  general  impression  that  “B”  and  “AB” 
groups  are  much  more  prevalent  in  Thailand  than 
in  the  West.  It  is  also  rare  to  find  an  rh-positive 
person,  which  permits  easier  cross-matching. 

Transfusions  were  given  at  Manorom,  but  bank 
facilities  had  just  been  established  when  I left. 
Under  the  circumstances,  during  a case  of  ruptured 
ectopic  pregnancy  autotransfusion  was  performed. 
Three  pints  of  blood  were  removed  from  the  abdo- 
men, strained  through  sterile  gauze  into  citrate- 
containing  bottles,  and  reinfused  into  the  patient. 
All  went  well  following  surgery. 

An  epidemic  of  hemorrhagic  fever1  broke  out  in 
Central  Thailand  during  the  summer.  Often  fatal 
in  children,  this  disease  is  characterized  by  fever, 
thrombocytopenic  bleeding  tendency,  respiratory 
manifestations  such  as  bronchopneumonia,  and  at 
times  hepatomegaly,  or  gastrointestinal  symptoms. 
First  recognized  in  1958,  the  disease  is  thought  to 
be  caused  by  a dengue-like  virus.  It  follows  a fulmi- 
nating course  in  many  children,  requiring  sup- 
portive measures  including  steroids. 

On  the  dental  side,  betel  nut  chewing  is  in  fashion 
among  older  rural  people.  The  betel  tree  bears  a 
fruit  the  size  of  a plum.  When  the  outer  shell  is 
removed  a dark  brown  acorn-size  nut  remains.  This 
nut  is  sliced,  made  into  powder,  and  mixed  with 
tobacco  and  lime  on  a leaf.  Then  a type  of  petroleum 
salve  is  rubbed  on  the  lips,  followed  by  long  hours 
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of  betel  chewing.  After  a time  the  betel  stains  the 
teeth  dark  brown,  the  result  of  coating  by  calcified 
betel  juice.  These  brown-black  teeth  are  considered 
beautiful.  In  fact,  those  with  artificial  dentures  may 
have  two  sets,  a white  set  for  the  work-a-day  week 
and  a black  set  for  best.  Though  more  gingival 
disease  is  found  among  betel  chewers,  they  have 
fewer  caries. 

Observations  of  Thailand 

Away  from  wards  and  clinics  there  is  still  more 
to  interest  the  stranger.  Travelling  leisurely  along 
dusty  dirt  roads  the  ways  of  the  Thai  soon  become 
apparent.  There  in  a nearby  field  two  or  three  water 
buffalo  are  grazing,  their  long  curved  horns  sweep- 
ing back.  On  the  broad  back  of  one  buffalo  a young 
buffalo  boy  is  curled  up  sleeping.  A little  farther 
along  another  lad  is  standing  by  a “klong”  (canal), 
long  stick  in  hand,  watching  his  flock  of  ducks  swim 
back  and  forth.  A wooden  cart  with  6 foot  wheels 
comes  slowly  along  the  road  toward  town  drawn  by 
two  lean  cows.  On  either  side  of  the  roadbed  lie 
miles  of  fertile  rice  fields. 

At  planting  time  two  methods  are  used  to  sow 
the  seed  or  plant  the  shoots.  The  most  rewarding 
method  begins  by  casting  seed  onto  one  or  two 
plowed  paddies.  Through  a shallow  pool  of  water 
densely  packed  young  shoots  soon  grow.  When  the 
fields  have  been  sufficiently  plowed  and  covered 
with  water,  these  tender  shoots  are  uprooted  and 
transplanted  at  wider  intervals.  In  time  the  fields 
yield  a rich  harvest.  The  less  ambitious  farmer 
plows  his  fields  by  driving  a herd  of  water  buffalo 
through  them.  He  then  walks  through  the  fields 
casting  seed  on  the  muddy  soil.  His  sowing  com- 
pleted he  again  drives  the  buffalo  through  the  fields. 
When  the  rice  is  finally  gathered  his  is  a less  abun- 
dant harvest  than  his  more  ambitious  neighbor’s. 

Walking  still  farther  along  we  come  to  a small 
field  of  lotus.  At  first  they  look  like  water  lilies,  a 
cluster  of  leaves  floating  on  the  water  and  surround- 
ing a central  pink  flower.  After  several  weeks  the 
leaves  are  lifted  above  the  water  and  increase  in 
size.  Flower  petals  fade  and  drop  off,  leaving  a 
central  green  pod.  It  is  this  pod  which  is  eaten  in  the 
“Land  of  the  Lotus  Eaters.” 

From  Manorom  I travelled  by  rail  into  mountain- 
ous North  Thailand  to  Chiengmai,  the  “northern 
capital”  and  second  largest  city.  The  Chiengmai 
Medical  School,  third  and  newest  in  Thailand,  now 
has  three  classes,  each  with  about  50  students,  who 
are  taught  in  English  and  assigned  textbooks  iden- 
tical to  our  own.  The  only  text  in  Thai  is  a paper- 
back parasitology  manual.  Thai  medical  training 
is  completed  in  6 years,  2 premedical  and  4 medical, 
after  which  further  clinical  experience  is  pursued. 
Scores  of  familiar  British  and  American  journals 
and  the  latest  medical  books  fill  the  library  shelves 
with  current  medical  knowledge.  My  host  and  guide 
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had  done  graduate  work  in  bacteriology  at  Yale.  He 
was  required  to  teach  bacteriology,  parasitology, 
virology,  and  pathology  to  both  nurses  and  medical 
students  and  to  perform  autopsies  besides.  Under 
such  demands  the  faculty  unfortunately  has  little 
time  for  research.  However,  the  machinery  is  being 
established  to  bring  a team  of  American  medical 
school  professors  to  Chiengmai  to  work  alongside 
their  Thai  counterpart  for  four  years  to  help  im- 
prove both  teaching  and  research  at  the  school.  The 
potential  is  great  in  this  growing  medical  school  as 
well  as  in  the  adjoining  hospital,  which  is  packed 
with  instructive  clinical  cases. 

This  brings  us  to  the  structure  of  Thai  medicine 
of  which  there  are  three  categories.  The  holder  of  a 
first  class  certificate  must  be  a graduate  of  either 
Chulalongkorn  or  Siriraj  Medical  School  in 
Bangkok,  or  after  next  year  of  Chiengmai  Medical 
School.  Holders  of  second  class  certificates  have  a 
restricted  practice.  They  have  either  had  only  a 
little  medical  school,  been  an  orderly  in  the  army, 
or  taken  an  apprenticeship  under  an  older  physi- 
cian. The  third  group  are  “medicine-men”  who  are 
legally  only  qualified  to  give  injections,  though  they 
often  dispense  home-made  remedies  and  practice 
forms  of  witchcraft.  For  the  25  million  Thai  popu- 
lation there  are  about  3,000  Thai  medical  school 
graduates,  or  a ratio  of  1 : 8,300.  However,  2,000  of 
these  live  in  Bangkok  and  about  200  more  are  in 
Chiengmai,  leaving  800  to  maintain  the  smaller 
government  clinics  and  hospitals  serving  the  bulk 
of  the  population. 

By  car,  jeep,  and  foot  I ascended  the  mountains 
overlooking  Chiengmai  one  morning  until  winding 
down  a narrow  mountain  trail  I saw  a tribal  village 
through  the  misty  air.  In  the  village  150  Meo  lived 
in  thatched-roof  houses  with  one  door  and  no  win- 
dows. In  a dark  interior  rough  stones  encircled  a 
wood  fire  on  the  dirt  floor,  log  benches  were  scat- 
tered around  the  fire,  and  an  old  grandfather  sat 
puffing  a huge  bamboo  water  filter  pipe  resembling 
a bassoon.  Over  the  fire  a kettle  of  corncobs  was 
boiling  for  lunch.  Along  the  wall  hung  pots,  kettles, 
and  wooden  cooking  utensils.  Squatting  nearby,  a 
young  Meo  tribesman  was  cleaning  a freshly  slaugh- 
tered pig.  At  the  end  of  the  room  a low  shelf  covered 
with  matting  served  as  a bed.  Living  under  similar 
conditions  the  Yao,  Akha,  Karen  and  other  tribes 
are  scattered  among  the  northern  hills.  Often  living 
in  isolation  from  the  outside  world  these  tribes- 
people  are  hours  from  medical  attention  by  moun- 
tain trail.  Their  only  aid  comes  from  the  village 
shaman.  In  more  recent  days  they  are  descending 
to  the  towns  for  help,  but  still  only  in  small  num- 
bers. Some  of  the  missionary  medics  in  the  North 
are  eager  to  have  airstrips  cut  out  of  the  forests  as 
in  New  Guinea,  South  America,  and  Africa  from 
which  emergency  cases  can  quickly  be  flown  to 
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modern  hospitals.  As  yet,  however,  the  government 
will  not  allow  private  aviation.  Until  the  flying 
ambulance  comes,  if  it  ever  does,  other  measures  of 
basic  importance  are  being  taken.  Some  tribes  are 
being  taught  to  grow  better  and  more  varied  crops. 
Attempts  to  implement  simple  sanitary  measures 
are  being  made,  but  changes  are  slow.  The  tribes  of 
North  Thailand  present  a challenge  in  curative  and 
preventive  medicine  which  must  be  met  on  a local 
practical  level  or  not  at  all. 

Experiences  at  Saiburi 

After  returning  to  Manorom  from  the  North  the 
time  soon  came  to  travel  900  miles  south  along  the 
east  coast  of  the  Malay  Peninsula  to  Saiburi,  a 
coastal  town  of  2,000  on  a river  delta  whose  waters 
empty  into  the  Gulf  of  Siam.  Forests  of  palm  trees 
and  rubber  plantations  dominate  the  landscape. 
While  the  northern  tribes  are  animist  and  Central 
Thailand  Buddist,  85  per  cent  of  South  Thailand 
are  Malay-speaking  Muslims,  and  Islam  heavily 
influences  the  culture. 

The  final  quarter  of  my  Fellowship  Program  was 
spent  at  the  Saiburi  Christian  Flospital  near  a fish- 
ing village  half  a mile  from  town.  In  addition  to 
many  northern  diseases,  yaws,  wet  beriberi,  and 
heroin  addiction  are  more  prevalent  in  the  South. 
Furthermore,  the  sea  abounds  with  the  deadly  sea 
snake  whose  bite,  if  direct,  means  almost  certain 
death.  Until  recently  no  specific  therapy  was  avail- 
able, but  successful  trials  of  a new  sea  snake  anti- 
venom have  now  been  reported2  from  the  Snake 
and  Venom  Research  Institute  in  Penang,  Malaya, 
adding  another  effective  weapon  to  the  medical 
arsenal  of  the  East. 

Within  view  of  the  Gulf  the  Saiburi  Christian 
Flospital  was  opened  in  1960.  It  is  a 20  bed  general 
hospital  staffed  by  4 doctors,  6 nurses,  a trained 
midwife,  a laboratory  technician,  and  a number  of 
Thai  aides.  The  atmosphere  is  quite  international 
since  there  are  Thai,  Chinese,  and  Muslims  on  the 
staff  drawn  locally,  and  British,  Canadian,  German, 
and  American  stock  representing  the  foreign  staff. 
Three  parallel  one-story  buildings  joined  by  a cen- 
tral corridor  constitute  the  hospital  proper.  Behind 
it  are  4 other  buildings  housing  foreign  and  some 
local  staff. 

While  laboratory  facilities  are  not  yet  as  numer- 
ous as  at  Manorom,  routine  lab  procedures,  X-ray 
facilities,  and  a well  stocked  pharmacy  are  avail- 
able. Major  abdominal  and  pelvic  surgery  along 
with  orthopedic  and  ophthalmic  procedures  are  also 
done  at  Saiburi,  though  the  surgical  load  is  not 
generally  heavy.  Outpatient  numbers  vary  from  50 
to  150  or  more  per  day  depending  upon  the  condi- 
tion of  the  dirt  roads,  which  are  impassable  follow- 
ing heavy  rains.  Influence  of  the  hospital  extends 
far  beyond  the  nearby  town  or  even  beyond  the 
immediate  district,  which  is  inhabited  by  no  less 


than  20,000  people.  During  my  visit  an  occasional 
patient  even  came  from  Malaya,  bypassing  some 
government  hospitals  and  entering  a neighboring 
country  on  the  way. 

Gradually  the  Thai  Muslims  are  developing  more 
confidence  in  the  hospital  and  its  methods.  An 
encouraging  sign  has  been  the  prenatal  clinic,  now 
accepted  and  regularly  attended  by  many  gravid 
women.  However,  signs  of  deeply  routed  ancient 
ideas  and  superstitions  are  common.  Though 
Islam  is  rigid  in  its  required  devotion,  elements  of 
animism  are  superimposed  upon  Muslim  practices. 
An  example  is  the  “pee  screen,”  a black  billboard 
structure  outside  one  of  the  wards.  Across  the  road 
from  the  ward  is  a graveyard.  At  first  patients  were 
afraid  of  this  ward,  since  spirits  (“pee”),  they 
thought,  could  come  through  the  window  from  the 
graves  and  harm  them.  Finally  the  black  pee  screen 
was  built  to  obstruct  the  view  of  the  graveyard  and 
alleviate  the  fears  of  the  patients.  It  was  successful. 

But  success  is  not  always  possible,  especially 
where  ignorance  of  accepted  medical  practices  pre- 
vails. One  evening  a woman  in  obstructed  labor 
appeared  seeking  help.  She  was  told  a Caesarean 
section  would  be  necessary  to  deliver  her  baby,  and 
she  consented.  However,  her  husband  insisted  that 
she  be  given  an  injection,  often  considered  a pana- 
cea, or  not  treated  at  all.  No  amount  of  reasoning  or 
pleading  would  change  his  mind.  Finally,  facing  a 
certain  fate,  he  and  his  unfortunate  wife  disappeared 
into  the  night. 

Among  the  Muslim  Thai  the  local  medicine-man 
or  “homo”  practices  folk  medicine  and  witchcraft, 
usually  more  of  the  latter.  The  Saiburi  doctors  were 
on  good  terms  with  one  bomo  particularly,  who 
brought  all  his  difficult  cases  to  the  hospital  for 
treatment.  He  would  escort  his  patient  into  the 
examining  room,  explain  the  patient’s  symptoms  as 
a “fellow  medical  practitioner,”  and  finally  usher 
his  client  into  the  treatment  room  once  the  diagnosis 
had  been  established.  Whatever  his  opinion  of  his 
own  diagnostic  acumen  might  have  been,  he  enjoyed 
no  house  privileges  other  than  as  personal  guide  for 
his  own  referrals.  One  bomo  was  astounded  to  learn 
that  his  foreign  counterpart  had  spent  11  years 
mastering  his  trade. 

Half  a mile  from  the  hospital  a second  graveyard 
is  filled  with  victims  of  a past  cholera  epidemic. 
During  one  epidemic  when  medics  were  desperate 
for  intravenous  fluids,  someone  wondered  about 
the  coconuts  hanging  overhead.  Cultures  from  the 
interiors  were  sterile  and  analysis  apparently  re- 
vealed ionic  concentrations  similar  to  normal  saline. 
Under  the  circumstances  it  was  decided  to  use  them. 
One  of  the  three  soft  spots  was  punctured  for  an 
air  vent,  another  led  to  the  patient  via  a filter  and 
tubing,  the  coconut  was  elevated,  and  cholera 
patients  hydrated  with  reported  success. 
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In  Retrospect 

After  ten  brief  weeks  the  Fellowship  Program 
terminated.  During  these  weeks  it  was  my  privilege 
to  observe  various  aspects  of  Thai  medicine  and, 
of  course,  to  form  opinions. 

At  its  best  Thai  medicine  seems  to  enjoy  a reason- 
ably high  standard  of  proficiency.  This  type  of  medi- 
cine is  practiced  principally  in  Bangkok,  where  two 
medical  schools  are  located,  and  in  Chiengmai,  the 
second  largest  city.  A number  of  professors  teaching 
in  these  medical  centers  have  taken  postgraduate 
medical  training  in  western  countries.  They  will  be 
largely  responsible  for  future  medical  development 
in  Thailand.  Every  effort  should  be  made  to  encour- 
age others  with  similar  potential  to  exploit  western 
graduate  programs.  Certainly,  when  adequately 
qualified,  Thai  doctors  can  more  effectively  meet 
the  challenges  of  their  own  country  than  can 
strangers,  even  if  sufficient  foreign  personnel  were 
available.  The  Thai  labor  under  serious  disadvan- 
tages. While  some  are  qualified  specialists,  they 
must  teach  and  practice  general  medicine  besides, 
for  want  of  trained  personnel.  Furthermore,  some 
consider  research  superfluous  when  the  researcher 
is  greatly  needed  to  treat  the  sick. 

Medical  progress  suffers  from  lack  of  funds,  too. 
For  instance,  in  Chiengmai  the  foundation  for  a 
basic  science  building  is  overgrown  with  weeds. 
Originally  a seven  story  structure  was  planned,  but 
the  means  were  not  forthcoming.  Plans  were 
changed  to  a three  story  building.  Still  the  first 
brick  has  not  been  laid. 

Outside  the  two  larger  cities  medical  facilities  are 
highly  inadequate.  Second  and  third  class  practi- 
tioners are  often  dangerous.  The  rural  areas  attract 
very  few  medical  school  graduates,  but  this  is  where 
hundreds  of  doctors  are  needed  in  both  curative 
and  preventive  medicine. 

Some  nursing  instructors  have  also  trained  in 
the  West.  Even  in  the  cities  there  is  a shortage  of 
nurses,  and  when  more  are  graduated  there  will  be 
no  guarantee  of  distribution  paralleling  need.  Under 
the  circumstances  there  are  opportunities  for  quali- 
fied American  nurses  to  teach  in  Thailand  and 
other  underdeveloped  countries.  One  American 
nurse  I met  will  have  major  responsibility  for  trans- 
forming the  nursing  staff  of  a 328  bed  hospital  in 
western  Java  into  an  efficient  team  practicing  high 
standard  nursing.  I saw  that  hospital;  her  job  will 
not  be  easy.  There  are  scores  more  like  it  in 
Southeast  Asia,  away  from  university  medical  cen- 
ters. Most  need  nursing  leadership  urgently. 

In  recent  years  several  agencies  have  emerged 
which  are  laboring  diligently  to  lighten  the  medical 
burdens  of  the  world.  The  Peace  Corps,  the  Agency 
for  International  Development  (AID),  Hope, 
Medico  and  others  are  making  significant  contribu- 
tions and  all  should  be  commended. 
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The  medical  missionaries  with  whom  I worked, 
and  whose  ranks  I plan  to  j oin  following  residency 
training,  are  also  practicing  first  rate  medicine. 
Their  concern  goes  beyond  the  physical  ailments  of 
men  to  their  relationship  with  God,  but  they  believe 
only  the  best  medicine  they  can  practice  is  good 
enough. 

Through  all  these  activities  a good  start  has  been 
made.  It  is  impossible  to  remain  unmoved  after  see- 
ing the  masses  of  the  East,  living  in  underdeveloped 
countries  where  enormous  problems  of  human  wel- 
fare exist.  At  very  least  we  must  be  sympathetic  to 
these  growing  nations.  And  when  possible  we  must 
take  a more  direct  role  in  aiding  them,  either 
through  our  skills,  through  associations  with  our 
foreign  colleagues,  or  by  our  financial  support. 
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REPORT  ON  ACTIONS  OF  THE  HOUSE  OF  DELEGATES 
OF  THE  AMERICAN  MEDICAL  ASSOCIATION 

Sixteenth  Clinical  Meeting,  Los  Angeles,  November  23-28,  1962 

Charles  J.  Ashworth,  m.d.,  Delegate,  and  Arthur  E.  Hardy,  m.d.,  Alternate  Delegate, 

of  the  Rhode  Island  Medical  Society 


In  this  report  to  the  members  of  the  Rhode 
Island  Medical  Society,  which  concludes  my 
tenure  as  your  delegate  to  the  American  Medical 
Association,  may  I emphasize  two  major  issues 
that  confront  your  national  organization,  the  Amer- 
ican Medical  Association,  in  this  era  of  decision  for 
American  medicine. 

First,  a resolution  introduced  by  the  Illinois  dele- 
gation asked  that  component  societies  of  the  Amer- 
ican Medical  Association,  through  sponsorship  of 
local  Blue  Shield  Plans,  develop  programs  that 
represent  effective  mechanisms  for  financing  the 
health  care  needs  of  all  segments  of  the  community, 
but  that  these  medical  societies,  in  conjunction  with 
local  Blue  Shield  Plans  (Physicians  Service  in 
Rhode  Island)  apply  this  principle  of  prepayment  to 
the  development  of  special  forms  of  coverage  for 
senior  citizens  at  rates  consistent  with  the  income 
of  this  group  in  each  local  area. 

The  reference  committee  on  Insurance  and  Med- 
ical Service,  to  which  this  resolution  was  referred, 
recommended  to  the  House  of  Delegates  its  adop- 
tion with  minor  amendments,  which  read  as  follows  : 
“Resolved,  That  the  House  of  Delegates  of  the 
American  Medical  Association  commend  the 
Board  of  Trustees,  the  constituent  and/or  com- 
ponent medical  societies,  and  the  National  Asso- 
ciation of  Blue  Shield  Plans  for  developing  and 
sponsoring  programs  of  health  coverage  for 
senior  citizens ; and  be  it  further 
“Resolved,  That  the  House  of  Delegates  of  the 
American  Medical  Association  urge  its  constitu- 
ent and/or  component  medical  societies  to  con- 
tinue their  efforts  to  promote  aggressively  and 
consistently  the  development  of  Blue  Shield 
senior  citizen  programs  so  that  they  may  offer  a 
practical  and  fiscally  responsible  means  for  meet- 
ing the  costs  of  the  health  needs  of  our  senior 
citizens  on  a continuing  basis.” 

Second,  the  House  reaffirmed,  without  compro- 
mise or  change,  the  Association’s  policy  of  opposi- 
tion to  any  type  of  King-Anderson  legislation,  and 
support  for  the  Kerr-Mills  program.  This  action 
approved  in  principle  these  suggested  amendments 
to  the  Kerr-Mills  law  : 


1.  Remove  the  requirement  that  both  Old  Age 
Assistance  (OAA)  and  Medical  Assistance  for  the 
Aged  (MAA)  programs  be  administered  by  the 
same  agency  ; 

2.  Provide  flexibility  in  the  administration  of  the 
income  limitations  proposed  under  state  law  so  that 
a person  who  experiences  a maj  or  illness  may  qual- 
ify for  benefits  if  the  expense  of  that  illness,  in 
effect,  reduces  his  money  income  below  the  maxi- 
mum provided ; 

3.  Include  a provision  in  the  law  requiring  state 
administering  agencies  to  seek  expert  advice  from 
physicians  or  medical  societies  through  medical 
advisory  committees ; and 

4.  Provide  for  “free  choice”  of  hospital  and 
doctor  under  state  programs. 

At  the  same  time,  the  House  also  endorsed  in 
principle  four  proposed  amendments  to  the  Internal 
Revenue  Code,  designed  to  assist  in  financing  the 
medical  and  hospital  expenses  of  the  aged.  These 
amendments  would  liberalize  tax  deductions  for 
medical  expenses  of  dependents  over  age  65  ; re- 
move the  1 per  cent  drug  limitation  and  include 
drugs  as  medical  expenses ; permit  taxpayers  over 
age  65  to  receive  full  tax  benefit  for  medical 
expenses  by  use  of  the  carry-forward  and  carry- 
back principle,  and  provide  a tax  credit  for  medical 
expenses  paid  by  the  over  age  65  taxpayer, 
proportionate  to  the  relation  between  his  medical 
expense  and  taxable  income. 

“The  House  of  Delegates  believes  that  the  medi- 
cal profession  will  see  to  it  that  every  person 
receives  the  best  available  medical  care  regardless 
of  his  ability  to  pay,  and  it  further  believes  that  the 
profession  will  render  that  care  according  to  the 
system  it  believes  is  in  the  public  interest  and  that 
it  will  not  be  a willing  party  to  implementing  any 
system  which  is  detrimental  to  the  public  welfare.” 

In  its  typical  democratic  way,  the  American 
Medical  Association  House  deferred  action  upon  a 
recommendation  from  its  Judicial  Council  regard- 
ing the  ethicality  of  doctors’  ownership  in  drug 
stores,  or  a controlling  percentage  of  shares  in  a 
pharmaceutical  company,  the  dispensing  of  eye- 
glasses, and  advertising  of  medical  laboratories. 

continued  on  next  page 
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In  a submitted  report  containing  new  opinions  on 
the  medical  ethics  involved  in  physician  ownership 
of  drug  stores,  drug  repacking  houses  and  drug 
companies,  dispensing  of  glasses  by  ophthalmolo- 
gists, and  advertising  practices  of  medical  labora- 
tories, the  House  decided  that  the  questions  of 
physician  ownership  of  drug  stores,  drug  repackag- 
ing houses  and  drug  companies,  and  the  dispensing 
of  glasses  by  ophthalmologists  should  not  be  acted 
upon  at  this  time.  Those  opinions  were  returned  to 
the  Judicial  Council  for  further  study  and  report. 
The  House  approved  the  portion  of  the  report 
relating  to  advertising  practices  of  medical  labora- 
tories and  agreed  that  the  propriety  of  such  prac- 
tices should  be  determined  at  the  local  level  in 
compliance  with  the  new  opinion.  The  House  also 
approved  the  rules  of  procedure  adopted  by  the 
Judicial  Council  for  disciplinary  action  in  cases 
where  the  Association  now  has  original  jurisdiction 
as  conferred  by  the  June,  1962,  change  in  the 
Bylaws. 


Interns  and  Residents 

A special  report  on  the  compensation  of  interns 
and  residents,  which  was  published  in  the  Octo- 
ber 27  issue  of  JAMA,  was  presented  by  the  Council 
on  Medical  Education  and  Hospitals  and  the 
Council  on  Medical  Service.  The  report  was  sub- 
mitted as  information  only,  with  a request  for 
further  study,  comments  and  suggestions.  It  urged 
that  all  delegates,  hospital  staffs  and  medical  soci- 
eties discuss  the  report  and  forward  all  suggestions 
to  the  two  Councils  in  time  to  influence  the  form  of 
the  report  to  be  presented  for  action  at  the  June, 
1963,  meeting. 

In  another  action  on  graduate  medical  education, 
the  House  approved  a report  on  internships  and 
hospital  services  in  which  the  Council  on  Medical 
Education  and  Hospitals  recommended  numerous 
changes  in  the  Essentials  of  an  Approved  Intern- 
ship, declaring  that  “their  acceptance  will  further 
strengthen  the  educational  values  of  the  internship 
and  advance  American  medicine’s  contribution 
to  worthy  goals  of  international  educational 
exchange.” 

In  order  to  maintain  high  standards  of  education 
and  better  assure  the  patients’  welfare,  at  least  25% 
of  the  total  house  staff  (interns  and  residents)  of  a 
hospital  should  be  graduates  of  accredited  United 
States  or  Canadian  medical  schools.  When  United 
States  and  Canadian  graduates  represent  a lesser 
portion  of  the  house  staff  for  two  successive  years, 
this  will  warrant  that  serious  consideration  be 
given  to  disapproving  the  internship.” 

The  Council  on  Medical  Education  and  Hospi- 
tals was  instructed  to  exert  every  possible  effort 
and  influence  so  that  all  hospitals  with  approved 
house  officer  training  programs  accept  a reasonable 
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number  of  foreign  medical  school  graduates. 

Among  other  actions, 

1.  The  House,  by  a vote  of  130  to  48,  adopted 
changes  in  the  Constitution  and  Bylaws  which 
would  have  implemented  the  June,  1962,  recom- 
mendations of  the  Ad  Hoc  Committee  on  the  Board 
of  Trustees,  including  expansion  of  the  Board  from 
11  to  15  members.  However,  the  Judicial  Council 
later  informed  the  House  that  the  affirmative  votes 
necessary  to  amend  the  Constitution  should  have 
totalled  at  least  144,  or  two-thirds  of  the  216  voting 
delegates  registered  at  the  W ednesdav  session.  The 
House  then  adopted  a motion  to  vote  on  the  pro- 
posed Constitutional  amendments,  in  accord  with 
the  changes  made  in  the  Bylaws,  at  the  opening 
session  of  the  June,  1963,  meeting. 

2.  Instructed  the  Board  of  Trustees  to  use  every 
influence  in  their  command  to  have  the  Hill-Burton 
Law  amended  in  such  a manner  as  to  eliminate  all 
categorical  grants,  eliminate  the  term  “diagnostic 
and  treatment  centers”  from  any  listings  in  the  act 
and  prevent  federal  funds  being  awarded  under 
existing  law  as  a grant  to  closed  panel  medical 
corporations  to  build  diagnostic  and  treatment 
centers. 

3.  Encouraged  medical  societies  and  physicians 
to  provide  co-operation  and  leadership  in  the  formu- 
lation and  operation  of  regional  hospital  planning 
bodies. 

In  conclusion,  may  I commend  my  alternate  and 
successor,  Doctor  Arthur  E.  Hardy,  President  of 
the  Rhode  Island  Medical  Society,  knowing  that  his 
indoctrination  as  alternate  delegate  has  prepared 
him  well  to  represent  you  in  the  coming  years.  And 
that  his  successor  in  the  leadership  of  the  State 
Society,  Doctor  Thomas  Perry,  and  others  who  will 
follow  may  have  a sense  of  confidence  and  security, 
not  only  in  a capable  delegate,  but  in  the  additional 
liaison  resulting  from  my  election  by  the  House  of 
Delegates  of  the  American  Medical  Association  to 
the  Council  on  Medical  Service  in  June,  1961. 

Charles  J.  Ashworth,  m.d. 

Delegate  1955-1962 
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Editorials 


THE  DOCTORS’  OWN  PLAN? 


Tn  a mood  of  conciliation  and  accommodation  the 

Corporation  of  the  Rhode  Island  Medical 
Society  Physicians  Service  at  its  recent  annual 
meeting  changed  its  By-Laws  to  effect  an  increase 
in  public  representation  on  its  Board  of  Directors 
from  six  to  nine.  The  Board  is  now  comprised  of 
twelve  physicians  and  nine  public  members.  It  is 
sincerely  hoped  that  this  action  will  serve  its  in- 
tended purpose  of  showing  good  will  and  promoting 
public  confidence. 

Nevertheless,  legislation  is  being  advanced  in  the 
General  Assembly  to  amend  the  charter  of  Physi- 
cians Service  to  impose  a majority  of  public  mem- 
bers on  the  Board.  Questions  of  constitutionality 
aside,  it  is  to  be  hoped  that  this  ill-advised  legisla- 
tion will  be  properly  buried.  Similar  proposals  were 
introduced  in  last  year’s  legislature.  Certain  ob- 
servations were  made  in  these  columns  at  that  time 
which  are  valid  and  worth  repeating  now : 

“ [A]  matter  that  must  be  faced  realistically  is  the 
proposal  to  remove  the  control  of  Physicians  Serv- 
ice from  the  medical  profession.  The  heart  of  this 
plan  lies  in  the  service  benefit  provisions  for  under- 
income subscribers  according  to  the  several  con- 
tracts. This  public  service  is  provided  by  partici- 
pating physicians  under  contract  on  a voluntary 
basis.  It  is  our  emphatic  conviction  that  service 
benefits  and  public  control  are  absolutely  incom- 
patible. We  are  willing  to  predict  that  a radical 
change  in  the  government  of  the  plan  will  result  in 
resignations  of  participating  physicians  sufficient  to 
make  it  inoperative  in  its  present  form.  This  is  a 
considerable  onus  for  our  legislators  to  assume.  A 
plan  as  advantageous  to  the  public  as  our  Physicians 
Service  would  be  difficult  to  replace.  But  if  they 


elect  to  wreck  the  plan  in  this  irresponsible  way,  we 
want  to  be  on  record  as  having  warned  them.” 

The  Evening  Bulletin  of  Providence,  which  inci- 
dentally does  not  supply  medical  services  on  either 
a service  or  indemnity  basis,  has  commented  edi- 
torially on  the  method  of  selecting  public  members  : 
“Public  members  are  chosen  by  the  Corporation 
which  consists  of  physicians.  The  public  might 
question,  in  principle,  the  propriety  of  having  phy- 
sicians name  the  laymen  to  represent  the  people  in 
deliberations  affecting  premiums  for  medical  insur- 
ance and  fees  to  be  paid  doctors  for  their  services. 
Some  arrangement  whereby  the  public,  or  their 
elected  representatives  would  have  a say  in  nomi- 
nating some  or  all  public  members  might  be  even 
more  acceptable.” 

One  thing  is  very  clear.  It  would  most  certainly 
not  be  acceptable  to  physicians  to  have  “delibera- 
tions affecting  . . . fees  to  be  paid  doctors  for  their 
services”  in  the  hands  of  a body  controlled  by  non- 
physician members,  or  containing  any  voting  mem- 
bers selected  by  some  outside  body,  politically  or 
otherwise  motivated.  It  would  obviously  be  unbear- 
able to  provide  service  benefits  under  this  type  of 
control. 

It  may  be  well  further  to  keep  in  mind  that  the 
Corporation’s  action  to  increase  public  representa- 
tion on  the  Board  carried  by  a very  slender  margin. 
(A  majority  of  the  physicians  present  actually 
voted  against  it.)  Although  we  support  the  final 
action  and  hope  that  real  benefits  will  accrue  from 
it,  any  attempts  further  to  erode  physician  control 
of  the  organization  will  be  deeply  resented  and 
inevitably  lead  to  serious  consequences. 


A GOOD  SHOW 

At  the  recent  annual  meeting  of  the  Provi-  officers,  and  of  delegates  to  the  Rhode  Island  Medi- 

- dence  Medical  Association  there  was  a record-  cal  Society.  Everyone  present  was  heartened  by 

breaking  attendance,  attracted  by  the  presentation  the  widespread  interest  in  the  affairs  of  the  Asso- 

for  the  first  time  in  history  of  a counter  slate  of  ciation  thus  demonstrated.  Active  participation  by 

continued,  on  next  page 
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the  members  in  the  choice  of  their  government  and 
representation  can  only  be  healthy  and  redound  to 
the  benefit  of  all. 

It  is  our  feeling  that  some  of  the  issues  at  stake 
in  that  meeting  should  be  given  mature  considera- 
tion by  the  governing  bodies.  A broad  representa- 
tion is  desirable  to  give  voice  to  groups  of  varying 
background  and  with  differing  problems.  We  do 
not  feel  that  selection  should  be  on  the  basis  of  race 
or  religious  preference,  hospital  affiliation,  spe- 
cialty, or  lack  of  any  of  these.  Officers  and  delegates 
should  be  selected  for  wisdom,  judgment,  and  ma- 
turity. We  do  suggest,  however,  that  after  adequate 
consideration  has  been  given  to  tenure  from  the 
point  of  view  of  training  of  members  for  leadership 
and  responsibility  within  our  councils,  greater 
attention  be  paid  to  a more  active  turnover  each 
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year  of  committeemen  and  delegates.  Only  in  this 
way  will  the  membership  feel  an  adequate  sense  of 
participation,  and  only  in  this  way  can  new  leader- 
ship talent  be  discovered,  and  then  trained  for  the 
future.  Rapid  turnover  as  an  end  in  itself  or  poor 
selection  based  on  parochial  interests  would  be  most 
detrimental  in  these  times  of  complex  issues  and 
strong  political,  social,  and  economic  pressure  upon 
the  medical  profession. 

We  hope  that  this  manifest  broad  concern  of  the 
members  with  the  problems  of  the  Association  will 
be  encouraged  to  continue  and  grow.  We  further 
urge  when  elections  are  over  that  differences  be 
composed  so  that  the  profession  may  present  a 
strong  and  united  front  before  the  public 
and  against  the  challenges  that  must  be  met. 


BIG  RIVER -WOOD  RIVER 


The  rejection  by  the  voters  in  the  last  Rhode 
Island  general  election  of  the  bond  issue  to 
finance  the  acquisition  of  additional  watershed  and 
reservoir  lands  in  the  western  part  of  the  State  was 
indeed  a disappointment  to  thoughtful  citizens.  The 
defeat  of  this  important  measure  was  a result  of 
several  factors,  among  which  were  inadequate  edu- 
cational preparation  to  inform  the  voters  of  the  true 
merits  of  the  plan,  concern  in  the  communities 
affected  over  loss  of  tax  revenue,  and  a propaganda 
campaign  by  sportsmen’s  organizations  arousing 
unwarranted  fears  of  interference  in  hunting 
and  fishing  activities.  The  imminence  and  practica- 
bility of  salt  water  conversion  for  a region  of  fresh 
water  abundance  were  much  exaggerated.  The 
wisdom  of  state-wide  water  resources  planning  in 
this  snug  city-state  and  the  practical  inevitability 
that  land  must  sooner  or  later  be  acquired  for  this 
purpose  were  obscured  by  a smokescreen  of  mis- 
information and  political  doubletalk.  When  acqui- 
sition eventually  takes  place,  it  will  undoubtedly 
cost  many  times  presently  quoted  prices. 

The  Rhode  Island  Medical  Society  and  its  com- 
ponent district  societies  have  traditionally  in  the 
past  taken  an  active  role  in  matters  of  health  such  as 
air  and  water  pollution,  milk  control,  highway 
safety,  poliomyelitis  and  many  others.  Adequate 
fresh  water  resources  for  drinking  purposes  are  a 
proper  concern  of  the  medical  profession.  We  are 
encouraged,  therefore,  to  learn  that  the  State  Water 


Resources  Co-ordinating  Board  has  announced  its 
determination  to  continue  the  campaign  for  acqui- 
sition of  the  necessary  lands  in  the  Big  River  and 
Wood  River  watersheds.  This  announcement  was 
followed  immediately  by  a vigorous  expression  of 
support  from  Governor  John  H.  Chafee. 

The  current  estimated  cost  of  $5,000,000  for 
acquisition  of  the  land  is  modest  in  the  long  perspec- 
tive, and  undoubtedly  will  be  very  much  higher  in 
years  to  come,  especially  with  the  eventual  spread 
of  suburban  communities  and  industry  into  those 
areas.  The  State  has  no  immediate  plans  for  the 
building  of  reservoirs,  but  the  Board  feels  it  is  most 
important  that  the  areas  remain  available  in  their 
present  form.  To  lessen  any  present  impact  on  wild- 
life and  sporting  activities,  the  Board  is  quite  will- 
ing to  turn  over  management  of  the  lands  to  another 
state  agency  pending  later  decisions. 

The  Board  states  reasonably  and,  with  consider- 
able logic : “Any  conceivable  plan  for  the  develop- 
ment of  the  State’s  water  resources  will  cause  some 
inconvenience  to  some  people,  but  failure  to  pro- 
vide for  future  water  supplies  will  cause  much  more 
inconvenience  and  seriously  interfere  with  the 
growth  and  development  of  the  State.” 

We  hope,  as  does  the  Board,  that  the  General 
Assembly  will  keep  the  issue  alive,  and  that  the 
voters  will  reconsider  their  earlier  position  and  give 
support  to  this  worthwhile  and  forward-looking 
plan.  We  urge  them  to  do  so. 


THE  WEAKER  SEX 


A popular  comedian  has  discovered  why  women 
live  longer  than  men.  They  don’t  marry  women. 
While  we  wouldn’t  consider  it  proper  to  give  this 
explanation  editorial  credence,  it  does  emphasize  a 


fact  of  which  even  the  laity  is  fully  cognizant — the 
difference  in  longevity  between  the  human  male 
and  female. 

Nature  apparently  endowed  the  female  of  the 
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species  with  this  special  gift  of  life  for  good  and 
sufficient  reasons.  The  growing  disparity  in  the 
numbers  of  elderly  males  and  females  in  the  popu- 
lation was  not  always  a factor  to  be  reckoned  with. 
The  hazards  of  childbirth,  the  burdens  of  child- 
bearing, and  the  hard  life  of  early  times  bore  more 
heavily  upon  the  female  than  upon  the  male.  The 
gravestones  in  olden  times  bore  testimony  to  this. 
It  was  not  uncommon  for  the  head  of  the  family  to 
outlive  several  good  and  faithful  wives,  and  withal 
to  die  a widower. 

Perhaps  in  these  inherited  sexual  differences  lies 
the  secret  to  the  prolonging  of  life.  It  is  well  recog- 
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nized  that  women  seldom  have  coronary  occlusion 
before  the  menopause.  Males  are  more  prone  than 
females  to  carcinoma  of  the  lung,  and  carcinoma  of 
the  esophagus.  Even  though  in  other  instances  the 
preponderance  is  reversed,  the  net  result  of  all 
sexual  differences  in  degenerative  disease  is  an 
appreciable  advantage  in  favor  of  the  female. 

Now  that  medical  science  has  begun  to  unravel 
the  complexities  of  steroid  chemistry  and  physiol- 
ogy and  to  unlock  the  secrets  of  nuclear  genetics 
and  chemistry,  perhaps  causes  of  the  disparity  will 
be  discovered  and  put  to  good  use. 


"TO  PROTECT  UNWARY  AMERICANS" 


Our  society  has  been  plagued  since  earliest 
times  by  the  peddlers  of  ‘gold'  bricks,  the  pitch- 
men who  dispensed  their  elixirs,  and  the  characters 
who  inveigled  yokels  . . . into  ‘buying’  the  Brooklyn 
Bridge.  It  is  merely  the  old  story  in  up-to-date 
dress."  (Editorial.  The  Evening  Bulletin,  Provi- 
dence, January  22,  1963.) 

^ ^ 

“Asthma  Formula  Prescribed  Most  by  Doctors 
— Available  Now  Without  Prescription.  Stops 
Attacks  in  Minutes  . . . Relief  Lasts  for  Hours.  The 
asthma  formula  prescribed  by  doctors  for  their 
private  patients  is  now  available  to  asthma  sufferers 
without  prescription.  Medical  tests  proved  this 
formula  stops  asthma  attacks  in  minutes  and  gives 


ALL-NUMBE 

AlthoE'GH  the  recent  decision  of  the  Telephone 
Goliath  in  favor  of  all-number  dialing  would 
seem  beyond  the  purview  of  these  columns,  we 
would  plead  otherwise.  Firstly,  doctors  use  tele- 
phones, and  secondly,  the  psychosomatic  health  of 
telephone  users,  including  doctors,  is  justly  our 
concern. 

While  we  have  no  disposition  to  stand  in  the  way 
of  technological  progress,  we  humbly  suggest  a 
modification  of  the  all-number  system  which  has  all 
of  the  advantages  of  that  system  and  none  of  its 
disadvantages.  While  we  are  strictly  a traditional- 
ist, we  will  not  suffer  over  the  passing  of  UNion  1, 
Williams  2,  or  yea,  even  BUtterfield  8.  We  do  not 
feel  that  the  use  of  Anglo-Saxon  or  Norman  French 
proper  names  are  essential  aids  to  memory.  But  we 
do  feel  that  the  use  of  letters  of  the  alphabet  in  asso- 
ciation with  numbers  in  remembering  long  serials 


hours  of  freedom  from  recurrence  of  painful  asthma 
spasms  . . . now  it  can  be  sold — without  prescrip- 
tion in  most  states."  (Advertisement,  Ibid,  p.  7) 

“Arthritis,  Rheumatism,  Muscular  Pains.  Rush 
out  pain  . . . rush  in  relief.  That’s  what  you  do  for 
nagging,  moderate  arthritis,  Rheumatism  or  Mus- 
cular Pains  whenever  they  occur.  ...  No  other 
medicine  in  all  the  world  is  faster,  safer,  more  effec- 
tive for  such  pain.  ...  if  tablets  don’t  give  you 
wonderful  fast  results  send  the  bottle  back  and  we’ll 
return  your  money.  That  way  the  only  thing  you 
stand  to  lose  is  pain.’’  (Advertisement,  Ibid,  p.  9) 

Do  you  read  the  editorial  page  or  the  advertise- 
ments'? 


R DIALING 

is  helpful.  New  York  State,  the  first  in  the  Union 
to  be  confronted  with  seven  numeral  automobile 
license  plates,  pioneered  in  the  use  of  combinations 
of  letters  and  numbers,  now  quite  universally 
adopted,  to  the  great  advantage  of  the  driving  pub- 
lic who  must  remember  their  own  registration  num- 
bers, and  to  law  enforcement  officers,  who  must 
recognize  them  quickly. 

Our  suggestion  is  very  simple.  We  offer  a 10 
digit,  10  letter  dial : 1234567890 

ABCDEFGHJK 
For  intercity  and  international  dialing  only  the 
numbers  will  be  used.  For  local  calls  the  user  may 
use  two  letters  and  five  numbers  as  at  present.  Thus 
123-6789  would  also  be  AB 1-6789.  Only  those 
folks  would  suffer  who  find  GEneva  or  REgent 
achingly  sentimental. 
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PROVIDENCE  MEDICAL  ASSOCIATION 

The  116th  Annual  Meeting  of  the  Providence 
Medical  Association  was  held  at  the  Rhode  Island 
Medical  Society  Library  on  Monday,  January  7, 
1963. 

In  the  absence  of  the  President,  Doctor  J.  Mer- 
rill Gibson,  the  meeting  was  called  to  order  by  the 
Vice-President,  Doctor  Harry  E.  Darrah,  at 
8 :30  p.m. 

The  reading  of  the  minutes  of  the  previous  meet- 
ing was  dispensed. 

Annual  Report  of  the  Secretary 

Doctor  William  A.  Reid,  Secretary,  read  his 
annual  report,  copy  of  which  is  made  part  of  the 
official  minutes  of  the  meeting. 

ACTION : The  motion  was  made,  seconded  and 
passed  that  the  annual  report  of  the  Secretary  be 
received  and  placed  on  file. 

Annual  Report  of  the  Treasurer 

Doctor  Frank  I.  Matteo,  Treasurer,  read  his 
annual  report,  copy  of  which  is  made  part  of  the 
official  minutes  of  the  meeting. 

ACTION : It  was  moved,  seconded  and  passed 
that  the  annual  report  be  approved  and  placed 
on  file. 

Report  of  the  Executive  Committee 

Doctor  Reid  reported  for  the  Executive  Com- 
mittee as  follows : 

At  a recent  meeting  the  Executive  Committee 
approved  of  the  transfer  to  active  membership  in 
the  Pawtucket  Medical  Association  of  Doctor 
Robert  E.  Newhouse,  and  of  the  transfer  from  the 
Pawtucket  Medical  Association  to  active  member- 
ship in  the  Providence  Medical  Association  of 
Doctor  Edward  L.  Horan. 

The  Committee  approved  of  the  mailing  to  the 
membership  of  a directory  of  trained  graduates  to 
serve  as  sitters  for  handicapped  and  retarded  chil- 
dren, and  of  a mailing  of  information  on  Lo-sodium 
milk  as  approved  by  the  Medical  Milk  Commission 
of  the  Association. 

The  appointment  of  Doctor  Wilson  Utter  as  the 
Association's  co-ordinator  for  the  statewide  mass 
oral  polio  campaign  to  be  held  on  Sundays,  March  3 
and  April  21,  was  approved. 


The  Executive  Committee  reviewed  and 
approved  the  application  of  Doctor  Eufrocino  N. 
Beltran  for  active  membership  in  the  Association. 
ACTION : The  motion  was  made,  seconded  and 
passed  that  Doctor  Beltran  be  elected  to  active 
membership  and  that  the  report  of  the  Executive 
Committee  be  received  and  approved. 

Presidential  Address 

Doctor  Theodore  K.  Gibson,  son  of  the  Presi- 
dent, Doctor  J.  Merrill  Gibson,  was  introduced  by 
Doctor  Darrah.  He  reported  that  his  father 
regretted  that  due  to  his  convalescence  from  recent 
surgery  he  was  unable  to  attend  the  meeting  and 
that  he  extended  to  the  entire  membership  his 
thanks  and  appreciation  for  the  co-operation  that 
they  had  given  him  during  the  year. 

Doctor  Theodore  Gibson  then  read  his  father's 
presidential  address,  copy  of  which  is  made  part  of 
the  official  minutes  of  the  meeting. 

>|<  >jC  5^ 

Election  of  Officers 

The  Secretary  reported  that  a slate  of  counter 
nominees  had  been  submitted  to  the  membership 
in  accordance  with  the  by-laws  and  that  upon  advice 
of  legal  counsel  a letter  had  been  sent  to  each  of  the 
counter  nominees  to  inquire  whether  or  not  he 
wished  to  stand  for  election.  He  read  the  names  of 
the  men  who  had  expressed  the  wish  that  their 
names  be  on  the  counter  nomination  slate,  the 
names  of  the  men  who  asked  to  be  removed  from 
the  ballot,  and  the  names  of  the  men  who  had  not 
replied  to  the  inquiry. 

The  Chairman  ruled  that  those  men  who  had  not 
replied  would  be  considered  as  willing  to  be  listed 
on  the  ballot. 

Mr.  Charles  P.  Williamson,  legal  counsel,  briefly 
explained  the  procedure  for  voting.  The  Chairman 
noted  that  a printed  ballot  had  been  prepared  with 
lines  drawn  through  the  names  of  the  men  who  had 
asked  that  their  names  be  stricken  from  the  ballot. 
He  stated  that  four  members  should  be  elected  to 
the  Executive  Committee  and  thirty-three  to  the 
House  of  Delegates. 

The  election  was  conducted  by  written  ballot  and 
copy  of  the  ballot  is  made  part  of  the  official  min- 
utes of  this  meeting. 
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The  Chairman  named  as  tellers  for  the  election 
the  following : Doctors  Chaset,  Addonizio,  Ah  Cor- 
vese,  Yessian,  Fortunato,  and  McDuff. 

Presentation  of  Membership  Certificates 

The  Vice-President  awarded  membership  certifi- 
cates to  Doctors  Cofone  and  Karacan  who  had  been 
elected  at  the  December  meeting  of  the  Association. 

Scientific  Program 

The  Vice-President  introduced  Doctors  George 
K.  Boyd  and  Thomas  Perry,  Jr.  who  were  members 
of  the  Rhode  Island  medical  group  that  spent  the 
month  of  October  in  Algiers.  Doctors  Boyd  and 
Perry  presented  an  interesting,  illustrated  lecture 
on  the  “Care-Medical  Program  in  Algeria.’’ 

Meeting  Recess 

The  Chairman  reported  that  the  tellers  had  not 
completed  their  work  ; therefore  the  meeting  would 
be  recessed  for  three-quarters  of  an  hour. 

Meeting  Reconvened 

The  meeting  was  reconvened  at  11  :40  p.m. 

The  Secretary  reported  that  the  tellers  had  com- 
pleted their  tally,  and  the  slate  of  officers  and  dele- 
gates proposed  by  the  Executive  Committee  to  the 
membership  had  been  elected.  He  read  the  vote 
totals  to  the  physicians  present. 

Adjournment 

The  Chairman  declared  the  116th  Annual  Meet- 
ing adjourned  at  11 :50  p.m. 

Collation  was  served. 

Attendance  was  339. 

William  A.  Reid,  m.d.,  Secretary 

>«:  sic 

A regular  meeting  of  the  Providence  Medical 
Association  was  held  at  the  Rhode  Island  Medical 
Society  Library  on  Monday,  November  6,  1962. 
The  meeting  was  called  to  order  at  8 : 30  p.m.  by  the 
Vice-President,  Doctor  Harry  E.  Darrah,  in  the 
absence  of  Doctor  J.  Merrill  Gibson,  President. 

Doctor  Darrah  noted  that  Doctor  Gibson  was 
convalescing  from  an  illness  and  therefore  was 
unable  to  be  at  the  meeting.  A motion  was  made, 
seconded  and  unanimously  passed  that  the 
Secretary  be  instructed  to  convey  to  Doctor  Gibson 
the  best  wishes  of  the  Association  for  a speedy 
convalescence. 

Doctor  Darrah  announced  invitations  from  Prov- 
idence College  to  members  of  the  Association  to  a 
lecture  at  the  dedication  of  the  new  Edward  J. 
Hickey  Health  Research  Laboratory  at  the  College 
on  November  12,  and  from  the  College  of  Pharmacy 
of  the  University  of  Rhode  Island  to  attend  its  fifth 
annual  pharmacy  clinic  at  the  University  on 
November  14  and  15.  He  also  urged  members  of 


Officers  and  Delegates  elected  by  the 
Providence  Medical  Association 

Harry  E.  Darrah,  m.d President 

Frank  I.  Matteo,  m.d Vice  President 

William  A.  Reid,  m.d Secretary 

William  J.  MacDonald,  m.d Treasurer 

J.  Merrill  Gibson,  m.d Councillor  (2  yrs.) 

Alfred  L.  Potter,  m.d Trustee  (1  yr.) 

John  P.  Grady,  m.d. 

Stanlev  Grzebien,  m.d.  Exec.  Committee 
Gustavo  A.  Motta,  m.d.  (3  year  terms) 
Carl  A.  Sawyer,  m.d. 

Delegates  to  R.  I.  Medical  Society 
House  of  Delegates 

Robert  R.  Baldridge,  m.d. 

John  T.  Barrett,  m.d. 

Irving  A.  Beck,  m.d. 

J.  Robert  Bowen,  m.d. 

Bertram  H.  Buxton,  m.d. 

Wilfred  I.  Carney,  m.d. 

Joseph  E.  Caruolo,  m.d. 

Francis  H.  Chafee,  m.d. 

Henry  B.  Fletcher,  m.d. 

Warren  Francis,  m.d. 

Frank  Fratantuono,  m.d. 

J.  Merrill  Gibson,  Sr.,  m.d. 

John  F.  W.  Gilman,  m.d. 

Seebert  J.  Goldowsky,  m.d. 

Stanley  Grzebien,  m.d. 

John  C.  Ham,  m.d. 

Waldo  O.  Hoey,  m.d. 

Walter  S.  Jones,  m.d. 

Joseph  Lambiase,  m.d. 

Robert  V.  Lewis,  m.d. 

Frank  C.  MacCardell,  m.d. 

William  J.  MacDonald,  m.d. 

Gustavo  A.  Motta,  m.d. 

William  S.  Nerone,  m.d. 

Francis  W.  Nevitt,  m.d. 

Arnold  Porter,  m.d. 

William  A.  Reid,  m.d. 

Ralph  D.  Richardson,  m.d. 

Jack  Savran,  m.d. 

Carl  S.  Sawyer,  m.d. 

Stanley  D.  Simon,  m.d. 

John  Turner,  II,  m.d. 

Elihu  S.  Wing,  Jr.,  m.d. 


the  Association  to  attend  the  New  England  Post- 
graduate Assembly  being  held  in  Boston. 

Members  elected  to  membership  in  the  Associa- 
tion at  the  October  meeting  were  presented  certifi- 
cates of  membership  by  Doctor  Darrah. 

The  scientific  program  was  a panel  discussion  on 

continued  on  next  page 
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the  Medical  Aspects  of  the  state  Workmen’s  Com- 
pensation Law.  Panelists  were  Mr.  George  Roche, 
chairman  of  the  W orkmen  s Compensation  Com- 
mission, Mr.  Lee  Worrell,  for  thirty-two  years  an 
active  practitioner  in  the  defense  of  claims  under 
the  compensation  law,  and  Mr.  Julius  C.  Michael- 
son,  secretary  of  the  R.  I.  Bar  Association. 

Each  panelist  gave  an  interesting  report  on  spe- 
cific phases  of  the  statute  covering  the  protection  of 
workers  injured  on  the  job  in  Rhode  Island,  and 
each  offered  personal  comments  on  improvements 
that  might  be  made  in  the  legislation.  The  formal 
presentations  were  followed  by  an  extremely  inter- 
esting period  of  audience  participation,  with  the 
panelists  answering  many  questions  raised  by  the 
members. 

The  meeting  was  adjourned  at  10  :20  p.m. 

Attendance  was  88. 

Collation  was  served. 

William  A.  Reid,  m.d.,  Secretary 

;{<  >fc 

A regular  meeting  of  the  Providence  Medical 
Association  was  held  at  the  Rhode  Island  Medical 
Society  Library  on  Monday,  December  3,  1962.  In 
the  absence  of  the  President,  Doctor  Harry  Darrah, 
Vice-President,  called  the  meeting  to  order  at 
8 :30  p.m. 

The  minutes  of  the  November  meeting  were  not 
read.  Doctor  Darrah  reported  that  these  minutes 
will  he  published  in  the  medical  journal. 

Report  of  the  Secretary 

Doctor  William  A.  Reid,  secretary,  reported  for 
the  executive  committee  as  follows  : 

1.  It  voted  to  recommend  to  the  Association  that 
the  annual  dues  for  1963  he  $30,  an  increase  of  $10 
to  supplement  the  work  of  the  executive  office. 
ACTION : A motion  was  made,  seconded  and 
passed  that  the  recommendation  regarding  1963 
dues  he  adopted. 

2.  As  a Nominating  Committee  it  prepared  a 
slate  of  officers  which  it  has  submitted  to  the  mem- 
bership with  the  announcement  of  tonight’s  meet- 
ing, and  which  will  not  be  read.  It  is  to  be  acted 
upon  at  the  meeting  on  January  7,  1963. 

3.  The  Executive  Committee  recommends  that 
Section  8 of  Article  1 of  the  by-laws  be  amended  to 
provide  that  counter  nominations  must  be  signed 
by  five  (5)  per  cent  of  the  active  membership,  in- 
stead of  by  ten  (10)  members,  as  now  written. 
ACTION : A motion  was  made,  seconded  and 
passed  without  dissent  that  the  by-law  amendment 
recommended  be  adopted. 

Communication 

Doctor  Darrah  read  a letter  from  the  chief  of 
police  of  Providence  urging  physicians  to  exercise 
extra  special  care  in  the  disposal  of  hypodermic 
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syringes  of  the  disposable  type,  as  several  had 
recently  been  found  in  Providence  after  they  had 
apparently  fallen  from  a rubbish  disposal  truck  and 
were  recovered  by  juveniles. 

Applicants  for  Membership 

Doctor  Reid  reported  that  the  executive  com- 
mittee recommended  for  election  to  active  member- 
ship in  the  Association  the  following  physicians  : 
Doctor  Joseph  A.  Cofone,  of  Providence 
Doctor  Ismet  Karacan,  of  Howard 
ACTION : A motion  was  made,  seconded  and 
passed  that  these  applicants  he  elected  to  active 
membership. 

Scientific  Program 

The  scientific  program  was  a clinicopathological 
conference  for  which  Doctor  Darrah  was  the 
moderator. 

The  clinical  discussor  was  Lot  B.  Page,  m.d., 
Acting  Director  of  Clinical  Laboratory  and  Assist- 
ant Physician,  and  Chief  of  Hypertension  Clinic, 
Massachusetts  General  Hospital,  Boston,  Mass. 

The  pathologist  was  George  F.  Meissner,  m.d., 
Associate  Pathologist,  Rhode  Island  Hospital, 
Providence,  Rhode  Island ; and  Assistant  Profes- 
sor, Tufts  University  Medical  School. 

The  meeting  adjourned  at  9:25  p.m. 

Attendance  was  67. 

Collation  was  served. 

William  A.  Reid,  m.d.,  Secretary 

WASHINGTON  COUNTY 
MEDICAL  SOCIETY 

The  quarterly  meeting  of  the  Washington 
County  Medical  Society  was  held  in  the  Staff  Room 
of  the  Westerly  Hospital,  Westerly,  R.  I.,  on  Octo- 
ber 10,  1962. 

The  meeting  was  opened  at  11 : 1 2 a.m.  by  Doctor 
Joseph  L.  C.  Ruisi,  the  President,  and  Doctor  John 
B.  Lawlor,  Assistant  Surgeon,  Dept,  of  Urology  of 
the  Rhode  Island  Hospital,  began  his  discussion 
‘‘Experiences  with  the  Artificial  Kidney,”  as  the 
Society’s  guest  speaker. 

Doctor  Lawlor  outlined  some  of  the  history  of 
the  use  of  dialysing  membranes  used  in  an  attempt 
to  remove  toxic  substances  from  the  blood  of  ex- 
perimental dogs,  especially  that  of  the  work  of 
Rountree.  The  main  problems  are  the  choice  of  an 
adequate  membrane  and  the  use  of  a suitable  anti- 
coagulant. The  membrane  used  was  colloidin  and 
the  anticoagulant  selected  in  these  early  experi- 
ments was  hirudin. 

In  1939  Doctor  William  Kolf  in  Holland,  during 
the  German  occupation,  devised  a crude  but  work- 
able model  of  an  artificial  kidney.  Three  models 
were  made,  one  was  sent  to  the  United  States,  one 
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to  England,  and  one  was  sent  behind  the  Iron 
Curtain. 

The  modern  descendant  of  the  above  early  ma- 
chine consists  of  a partly  permanent  and  a partly 
disposable  unit.  The  apparatus  in  use  at  the  Rhode 
Island  Hospital  is  made  by  the  Baxter  Co.  In  1957 
Doctor  Landsteiner  of  the  Rhode  Island  Hospital 
started  an  artificial  kidney  unit  at  this  institution. 

Doctor  Lawlor  discussed  various  aspects  of  the 
experience  with  the  artificial  kidney  in  a series  of 
41  patients  dialysed,  varying  in  age  from  A]/2  to  70 
years  of  age.  Indications  varied  from  acute  and 
chronic  renal  failure ; also  treatment  for  acute  drug 
poisoning. 

The  technical  details  involved  in  handling  this 
complicated  apparatus,  and  the  proper  selection  of 
patients  was  very  interestingly  and  ably  presented. 
A question  period  followed  the  speaker. 

The  minutes  of  the  previous  meeting  were  unan- 
imously accepted  as  read. 

Communications:  The  application  of  Doctor 

Anthony  John  Fusco  for  membership  in  the  Society 
was  read.  All  necessary  qualifications  for  member- 
ship having  been  met,  Doctor  Fusco  was  voted  in 
as  a new  member  of  the  Society. 

On  behalf  of  the  Society,  a letter  of  condolence 
was  sent  by  the  Secretary  to  the  widow  of  Doctor 
Patrick  J.  Manning,  recently  deceased. 

Reports  of  Special  Committees 

Doctor  Bruno  Agnelli  commented  regarding 
matters  discussed  at  the  September  meeting  of  the 
House  of  Delegates.  His  comments  were  received 
with  great  interest. 

New  Business:  A complaint  introduced  as  a 
motion  by  Doctor  F.  B.  Agnelli,  seconded  by  Doctor 
Nathan,  was  unanimously  voted  to  be  brought  to 
the  Council  for  its  consideration.  (Copy  of  the 
complaint  is  included  in  the  official  minutes  of  the 
meeting. ) 

'jf.  ^ ii< 

There  being  no  further  business,  a motion  to 
adjourn  was  unanimously  voted  at  12  :55  p.m.  The 
following  members  attended  the  meeting  : Doctors 
Agnelli,  Barbello,  Capalbo,  Celestino,  Cerrito,  Chi- 
mento,  Farago,  Johnson,  FaPere,  Fombardo, 
Manganaro,  McGrath,  Nathans,  Neri,  O'Brien, 
Robinson,  Ruisi,  Tatum,  Walsh,  Palaia. 

Martin  J.  O’Brien,  m.d..  Secretary 


DID  YOU  KNOW? 

• That  the  residents  of  every  state  can  choose  from 
at  least  100  insuring  organizations  in  selecting  their 
health  insurance  protection. 

• That  more  health  insuring  organizations,  418, 
are  licensed  in  Texas  than  any  other  state. 

• That  1,800  organizations  are  in  the  health  insur- 
ance field  in  the  U.S. 


"ycmr 
very  good 
health” 


In  pediatrics  ...  in  geriatrics 
. . . and  all  the  years  between  — 
Milk  — Nature’s  most  nearly 
perfect  food,  figures  promi- 
nently in  the  balanced  diet. 

For  you,  your  family  and  your 
patients,  the  A.  B.  Munroe 
Dairy  produces  the  finest  milk 
available.  Fortified  with 
Vitamin  D,  processed  in 
immaculate  surroundings, 
conforming  to  stringent  quality 
requirements,  A.  B.  Munroe 
milk  is  the  ultimate  in  purity 
and  safety. 
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A.  B.  MUNROE  DAIRY,  INC. 

151  Brow  Street,  East  Providence,  Rhode  Island 

Call  GE  8-4450 
for  Home  Delivery 
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MILK  COMMISSION  REPORT  — PROVIDENCE  MEDICAL  ASSOCIATION,  1962 


Certified  milk  in  Providence  during  1962  was 
obtained  from  the  following  farms  : Cherry  Hill 
Farm,  North  Beverly,  Mass.;  Hampshire  Hills 
Farm,  Wilton,  N.  H. ; Hillside  Farm,  Cranston 
R.  I. 

Through  the  courtesy  and  co-operation  of  the 
Boston  Commission  we  have  accepted  their  certifi- 
cation of  one  farm  from  Massachusetts  and  one 
from  New  Hampshire. 

All  of  the  herds  are  under  State  and  Federal 
supervision  and  are  free  from  Tuberculosis  and 
Brucella  abortus  infections. 

Vitamin  D Certified  Milk  is  defined  as  whole 
Certified  Milk  rendered  antirachitic  by  irradiation 
or  by  the  addition  of  a concentrate  and  shall  be  of 
sufficient  vitamin  potency  to  show,  by  biological 
assay,  a content  of  at  least  400  U.S.P.  units  per 
quart. 

Professor  Charles  Stuart  of  Brown  University 
died  in  October,  1962.  Professor  Stuart  has  been 
the  consulting  bacteriologist  for  this  Commission 
since  it  was  established  in  1926.  For  many  years  he 
had  a keen  interest  in  the  highest  grade  of  milk, 
especially  from  the  bacteriological  viewpoint.  We 
will  miss  his  wise  counsel  and  advice. 

The  Commission  has  made  a contribution  to  the 
Charles  Stuart  Fund  at  Brown  University. 

Certified  Fat-free  (Skim)  Milk,  containing  not 
more  than  0.05  per  cent  butter  fat,  and  with 
Vitamin  A added  has  conformed  to  the  standards 
set  by  the  American  Association  of  Medical  Milk 
Commissions. 


During  the  past  year  the  analysis  of  milk  samples 
has  been  performed  in  the  laboratory  of  the  Milk 
Department  of  Providence,  which  is  located  at  the 
Charles  V.  Chapin  Hospital.  Doctor  Joseph  Smith, 
the  Milk  Inspector,  and  his  assistant,  Mr.  Richard 
S.  McKenzie,  have  been  most  co-operative  in  doing 
this  work  for  the  Milk  Commission. 

The  Commission  approved  an  announcement 
from  H.  P.  Hood  Company  regarding  Lo-Sodium 
Certified  Milk.  This  Commission  accepts  Certified 
Milk  products  from  the  Boston  Commission  and 
Lo-Sodium  milk  is  another  product  made  from 
Certified  Milk. 

Doctor  Maurice  Kay,  a member  of  this  Commis- 
sion for  three  years,  died  suddenly  December  22, 
1962.  Doctor  Kay  was  a loyal  supporter  of  Certified 
Milk  and  his  loss  will  be  keenly  felt. 

The  Sanitary  Inspector  is  appointed  by  the  Com- 
mission to  supervise  the  sanitary  conditions  at  the 
farm  and  the  physician  is  responsible  for  the  health 
of  the  employees  at  the  farm.  Both  of  the  men  are 
licensed  practitioners.  The  Veterinarian  to  the  farm 
is  also  appointed  by  the  Commission. 

John  T.  Barrett,  m.d.,  Chairman 

Reuben  C.  Bates,  m.d.,  Secretary 

Bertram  H.  Buxton,  Jr.,  m.d. 

Harold  G.  Calder,  m.d. 

John  E.  Farley,  m.d. 

John  P.  Grady,  m.d. 

Maurice  Kay,  m.d. 

Henry  E.  Utter,  m.d. 


MONTHLY  AVERAGES  OF  CERTIFIED  MILK  FOR  1962 


CHERRY  HILL 
H.  P.  HOOD 

HAMPSHIRE  HILLS 

HILLSIDE  FARM 

Pasteurized 

Bac- 

teria 

per 

B.F.  T.S.  C.C. 

Pasteurized 

Bac- 

teria 

per 

B.F.  T.S.  C.C. 

Skimmed  with 
Vit.  A & D 

B.F.  T.S. 

Bac- 

teria 

per 

C.C. 

Pasteurized 

Bac- 

teria 

per 

B.F.  T.S.  C.C. 

Skimmed  with 
Vit.  A & D 

B.F.  T.S. 

Bac- 

teria 

per 

C.C. 

January 

4.1 

12.91 

25 

4.6 

13.92 

242 

.06 

9.13 

90 

4.2 

13.26 

76 

.06 

9.07 

368 

February 

4.1 

12.99 

20 

4.1 

13.22 

106 

.07 

9.02 

115 

4.3 

13.27 

90 

.04 

9.18 

14 

March 

4.1 

12.87 

33 

4.1 

13.25 

33 

.39 

9.36 

23 

4.2 

13.10 

31 

.04 

8.91 

17 

April 

4.0 

12.87 

30 

4.0 

13.00 

33 

.09 

9.02 

103 

4.0 

12.69 

57 

.03 

8.85 

126 

May 

3.9 

12.71 

14 

4.1 

13.04 

62 

.06 

9.12 

36 

3.9 

12.68 

62 

.03 

8.77 

106 

June 

3.9 

12.63 

32 

3.9 

12.89 

90 

.06 

9.09 

60 

3.7 

12.23 

117 

.03 

8.79 

26 

July 

3.9 

12.66 

20 

4.1 

12.94 

128 

.09 

9.14 

505 

4.0 

12.54 

150 

.02 

8.55 

115 

August 

3.9 

12.69 

323 

4.1 

12.95 

70 

3.9 

12.33 

260 

.04 

8.39 

98 

September 

4.0 

12.81 

60 

4.0 

12.83 

150 

.02 

9.02 

180 

4.0 

12.49 

248 

.02 

8.83 

118 

October 

4.0 

12.82 

23 

4.1 

13.12 

110 

40 

4.0 

12.18 

226 

.05 

8.92 

91 

November 

3.9 

12.69 

43 

4.1 

13.12 

50 

.05 

8.96 

50 

3.9 

12.67 

148 

December 

4.0 

12.76 

120 

4.1 

13.21 

100 

.13 

9.06 

80 

3.9 

12.66 

177 

Yearly  Average 

3.9 

12.78 

62 

4.1 

13.12 

98 

.10 

9.09 

117 

4.0 

12.67 

136 

.03 

8.82 
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RELIEVE  THE  COLD 
SUPPRESS  THE  COUGH 
WITH  NEW 

'EMPRAZIL-C1 

TABLETS 

ANTITUSSIVE  ■ DECONGESTANT  ■ ANALGESIC 


Each  tablet  contains: 

Codeine  Phosphate* 15  mg. 

‘Sudafed'®  brand  Pseudoephedrine  Hydrochloride  20  mg. 

‘Perazil’®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Acetophenetidin  150  mg. 

Aspirin  (Acetylsalicylic  Acid) 200  mg. 

Caffeine 30  mg. 


Also  available 
without  codeine  as  e 

‘EMPRAZIL’ 

TABLETS 


*Warning— may  be  habit  forming. 
Complete  literature  available  on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC  ■ I TUCKAHOE,  IU.Y. 
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Physician-Clergy  Program  at  June  AMA  Meeting 

An  interesting  and  unusual  feature  on  the  open- 
ing day  of  the  AMA  meeting  will  be  a special 
program,  “Physician  and  Clergy  Meet  in  Patient 
Care,”  which  will  be  held  in  the  ballroom  of  Atlantic 
City  auditorium  at  8 p.m.,  Sunday,  June  16.  The 
program,  first-of-its-kind  ever  held  on  the  national 
level,  was  developed  by  the  AMA  Committee  on 
Medicine  and  Religion,  under  its  chairman,  Doctor 
Milford  O.  Rouse,  of  Dallas. 

Featured  speakers  will  be  The  Most  Rev.  Fulton 
J.  Sheen,  Roman  Catholic  bishop  of  New  York  and 
noted  TV  personality,  and  Doctor  Edward  R. 
Rynearson  of  the  Mayo  Clinic,  Rochester,  Minn. 
Doctor  Rynearson  appeared  before  the  annual 
AMA  meeting  in  Chicago  last  June  and  questioned 
the  use  of  doctors  resorting  to  extreme  measures  in 
prolonging  the  life  of  patients  during  the  final  hours 
of  terminal  illness. 

Physicians  and  clergymen  have  much  in  common, 
and  Doctor  Rouse  said  that  “the  ill  person  is  often 
more  than  physically  ill.  Fie  is — at  least  to  a degree 
— also  mentally,  spiritually  and  socially  ill.  There- 
fore, these  four  aspects  should  be  considered  in 
treating  him. 

“Often  the  physician  and  the  clergyman  can  help 
each  other  in  dealing  with  the  patient  or  his  family 
in  the  case  of  serious  illness.” 

Broader  Protection  Secured  by  Public 

The  American  public  is  securing  broader  health 
insurance  protection  for  itself  against  the  hospital 
and  medical  expenses  which  result  from  injury  or 
illness,  the  Health  Insurance  Institute  said  last 
month. 

In  the  decade  from  1951  through  1961  there  was 
a sharp  rise  in  the  proportion  of  persons  who 
improved  their  health  insurance  protection  by  cov- 
ering themselves  against  more  than  one  type  of 
medical  expense,  said  the  Institute. 

In  1951,  some  85  million  persons  had  hospital 
expense  insurance.  Of  this  number,  65  million,  or 
76  per  cent,  also  had  surgical  expense  insurance, 


and  28  million,  or  32.5  per  cent,  had  regular  medical 
expense  insurance,  while  108,000,  or  0.1  per  cent, 
had  major  medical  expense  insurance,  stated  the 
Institute. 

Ten  years  later,  at  the  end  of  1961,  the  number 
of  Americans  with  hospital  insurance  had  risen  to 
more  than  136  million.  Of  this  number,  127  million, 
or  93  per  cent,  also  were  covered  against  the  cost  of 
surgery,  and  94  million,  or  69  per  cent,  were  pro- 
tected against  regular  medical  expenses,  while 
34  million,  or  25  per  cent,  had  major  medical 
coverage. 

Following  is  a table  showing  the  increase  in 
breadth  of  coverage  in  the  past  decade : 

% OF  PERSONS  WITH  HOSPITAL  INSURANCE 
WHO  ALSO  HAVE  SURGICAL  INSURANCE, 
REGULAR  MEDICAL  INSURANCE  AND 
MAIOR  MEDICAL  INSURANCE 


Year 

Surgical 

Regular 

Medical 

Major 

Medical 

1951 

76.0% 

32.5% 

0.1% 

1952 

79.7 

39.2 

0.8 

1953 

83.2 

43.9 

1.3 

1954 

84.6 

46.6 

2.2 

1955 

85.4 

51.6 

4.9 

1956 

87.4 

56.0 

7.7 

1957 

89.7 

59.1 

10.9 

1958 

90.6 

61.3 

14.1 

1959 

91.4 

64.6 

17.1 

1960 

91.7 

66.3 

20.8 

1961 

93.0 

69.0 

25.0 

Most  Hospital  Stays  Under  6 Days 

Eight  out  of  every  nine  persons  who  enter  the 
hospital  are  discharged  in  two  weeks  or  less,  the 
Health  Insurance  Institute  said  recently. 

The  Institute  added  that  more  than  half  of  those 
discharged  return  home  after  hospital  stays  of  less 
than  six  days.  The  Institute  report  was  based  on  an 
analysis  of  data  from  the  U.S.  National  Health 
Survey,  which  studied  discharges  from  short-stay 
hospitals  over  a two-year  period.  Maternity 
accounted  for  30  per  cent  of  the  female 
hospitalizations. 

The  Survey  found  that  in  an  average  year  nearly 
20  million  Americans  are  discharged  from  hospi- 

continued  on  page  106 
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tals,  for  a rate  of  115  patients  for  every  1,000 
population.  The  number  of  clays  in  hospital  worked 
out  to  167  million  days  a year  for  the  total  popula- 
tion, with  the  average  length  of  hospital  stay  being 
8.4  days  per  person. 

The  length  of  hospital  stay  was  14  days  or  less 
for  88.4  per  cent  of  those  discharged,  said  the 
Institute.  Some  10.9  per  cent  were  in  hospital  for 
only  one  day,  46.9  were  hospitalized  from  two  to 
five  days,  and  30.6  were  in  hospital  from  six  to 
14  days. 

The  Institute  estimated  that  at  the  end  of  1962, 
some  140  million  Americans  had  hospital  insurance, 
an  increase  of  three-and-a-half-million  in  one 
year’s  time.  It  also  was  estimated  that  health  insur- 
ance benefits  by  insurance  companies,  Blue  Cross- 
Blue  Shield  and  other  health  care  plans  last  year 
totaled  $7.1  billion. 

Women  Hospitalised  Move 

The  National  Health  Survey  revealed  that 
women  were  hospitalized  more  frequently  than 
men  but  stayed  for  a shorter  period  of  time.  Women 
were  hospitalized  at  a rate  of  141  per  1 ,000  to  88  per 
1,000  among  men,  but  stayed  about  seven  days  on 
the  average  to  nearly  1 1 days  among  men.  How- 
ever, when  maternity  cases  are  excluded  the  rate 
for  women  drops  to  99. 

Maternity  also  played  a significant  part  in  the 
finding  that  the  highest  hospitalization  rate  by  age 
group  came  in  the  25-34  bracket  where  172  persons 
out  of  every  1 ,000  in  the  population  were  discharged 
from  a hospital  in  an  average  year.  The  lowest  rate 
was  among  children  ages  5-14. 

By  region  of  the  United  States,  the  highest  hos- 
pitalization rate  was  in  the  West  where  121  of  every 
1,000  persons  were  in  the  hospital  during  the  year. 
The  Midwest  had  a rate  of  118,  the  South  followed 
with  117,  and  the  Northeast  had  the  lowest,  106. 

However,  the  Northeast  had  the  highest  average 
length  of  stay  in  hospital.  The  people  in  this  region 
averaged  10.2  days  per  hospital  stay,  to  8.5  days  for 
the  Midwest,  7.7  days  for  the  West  and  7.3  days 
for  the  South. 

Research  Center  in  Blindness  and  Rehabilitation 
Opens  in  Newton 

Launching  of  a pioneer  effort  of  world  import 
was  explained  and  endorsed  recently  before  a dis- 
tinguished audience  of  medical  doctors  and  hospital 
researchers  and  administrators,  who  attended  a 
seminar  at  the  newly  founded  American  Center  for 
Research  in  Blindness  and  Rehabilitation  in 
Newton,  Mass. 

Speaker  was  Doctor  John  L.  Caughey,  associate 
dean  of  Western  Reserve  University  School  of 
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Medicine,  who  discussed  the  great  need  for  research 
in  blindness. 

A noted  authority  on  rehabilitation  and  chairman 
of  the  Perinatal  Research  Committee  of  the 
National  Institute  of  Neurological  Diseases  and 
Blindness,  Doctor  Caughey  stressed  the  fact  that 
increased  longevity  is  accompanied  by  an  increase 
in  blindness  among  the  aging,  particularly  among 
diabetics.  He  also  underlined  the  increase  in  blind- 
ness among  the  healthy,  who  are  victims  of  automo- 
bile and  other  non-industrial  accidents. 

Historically  the  Research  Center  is  born  of  ex- 
periences in  a highly  successful  rehabilitation  proj- 
ect now  nearly  nine  years  old. 

St.  Paul’s  Rehabilitation  Center,  founded  by 
Fr.  Carroll,  has  achieved  notable  successes  in  re- 
habilitating active  persons  blinded  in  adult  life.  But 
here  as  in  other  contacts  with  the  blind  through  the 
many  activities  of  the  Catholic  Guild  for  All  the 
Blind,  of  which  Fr.  Carroll  is  also  director,  the 
solutions  or  correctives  have  often  proved  elusive. 
It  became  evident  that  progress  must  await  patient, 
painstaking  and  bold  research. 

Thus  was  born  the  desire  to  establish  a research 
center  dedicated  exclusively  to  the  pursuit  of  a 
wider  learning  about  blindness.  This  knowledge 
would  then  be  used  to  create  improved  methods  and 
techniques  to  mitigate  the  effects  of  blindness. 

It  is  the  purpose  of  the  center  to  distribute  its 
findings  throughout  the  world  and  to  contribute  to 
the  increased  effectiveness  of  all  institutions  and 
individuals  dedicated  to  integrating  the  blind  into 
sighted  society. 

Lower  Blue  Cross  Rates  in  Offing 
for  Rhode  Islanders 

Lower  Blue  Cross  rates  are  in  the  offing  for  many 
Rhode  Island  Blue  Cross  subscribers,  Kenneth  D. 
MacColl,  president  of  the  Plan,  reported  at  the 
annual  meeting  of  the  Corporation  in  January. 
While  some  groups  may  remain  the  same  or  be 
increased,  there  will  probably  be  an  overall  reduc- 
tion of  rates  as  the  Plan  ended  the  year  with 
$1,104,793  in  the  black. 

The  health  plan  provided  benefits  totalling 
$19,230,398  for  members’  health  care  in  1962, 
which  was  an  increase  of  $1,475,930  over  the  pre- 
vious year.  A total  of  78,510  cases  were  paid  during 
1962. 

The  plan’s  enrollment  of  aged  members  was  also 
stressed  at  the  meeting.  Pointing  out  that  Blue 
Cross  has  voluntarily  enrolled  nearly  90  per  cent 
of  the  self-supporting  population  over  age  65,  Mr. 
MacColl  said  : 

‘AVe  fully  recognize  that  the  aged  members  cost 
the  plan  much  more  than  is  received  in  income,  and 
these  members  are  further  subsidized  by  a per- 
centage of  group  rates  allocated  to  help  direct  pay 

continued  on  page  108 
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Neo-Synephrine®  hydrochloride  . . 


5.0  mg. 
2.5  mg. 


(brand  of  phenylephrine  hydrochloride) 

Chlorpheniramine  maleate 0.75  mg. 

Potassium  iodide 75.0  mg. 
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Winthrop’s  literature  for  additional 
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members.” 

Study  is  now  underway  to  consider  the  possibil- 
ity of  new  benefits  under  Blue  Cross,  including 
home  care,  nursing  home  care,  and  visiting  nurse 
services,  it  was  reported. 

Psychiatric  Training  Program  Under  USPHS 

An  increasing  number  of  American  physicians 
are  participating  in  a Public  Health  Service  train- 
ing program  to  improve  psychiatric  competency 
within  the  medical  profession,  Surgeon  General 
Luther  L.  Terry  announced  recently. 

The  program,  conducted  by  the  National  Insti- 
tute of  Mental  Health,  is  designed  ( 1 ) to  increase 
the  number  of  psychiatrists  in  the  country,  and  ( 2 ) 
to  strengthen  the  role  of  the  family  physician  in 
dealing  with  mental  illness. 

The  first  aspect  of  this  dual  program  provides 
stipends  for  residency  training  of  physicians  who 
want  to  switch  from  their  present  specialties  to 
psychiatry. 

The  other  provides  part-time  postgraduate  psy- 
chiatric training  for  general  practitioners  and  other 
medical  specialists  who  intend  to  continue  practic- 
ing in  their  own  fields,  but  want  orientation  in 
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psychiatric  concepts  in  order  to  recognize  and  deal 
with  mental  illness  in  its  early  stages. 

The  program  is  expected  to  substantially  in- 
crease the  numbers  of  physicians  to  combat  the  men- 
tal illnesses  which  are  responsible  for  more  than 
half  the  patient  loads  of  this  country’s  hospitals. 

Recreation , Health  $$s  on  Par 

The  American  public  is  spending  virtually  the 
same  amount  of  money  for  recreation  as  it  is  for 
medical  care,  the  Health  Insurance  Institute 
reports. 

Out  of  every  dollar  the  public  spends,  6.2  cents 
goes  for  medical  care  while  6.1  cents  is  spent  on 
recreation,  said  the  Institute  in  a report  based  on 
personal  consumption  expenditure  figures  compiled 
by  the  U.S.  Department  of  Commerce. 

These  figures  show  that  in  1961  Americans  spent 
$338  billion  on  their  personal  needs.  Of  this  total, 
$21.1  billion  was  spent  on  medical  care. 

Recreation  expenditures  amounted  to  $20.6  bil- 
lion, said  the  Institute.  In  addition,  $10.2  billion 
was  spent  on  alcoholic  beverages,  tobacco  products 
accounted  for  $7.6  billion,  and  personal  business 
items  which  include  bank  service  charges,  legal 
service,  investment  counselling  fees,  and  interest 
charged  on  personal  debts,  accounted  for  $21.6  bil- 
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lion.  All  four  of  these  categories  added  up  to  $60 
billion  in  public  expenditures — or  some  17.7  cents 
out  of  every  dollar  spent  by  the  public — and  nearly 
three  times  the  expenditures  for  medical  care. 

Other  personal  expenditures  in  1961  included 
$71  billion  for  food,  $44  billion  for  housing,  $40 
billion  for  transportation,  and  $34.5  billion  for 
clothing,  accessories  and  jewelry,  said  the  Institute. 

Taken  as  a proportion  of  all  personal  spending, 
medical  care  expenditures  have  not  increased 
sharply  in  the  past  20  years,  especially  when  the 
great  progress  made  by  medical  science  is  taken  into 
consideration,  said  the  Institute. 

7 Year  Study  on  Aging  Discussed  at  AMA  Meeting 

“Compulsory  retirement”  was  cited  by  the  Amer- 
ican Medical  Association’s  Committee  on  Aging  as 
the  only  distinguishing  difference  between  the 
problems  of  the  aged  and  the  problems  confronting 
other  age  groups. 

The  citation  came  during  “testimony”  presented 
in  the  form  of  a mock  hearing  with  interrogator  and 
witnesses  before  the  scientific  assembly  at  AMA’s 
16th  clinical  session  here. 

Following  a seven-year  study  the  committee  said, 
“There  are  no  problems  of  people  over  65,  except 
those  imposed  by  retirement,  that  are  not  also  the 


problems  of  all  other  age  groups. 

“Older  persons  are  much  better  off  economically, 
mentally  and  physically  than  some  people  seem  to 
think — those  with  special  health,  social  or  financial 
situations  are  an  exceedingly  small  group,  whose 
needs  can  be  met  by  their  families,  their  communi- 
ties, their  states  and,  only  when  all  these  fail,  by  the 
Federal  Government — but  only  in  conjunction  with 
other  levels  of  government. 

“Compulsory  retirement  is  a waste  of  human  re- 
sources that  this  nation  can  ill  afford  ...  it  contrib- 
utes measurably  to  ill  health  resulting  from  lack  of 
work,  exercise  and  responsibility.” 

Many  older  persons,  the  committee  continued, 
are  both  able  and  willing  to  work.  The  decision  as 
to  whether  an  older  individual  should  continue  to 
work  beyond  60,  65,  70  or  any  arbitrary  age,  it  said, 
should  be  made  on  an  individual  basis,  taking  into 
account  both  the  desires  and  job  performance  of  the 
person  involved. 

Among  the  other  committee  findings  were  : 

— “There  are  no  diseases  that  occur  because  of 
the  passage  of  a certain  number  of  years. 

— “Most  illness  and  deterioration  is  environmen- 
tally-dependent.  These  entities  can  therefore  be 
modified  by  changing  and  controlling  the  environ- 

continued  on  next  page 


Vi-SYNERAL  ONE-CAPS  offers  a high  quality  product  at  an  especially  low  price. 

• one  capsule-a-day  dosage « costs  your  patient  less  than  3$  per  day 

* small,  easy  to  take  * ethically  promoted,  sold  through  the  pharmacy 


Each  VI-SYNERAL  ONE-CAPS  capsule  provides: 

VITAMIN  A , . 6,000  U.S.P.  Units  DICALCIUM  PHOSPHATE  . 170  mg. 

VITAMIN  D . . 600  U.S.P.  Units  (Calcium  . . . 50  mg.) 

ASCORBIC  ACID  (C)  . . 75  mg.  (Phosphorus  . . 39  mg.} 

THIAMINE  FERROUS  SULFATE 

MONONITRATE  (Bt)  . . 3 mg.  EXSICCATED.  . . . 50  mg. 

RIBOFLAVIN  (Ba)  ...  3 mg.  (km  15  me) 

=^HCI  (Be) ' ■ A me-  cd«R . i mg 

NIACINAMIDE  ....  20  mg.  a i mo 

VITAMIN  B.2  ....  3 meg.  °?  mg 

d,  CALCIUM  PANTOTHENATE  5 mg.  MANGANESE  ....  1 mg, 

VITAMIN  E (d,  alpha  MAGNESIUM  ....  1 mg, 

tocopheryl  acetate} . . 1 int  Unit  ZINC 

Bottles  of  28  and  100  capsules. 

' 


Us  pgiiipgi 



u.  s.  vitamin  & pharmaceutical  corporation 

Ariington-Funk  Laboratories,  division  * New  York  17,  N.  Y. 


110 


ment. 

— “The  term  'problems  of  aging’  is  outmoded, 
fallacious,  and  without  meaning.  A much  better 
term  would  be  “the  opportunities  of  aging.’ 

— “Periodic  health  appraisals  and  counseling  on 
living  habits  can  pay  off  handsomely  with  older 
patients. 

“Finally,”  the  committee  concluded,  “the  key  to 
successful  aging  is  successful  living.” 

The  Problem  of  Headaches 

Estimates  of  the  number  of  Americans  suffering 
from  headaches  at  any  one  time  range  from  8%  to 
as  high  as  65%,  according  to  Patterns  of  Disease , a 
Parke,  Davis  & Company  publication  for  physicians. 
The  tension  headache  ranks  number  one  among 
head  pains,  accounting  for  some  85%,  followed  by 
migraine  headaches,  to  which  an  estimated  5%  to 
10%  of  the  general  population  are  subject.  Less 
than  1%  of  headaches  encountered  by  physicians 
stem  from  illness  which  can  be  considered  life- 
threatening. 

Tension  headaches  are  related  to  emotional  con- 
flict, according  to  Patterns.  “Feelings  of  depression 
or  symptoms  suggestive  of  depression  were 
acknowledged  by  40%  of  patients.”  The  headaches 
rarely  last  less  than  1 hour ; they  may  persist  for 
weeks. 

Migraine  headaches  occur  2-3  times  more  fre- 
quently among  women  than  men.  Symptoms  result 
from  constriction  and  subsequent  dilatation  of 
certain  arteries  in  the  head.  “Persons  subject  to 
migraine  are  described  as  intense,  driving,  perfec- 
tionistic,  and  compulsive.  They  tend  to  be  overly 
conscientious  and  meticulous  and  have  difficulty  in 
expressing  their  aggressive  feelings.  . . . Heredity 
has  been  found  to  be  a factor  in  more  than  60% 
of  cases,”  according  to  Patterns. 

Responses  to  a questionnaire  sent  to  the  nation’s 
physicians  by  Parke,  Davis  & Company  for  Patterns 
indicate  that  most  of  them  believe  headache  is  not 
related  to  occupation.  Almost  4 out  of  5 physicians 
responding  reported  that  headache  occurs  more 
frequently  among  women  than  men,  and  an  even 
higher  proportion  reported  that  tension  headache  is 
the  type  most  frequently  encountered  in  their  prac- 
tice. About  3 of  4 physicians  responding  believe 
that  there  is  a “migraine  personality,”  the  person- 
ality characteristic  reported  most  frequently  by  the 
physicians  being  sensitivity  to  criticism. 

Boss  Helps  Pay  for  Most  Health  Plans 

Only  one  out  of  every  25  workers  covered  by 
group  health  insurance  policies  issued  by  insurance 
companies  in  1962  paid  the  full  cost  of  the  protec- 
tion, the  Health  Insurance  Institution  reported  the 
first  of  this  month.  In  all  other  cases,  the  employer 
paid  part  or  all  of  the  cost. 
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The  Institute  said  its  third  annual  survey  of  new 
group  health  insurance  policies  showed  that  last 
year  3.9  per  cent  of  newly  covered  workers  paid  the 
cost  of  their  coverage  in  full.  Some  54.9  per  cent  of 
the  employees  shared  the  cost  of  group  coverage 
with  their  employers,  while  41.2  per  cent  received 
protection  under  plans  paid  for  entirely  by  the 
employer. 

The  new  figures  show  there  is  a continuing  trend 
toward  the  employer  paying  for  the  cost  of  group 
health  insurance,  the  Institute  stated. 

The  HII  pointed  that  among  group  health  cover- 
ages issued  in  1961,  four  out  of  every  25  workers, 
or  15.3  per  cent,  paid  the  full  cost  for  their  group 
health  insurance.  Also  in  that  year,  45.0  per  cent  of 
employees  shared  the  cost  of  coverage  with  their 
employers,  and  39.7  per  cent  did  not  have  to  pay 
out  of  their  own  pockets  for  their  health  coverage. 
In  1960,  the  latter  figure  was  33.6  per  cent. 

Third  Annual  Report 

The  Institute’s  third  annual  report  was  based  this 
year  upon  data  supplied  by  44  insurance  companies 
responsible  for  75  per  cent  of  1961  ’s  total  group 
health  insurance  premiums  in  the  United  States. 
The  data  sampling  consisted  of  some  2,500  new 
group  coverages  issued  last  year  protecting  284,424 
employees  and  an  estimated  711 ,000  dependents  for 
a total  of  nearly  one  million  insured  persons. 

Health  coverage  fully  paid  by  the  employer  was 
most  common  among  employee  working  forces 
numbering  between  100  and  499  persons,  said  the 
Institute.  In  these  groups  the  employer  paid  the 
entire  cost  47  per  cent  of  the  time.  On  the  other 
hand,  working  forces  of  from  1 to  24  persons  were 
the  least  likely  to  have  their  employer  pick  up  the 
full  cost  of  the  coverage,  it  happening  29.5  per  cent 
of  the  time. 

Coronary  Heart  Disease  Factors  Cited 

A 50%  risk  of  developing  coronary  heart  disease 
before  age  65  is  associated  with  combinations  of 
any  two  or  all  of  three  factors — overweight,  high 
blood  pressure,  and  excessive  serum  cholesterol, 
according  to  Patterns  of  Disease,  a Parke,  Davis  & 
Company  publication  for  physicians. 

A study  of  a group  of  American  men  40-59  years 
of  age  revealed  that  547  per  thousand  executives 
are  overweight,  415  are  heavy  smokers,  301  have 
excessive  serum  cholesterol,  and  83  have  high  blood 
pressure — all  conditions  associated  with  develop- 
ment of  coronary  heart  disease,  according  to 
Patterns. 

Among  professionals,  technicians,  managers  and 
supervisors,  583  of  every  thousand  are  overweight. 
426  are  heavy  smokers,  292  have  excessive  serum 
cholesterol,  and  101  have  high  blood  pressure. 
Among  clerical  and  sales  personnel,  480  of  each 
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thousand  are  overweight,  403  are  heavy  smokers, 
306  have  excessive  serum  cholesterol,  and  95  have 
high  blood  pressure.  Figures  for  foremen,  skilled 
workers,  and  semi-skilled  and  unskilled  workers 
are  similar. 

Another  study  of  5,127  persons  who  did  not  have 
heart  disease  revealed  that  186  developed  coronary 
conditions  over  a period  of  six  years,  Patterns 
reports.  Of  those  between  30  and  44  years  of  age, 
the  number  of  men  who  developed  the  disease  was 
13  times  as  high  as  the  number  of  women.  The 
difference  dropped  to  2 to  1 in  the  group  45-62 
years  of  age,  “suggesting  that  incidence  of  coronary 
heart  disease  in  females  after  age  45  years  may  be 
related  to  an  endocrine  factor  connected  with  the 
menopause,”  according  to  Patterns. 

Hepatitis  and  Polio  Down  Last  Year 

In  terms  of  communicable  diseases,  1962  was  a 
year  marked  by  a reversal  in  the  upward  trend  of 
hepatitis  with  the  number  of  persons  infected  drop- 
ping by  one-fourth,  the  Health  Insurance  Institute 
said  recently.  The  year  also  saw  another  dramatic 
decrease  in  the  incidence  of  polio. 

Nearly  complete  figures  for  1962  show  that  there 
were  almost  51,000  cases  of  hepatitis  in  the  United 
States  during  the  first  49  weeks  of  the  year,  the 
Institute  said  in  reporting  on  data  compiled  by  the 
U.S.  Public  Health  Service. 

In  the  same  period  of  1961,  hepatitis,  a stubborn 
virus  infection  of  the  liver,  had  infected  69,000 
persons,  which  was  an  increase  of  30,000  over  the 
year  before.  The  median  49-week  hepatitis  total  for 
the  years  1957-61  was  21,000  well  below  the  total 
for  the  last  three  years. 

On  the  basis  of  the  49-week  figures,  it  appears 
certain  that  1962  will  have  the  lowest  number  of 
polio  cases  since  records  first  were  kept  in  1915. 
With  three  weeks  to  go  in  1962,  a total  of  851  polio 
cases  had  been  reported,  down  from  the  1,299  of 
the  previous  year,  which  had  set  a record  low.  The 
highest  year  on  record  for  polio  was  1952  when 
nearly  58,000  cases  were  reported,  said  the 
Institute. 

Other  49-week  communicable  disease  figures 
show  that  in  1962  there  were : 464-822  cases  of 
measles,  up  from  409,236 ; 293,480  cases  of  strep 
throat  and  scarlet  fever,  down  from  298,310;  432 
cases  of  diphtheria,  down  from  554;  and  595  cases 
of  typhoid  fever,  down  from  785. 

91%  of  Federal  Employees  Covered 
Under  Health  Program 

The  Federal  Employees  Health  Benefits  pro- 
gram has  reached  the  saturation  point  in  the  enroll- 
ment of  employees  eligible  for  its  coverage,  the 
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Civil  Service  Commission  said  recently  after  a 
study  of  figures  compiled  from  the  October  1962 
limited  open  season.  Fewer  than  18,000  employees 
- — less  than  1 per  cent  of  the  total  enrollment — 
came  into  the  program  at  that  time. 

Some  1,921,000  or  91.3  per  cent  of  eligible  em- 
ployees, are  now  covered.  The  Commission  believes 
there  will  be  little,  if  any,  future  increase  in  this 
percentage  figure  since  an  additional  6.7  per  cent  of 
the  eligibles  are  covered  under  other  health  benefits 
programs — for  example,  wives  of  husbands  who 
have  family  coverage  through  private  employer 
plans.  The  remaining  2 per  cent  of  eligibles  not 
covered  are  assumed  to  be  not  interested  in  acquir- 
ing health  benefits  protection. 

A total  of  6,003,000  persons  are  now  in  the  pro- 
gram. In  addition  to  the  1,921,000  active  Federal 
employees,  there  are  80,000  annuitants  and 
4,002,000  employee  and  annuitant  dependents.  This 
enrollment  accounts  for  more  than  4 per  cent  of  the 
total  number  of  persons  in  the  United  States  cov- 
ered by  some  form  of  health  insurance. 

The  October  1962  limited  open  season  gave  em- 
ployees who  had  previously  elected  not  to  enroll 
another  opportunity  to  join  the  program.  In  addi- 
tion, previously  enrolled  employees  were  permitted 
to  change  from  self-only  to  self-and-family  enroll- 
ments but  were  not  permitted  to  change  plans  or 
options.  About  5,000  employees  changed  to  self- 
and-family  enrollments. 

Statistics  on  the  limited  open  season  showed  em- 
ployee selection  of  plans  and  options  taking  the 
same  pattern  as  in  the  initial  enrollment  and  the 
1961  open  season.  The  two  Government-wide  plans 
(Indemnity  and  Service  Benefit)  account  for  about 
80  per  cent  of  the  total  enrollment.  The  12  em- 
ployee organization  plans  have  about  14  per  cent  of 
enrollment,  while  the  23  individual-practice  and 
group-practice  plans  have  the  remaining  6 per  cent. 
Slightly  more  than  83  per  cent  of  all  enrolled  em- 
ployees are  in  the  high  options  of  the  participating 


Curran  & Burton,  Inc. 


INDUSTRIAL 
AND  WHOLESALE 


COAL  OIL 

17  CUSTOM  HOUSE  STREET 
PROVIDENCE,  R.  I. 

DExter  1-3315 


RHODE  ISLAND  MEDICAL  JOURNAL 

plans. 

The  Federal  Employees  Health  Benefits  program 
is  the  largest  employer-sponsored  voluntary,  con- 
tributory program  in  the  world.  Premiums  amount 
to  some  $350,000,000  annually  of  which  more  than 
90  per  cent  is  available  for  benefits.  Of  this  amount, 
the  Government  pays  about  38  per  cent  and  em- 
ployees 62  per  cent. 

Connecticut  Anesthesiologists  Plan  May  Meeting 
“pH,  Acid-Base  and  Metabolic  Problems  in 
Anesthesia”  will  be  the  theme  of  the  Third  Con- 
necticut Postgraduate  Anesthesia  Seminar  to  be 
presented  by  the  Connecticut  State  Society  of  Anes- 
thesiologists at  the  Hunt  Memorial,  230  Scar- 
borough Street,  Hartford,  Connecticut,  on  Friday, 
May  10  and  Saturday,  May  11,  1963. 

For  further  information  write:  Committee  on 
Postgraduate  Education,  Connecticut  State  Society 
of  Anesthesiologists,  c/o  Dr.  David  M.  Little,  Jr., 
125  Walbridge  Road,  West  Hartford  7,  Conn. 

Nation’s  Internists  to  Convene  in  Denver 

Members  of  the  American  College  of  Physicians 
will  convene  in  Denver,  Colo.,  April  1 to  5,  to  hear 
more  than  450  physicians  and  other  medical  scien- 
tists report  on  late  developments  in  the  diagnosis 
and  treatment  of  internal  diseases. 

The  44th  Annual  Session  of  the  College — which 
represents  more  than  11,500  specialists  in  internal 
medicine  and  related  fields — will  include  a full 
schedule  of  lectures,  panel  discussions,  hospital 
clinics,  color  television  presentations  and  sessions 
on  basic  medical  sciences  and  clinical  investigation. 

Guides  Proposed  for  Hospital 
Emergency  Room  Management 

A new  set  of  guides  for  hospital  emergency  room 
management  and  organization  have  been  developed 
by  the  American  Hospital  Association  and  Amer- 
ican College  of  Surgeons. 

The  guide,  just  published  by  the  AHA,  covers 
equipment,  staff  and  management.  It  results  from  a 
“ remarkable  increase  and  change  in  the  character 
of  emergency  department  loads,”  according  to  the 
introduction  to  the  guide. 

In  the  last  15  years,  there  has  been  a dramatic 
increase  in  the  number  of  patients  coming  to  hospi- 
tal emergency  departments.  These  patients  include, 
in  addition  to  the  injured  and  acutely  ill,  ‘‘those 
suffering  from  any  condition  considered  by  either 
the  patient  or  his  physician  to  require  immediate 
attention,”  the  guide  said. 

Therefore,  the  medical  staff  must  work  out  an 
effective  method  of  providing  medical  coverage  of 
the  emergency  room  at  all  times.  The  guide  out- 
lined four  methods  currently  in  use : 

— Voluntary  assignment  of  active  or  attending 
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COMMUNITY  HEALTH  SERVICES  by 

Muriel  Bliss  Wilbur,  m.p.h.,  m.ed.,  ph.d.  W.  B. 
Saunders  Company,  Phil.,  1962.  $5.00. 

The  author  states  that  this  volume  is  intended  for 
future  physicians,  nurses,  dentists  and  dental 
hygienists,  physical  and  occupational  therapists, 
and  community  leaders.  It  is  divided  into  six  parts  : 
Why  we  have  community  health  services ; how 
community  health  services  developed ; what  the 
community  health  services  are ; how  community 
health  services  work ; what  community  health  serv- 
ices do  ; how  community  health  services  work  with 
special  groups. 

The  average  person  thinks  of  public  health  as 
including  a physician  and  dentist,  hospital  service 
and  clinics  and  the  public  health  nurse.  Wilbur 
expands  this  idea  to  the  State  and  to  the  State 
health  department ; to  the  Federal  government  with 
its  Public  Health  Service  and  to  the  other  depart- 
ments of  Health,  Education  and  Welfare  (HEM  ) 
and  on  to  the  International  World  Health  Organ- 
ization (WHO).  In  addition  there  are  voluntary 
health  organizations  on  the  local,  state,  federal  and 
international  level. 

Community  Health  Services  may  vary  in  minor 
detail  but  their  major  activities  outlined  in  this  book 
include : accident  prevention,  addictive  diseases, 
alcoholism,  chronic  illness,  control  of  communi- 
cable disease,  dental  health,  maternal  and  child 
health,  mental  health,  nutrition,  public  health  nurs- 
ing, rehabilitation,  sanitation,  and  vital  statistics. 

Wilbur  talks  sensibly  on  how  to  improve  per- 
sonal and  community  health  attitudes  and  habits. 
Because  man  expects  to  remain  healthy,  and  be- 
cause health  is  not  one  of  man’s  primary  drives,  the 
concept  of  team  discipline  is  presented.  The  indi- 
vidual works  within  the  framework  of  a group  of 
people  banded  together  for  the  purpose  of  health 
education.  The  available  health  knowledge  of  each 
specialist  is  used  to  meet  the  team's  needs.  Health 
as  the  problem  of  the  individual,  and  his  right  to 
choose  his  own  doctor  are  agreed,  but  when  many 
people  are  concerned  with  a health  problem  it  be- 
comes a community  responsibility.  The  need  for  an 
adequately  trained  and  adequately  compensated 
health  officer  and  staff  is  mandatory. 

Wilbur  believes  the  health  unit  must  be  organ- 
ized and  permitted  to  perform  its  specific  functions 


while  working  with  other  health  segments  as  part- 
ners in  the  whole  state  health  team.  While  the  phy- 
sician is  the  chief  keeper  of  the  people's  health, 
adequate  health  from  the  cradle  to  the  grave  needs 
the  assistance  of  the  other  members  of  the  health 
team.  The  team  approach  can  succeed  when  every- 
one— physician,  health  worker,  local,  state,  federal 
and  private  agency,  salaried  and  non-salaried — 
realistically  evaluates  his  own  expertness,  useful- 
ness, and  contribution  to  the  citizens’  good  health. 

One  might  quibble  with  the  statement  in  the  final 
chapter  that  community  health  services  are  not 
something  that  we  buy.  Aside  from  the  fact  that  we 
support  them  through  taxes,  there  are  patient  fees 
in  connection  with  many  of  these  services. 

Peter  L.  Mathieu,  Jr.,  m.d. 

A TEXTBOOK  OF  OBSTETRICS  by  Duncan 

E.  Reid,  m.d.  W.  B.  Saunders  Co.,  Phil.,  1962. 
$18.50. 

This  new  textbook  from  Boston  is  a valuable 
addition  to  the  obstetrical  literature  and  gives  a 
clear  presentation  of  the  present  management  of 
the  obstetric  patient  at  the  Boston  Lying-In  Hospi- 
tal. The  format  of  the  book  is  similar  to  other 
obstetrical  texts  with  the  emphasis  placed  on  the 
physiology  of  reproduction  rather  than  the  mechan- 
ical aspects  of  birth.  There  are  several  chapters  by 
other  authors,  and  the  section  on  the  newborn  by 
Paine  and  Clifford  is  particularly  recommended. 
The  drawings  and  photographs  are  of  especially 
high  quality  and  the  bibliographies  are  extensive 
and  up  to  date. 

It  is  enlightening  for  those  of  us  who  did  not 
train  in  Boston  to  learn  that  some  of  the  surgical 
instruments  such  as  the  Voorhees  bag  and  the 
Willett  forceps  that  many  departments  have  dis- 
carded are  still  in  use  in  carefully  selected  cases. 

Reid’s  Textbook  of  Obstetrics  is  a worthy  com- 
petitor for  the  traditional  “Bible”  of  Eastman  and  is 
highly  recommended  to  all  interested  in  obstetrics. 

Marshall  A.  Taylor,  m.d. 

CORRELATIVE  NEUROANATOMY  AND 

FUNCTIONAL  NEUROLOGY  by  Joseph  G. 

Chusid,  m.d.  and  Joseph  J.  McDonald,  m.d. 

11th  edition.  Lange  Medical  Publications,  Los 
Altos,  California,  1962.  $5.50. 
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This  384-page  volume  in  soft  cover  reviews  the 
fields  of  neuroanatomy  and  neurology  all  the  way 
from  embryology  to  central  nervous  system  tumors 
and  degenerative  diseases.  There  is  a section  on 
brain,  spinal  cord,  nerve  anatomy,  and  another  on 
neurodiagnosis  with  the  radiographic  methods  also 
outlined.  It  is  essentially  a hand  book  which  serves 
as  a frame  work  for  review  of  neurology.  It  can 
serve  well  also  as  a survey  for  beginners.  Essen- 
tially, this  is  the  intention  of  the  authors. 

A great  deal  of  the  volume  is  given  over  to  charts 
and  diagrams  which  make  the  book  valuable  as  a 
reference  volume  for  any  practitioner  whose  mem- 
ory of  sensory  areas  and  muscle  actions  may  be 
vague.  This  volume  also  would  function  nobly  as  a 
quick  reference  to  be  kept  upon  the  neurological 
unit  of  a hospital  where  it  would  be  of  great  value 
to  the  interns  and  residents. 

It  is,  of  course,  not  complete ; but  a little  bit  is 
said  about  all  neurological  disorders.  The  extreme 
brevity  in  many  cases  leads  to  generalities  and 
over-simplification. 

Thomas  C.  McOsker,  m.d. 

PRIMER  OF  CLINICAL  MEASUREMENT 
OF  BLOOD  PRESSURE  by  George  E.  Burch, 
m.d.  and  Nicholas  P.  DePasquale,  m.d.  The 
C.  V.  Mosby  Company,  St.  L.,  1962.  $5.50. 

As  the  title  implies,  this  is  a basic  monograph  of 
the  technique  of  taking  arterial  blood  pressures 
properly.  The  first  chapter  is  an  embellishment  of 
the  history  of  blood  pressure  recording,  including 
various  primitive  devices  used.  The  section  dealing 
with  the  physiology  of  blood  pressure  is  an  adequate 
review  of  what  any  physician  should  already  know. 
The  chapters  on  the  technique,  types  of  instruments, 
phases  of  blood  pressure  (the  Korotkoff  sounds) 
and  sources  of  error  are  the  most  fruitful  and 
perhaps  all  students  and  many  physicians  would 
benefit  from  studying.  The  final  chapters  deal  with 
blood  pressure  statistics  and  peculiarities  in  blood 
nressure  in  various  pathological  conditions. 

This  primer  is  well  written,  covers  the  subject 
well  and  perhaps  contains  little  for  those  who  are 
well  trained  and  have  adopted  good  habits  of  taking 
blood  pressures.  It  is  recommended  for  medical 
students  and  those  physicians  whose  concept  and 
technique  are  wanting.  There  is  an  extensive  bibli- 
ography for  those  interested  in  further  investigation. 

Eugene  A.  Doherty,  m.d. 


THROUGH  THE  MICROSCOPE 

contimied-  from  page  114 

staff  members  to  an  emergency  department  roster, 
for  first  call  in  rotation. 

— Compulsory  assignment  of  all  active  or  attend- 
ing staff  members,  regardless  of  specialty,  to  an 
emergency  department  roster. 
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— Voluntary  or  compulsory  assignment  of  mem- 
bers to  assume  full  responsibility  for  24-hour 
periods  of  rotation. 

— Engagement  of  full-time  emergency  depart- 
ment physicians. 

36  Million  Covered  by  Major  Medical 

The  American  people  have  made  Major  Medical 
Expense  Insurance  the  fastest  growing  form  of 
health  insurance  in  the  United  States,  the  Health 
Insurance  Institute  said  recently. 

Major  medical,  sometimes  called  “catastrophe” 
insurance,  helps  pay  for  virtually  all  types  of  medi- 
cal services.  As  of  June  30,  1962,  major  medical  as 
written  by  insurance  companies  covered  an  esti- 
mated 36  million  people,  or  one  out  of  every  five 
persons  in  the  civilian  population.  However,  more 
than  135  million  persons — or  three  out  of  every 
four  persons — have  some  form  of  health  insurance 
coverage. 

The  first  major  medical  plan  went  into  effect  in 
1949  and,  at  the  end  of  1951,  some  108,000  persons 
had  this  form  of  coverage.  By  the  end  of  1956  this 
coverage  had  jumped  to  8,876,000  persons,  or  one 
out  of  every  19  people  in  the  civilian  population. 

The  insurance  continued  to  grow,  covering 
34,138,000  at  the  end  of  1961  for  a 300-fold  increase 
over  the  1951-1961  decade,  said  the  Institute. 

Benefit  payments  under  major  medical  policies 
have  been  growing  even  more  rapidly  than  cover- 
age, said  the  Institute.  The  coverage  growth  from 
1956  to  1961  was  nearly  four-fold  but  the  benefit 
increase  was  more  than  9-fold,  climbing  from  $64 
million  in  1956  to  nearly  $577  million  in  1961. 

The  increase  in  benefits  from  1960  to  1961,  $431 
million  to  $577  million,  was  a jump  of  34  per  cent, 
and  major  medical  benefits  this  year  are  running 
22  per  cent  ahead  of  1961,  said  the  Institute. 

The  Institute  reported  that  the  number  of  per- 
sons with  major  medical  insurance  in  Rhode  Island 
was  estimated  to  be  85,000. 

Surgeons  Sectional  Meeting  at  Toronto  in  April 

All  doctors  of  medicine  from  the  northeastern 
section  of  the  United  States  and  Canada  are  invited 
to  the  American  College  of  Surgeons  sectional 
meeting,  April  25-27,  in  Toronto  at  the  Royal  York 
Hotel.  Eminent  surgeons  will  present  12  scientific 
papers  and  8 panels  covering  such  topics  as  cardio- 
vascular surgery,  lung  cancer  and  cigarette  smok- 
ing, injuries  to  the  hand,  injuries  to  urinary  tract 
during  abdominal  surgery,  human  antitoxin  in 
prophylaxis  of  tetanus,  bleeding  esophageal  varices, 
traumatic  and  degenerative  lesions  of  cervical  spine, 
ophthalmologic  findings  in  brain  tumors,  and  pres- 
ent status  of  antibiotics.  Selected  medical  films  will 
be  shown  daily. 
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SCIENTIFIC  REVOLUTION 

In  the  last  half-century  there  has  occurred  the 
greatest  scientific  revolution  the  world  has  ever 
known.  Science  is  king  and  it  has  revolutionized 
our  way  of  life  and  our  standard  of  living.  We  are 
perching  men  on  top  of  rockets  and  exploding  them 
into  gravityless  outer  space.  Pretty  soon  our  scien- 
tists will  be  probing  the  moon  and  the  planets.  Our 
scientists  have  developed  atomic  devices  capable 
of  obliterating  mankind  from  the  face  of  the  earth. 
Ordinary  people  do  not  clearly  understand  these 
things.  It  would  be  amazing  if  there  weren’t  some 
kind  of  a popular  reaction  to  the  bewildering  devel- 
opments of  modern  science.  Instinctively  people 
fear  the  awesome  power  of  the  scientific  genie  they 
have  let  out  of  the  bottle.  They  are  fearful  that  the 
scientists  are  recklessly  playing  with  dangerous 
toys  and  will  only  succeed  in  poisoning,  maiming 
or  killing  us  all. 

A similar  thing  happened  about  150  years  ago.  In 
Dr.  Vannevar  Bush’s  words,  “When  the  industrial 
revolution  really  struck  England,  the  land  of  its 
birth,  in  the  early  years  of  the  nineteenth  century, 
the  outcry  against  it  was  enormous.  The  factory  was 
the  locus  of  all  evil : it  represented  poverty,  exploita- 
tion, and  misery.  The  cotton  mills  of  Manchester 
stood  as  world-wide  symbols  of  Paradise  Lost. 

“It  took  a twentieth-century  English  philosopher, 


Alfred  North  Whitehead,  to  point  out  that  most  of 
the  terrible  sufferings  which  accompanied  the  indus- 
trial revolution  were  in  fact  unnecessary  and  were 
not  caused  by  the  steam  engine  or  the  power  loom ; 
they  were  instead  the  consequences  of  a giant  step 
achieved  in  technical  innovation  with  no  corre- 
sponding step  at  all  in  social,  political,  or  economic 
innovation. 

“Within  little  more  than  a century  we  have 
hauled  about  on  a completely  new  tack : whereas  in 
the  1840’s,  the  very  existence  of  the  factory  system 
was  deplored,  by  the  1960’s  the  factory  has  become 
so  infixed  in  our  social  thoughts  that  a decline  in 
factory  employment  is  now  being  widely  heralded 
as  the  New  Doom.  Yet  the  heralded  cause  of  the 
New  Doom  is  the  same  as  the  cause  of  the  Old 
(1789-1840)  Doom.  Only  its  name  has  changed.” 

The  blind  instinctive  reaction  to  the  20th  century 
scientific  revolution  is  just  beginning.  It  may  be 
seen  in  the  opposition  to  the  fluoridation  of  water, 
the  stringent  regulation  of  food  additives,  the  grow- 
ing influence  of  the  antivivisectionists,  the  Delaney 
anti-cancer  amendment  of  the  Food,  Drug,  and 
Cosmetic  Act,  the  outcry  against  insecticides  and 
pesticides  brought  to  a focus  in  Rachel  Carson’s 
book,  “Silent  Spring.”  Recently,  the  government 
has  expressed  a reluctance  to  license  vaccines  when 
the  cells  of  animals  classed  as  pets  are  used  as  a 
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culture  medium  for  the  growth  of  the  organisms. 
I am  sure  that  some  of  the  distrust  of  our  doctors 
arises  from  the  same  suspicion  of  scientists  gen- 
erally. Certainly,  the  Drug  Amendments  of  1962 
and  the  tough  regulations  that  will  flow  from  them 
reflect  a public  distrust  of  the  skill,  care  and  pru- 
dence of  the  scientists  and  administrators  of  our 
industry.  The  novelty  of  our  space  probes  and  the 
sporting  instincts  of  our  competition  with  the 
Russians  has  so  far  spared  this  scientific  venture 
from  serious  criticism.  But  let  us  lose  an  astronaut 
or  two,  as  I am  afraid  we  inevitably  will,  and,  mark 
my  word,  you  will  see  a grave  reaction  to  the  awe- 
some achievements  of  science  in  this  area,  too.  . . . 

. . . Extracted  from  The  Drug  Amendments 
of  1962,  by  Theodore  G.  Klumpp,  m.d., 
of  New  York,  President  of  Winthrop 
Laboratories,  which  first  appeared  in  the 
Rocky  Mountain  Medical  Journal  of 
December,  1962. 

HOSPITAL  PRIVILEGES? 

A Responsibility 

There  is  no  more  controversial  question  in  medi- 
cal practice  than  who  may  be  granted  hospital  privi- 
leges, and  to  what  extent.  This  is  as  true  in  internal 
medicine  as  in  surgical  practice. 

Does  just  anyone  read  electrocardiograms  and 
treat  diabetic  coma  and  other  severe  diseases  ? 
Does  just  anyone  do  intestinal  or  other  complicated 
surgery?  Is  it  right  to  say,  “Each  individual  must 
live  up  to  his  own  responsibilities  and  let  his  own 
conscience  be  his  guide?” 

Authorities  have  stated  that  a good  physician  can 
adequately  handle  80%  of  all  patients  presenting 
themselves  to  him  in  a general  sense.  It  is  the  re- 
maining 20%  that  has  caused  the  headaches  and 
heartaches  to  hospitals  and  to  physicians  them- 
selves. Many  individuals  feel  they  are  competent 
but  have  been  refused  privileges.  Competent  or  not, 
the  desire  has  been  so  great  that  the  physician  has 
gone  out,  organized  and  started  his  own  hospital. 
As  long  as  he  complies  with  the  local  sanitary  and 
electrical  codes,  his  hospital  is  in  business.  In  most 
instances  the  local  government,  the  American  Med- 
ical Association,  the  local  medical  societies,  spe- 
cialty societies,  Blue  Cross,  and  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals  are  helpless. 
They  can  give  advice  and  make  recommendations. 
They  cannot  interfere  with  the  practice  of  medicine 
of  a duly  licensed  practitioner  of  medicine  in  such 
a hospital. 

This  is  not  a healthy  condition.  It  can  be  partially 
corrected  by  hospital  staffs  not  being  selfish,  not 
refusing  appointments  because  of  present  over- 
crowding. Appointments  and  delineation  of  privi- 
leges are  the  primary  responsibility  of  the  medical 
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staff.  Appointments  and  privileges  should  be  ex- 
tended to  duly  licensed  qualified  physicians  to  prac- 
tice in  the  appropriate  fields  of  general  medicine, 
surgery,  pediatrics,  gynecology,  and  other  recog- 
nized and  accepted  fields,  according  to  the  indi- 
vidual experience,  competence,  ability,  character, 
judgment,  and  ethical  regard  of  the  applicant  as 
evaluated  by  a responsible  committee  and  recom- 
mended by  it  to  the  medical  staff  and  to  the  govern- 
ing body. 

Individual  character,  competence,  experience  and 
judgment  should  be  the  criteria  for  selection. 
Under  no  circumstances  should  the  accordance  of 
staff  membership  or  professional  privileges  in  the 
hospital  be  dependent  solely  upon  certification, 
fellowship  or  membership  in  a specialty  body  or 
society. 

To  select  its  members  and  delineate  privileges  the 
hospital  medical  staff  should  set  up  a system  to 
evaluate  each  applicant.  Whatever  the  system,  it 
should  be  objective,  impartial  and  fair;  broad 
enough  to  recognize  professional  excellence  and 
limited  enough  to  safeguard  patients,  and  based  on 
definite  workable  standards  that  can  be  applied. 
Doctors  have  chosen  to  associate  themselves  in  a 
community  effort  in  a hospital.  It  necessarily  fol- 
lows that  there  must  be  rules  and  regulations,  and 
the  individual  becomes  responsible  not  only  for  his 
own  performance  but  for  that  of  others.  He  must  be 
willing  to  judge  and  be  judged.  It  is  a grave  respon- 
sibility and  cannot  be  taken  selfishly  or  capriciously. 
Hospital  staffs  and  boards  must  be  both  objective 
and  fair  in  appointments.  Living  up  to  this  respon- 
sibility cannot  help  but  slow  down  the  building  of 
inadequate,  irresponsible  hospitals.  It  vouchsafes 
to  the  public  this  responsibility  and  eliminates 
the  necessity  for  possible  arbitrary  governmental 
bureaucratic  control. 

. . . Reprinted  from  Bulletin  of  the  Joint 

Commission  on  Accreditation  of  Hospitals, 
December,  1962  Issue. 

LOCATION  OF  EMERGENCY 
CIVIL  DEFENSE  HOSPITALS 
IN  RHODE  ISLAND 

TYPE 

1955  Zambarano  Memorial  Hospital  (stored  and  operated) 
Wallum  Lake,  Rhode  Island 
1957  Precious  Blood  Church  (stored  and  operated) 

Park  Avenue 

Woonsocket,  Rhode  Island 
1955  Chepachet  School  (stored  and  operated) 

Main  Street 

Chepachet,  Rhode  Island 
1955  Tolman  High  School  (stored  and  operated) 
Exchange  Street 
Pawtucket,  Rhode  Island 
1957  Lew  Manufacturing  Company  (stored) 

Washington  Tiogue  School  (operated) 
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South  Main  Street 
Washington,  Rhode  Island 

1957  Kaiser  Aluminum  (stored) 

500  Wood  Street 
Bristol,  Rhode  Island 

Possibility  of  stored  and  operated  at  Veterans  Home 
Metacom  Avenue 
Bristol,  Rhode  Island 

Andrews  School  (operated) 

Corner  Bradford  and  Hope  Streets 
Bristol,  Rhode  Island 

1955  Park  View  Jr.  High  School  (stored  and  operated) 
Park  Avenue 
Cranston,  Rhode  Island 

1957  Middletown  High  School  (stored  and  operated) 
Middletown,  Rhode  Island 

1955  New  Rogers  High  School  (stored  and  operated) 
Newport,  Rhode  Island 

1955  University  of  Rhode  Island  (stored  and  operated) 
South  Kingstown,  Rhode  Island 

1955  Hazard  Memorial  Library  (stored) 

North  Kingstown  High  School  (operated) 
Wakefield,  Rhode  Island 

(Plans  being  considered  to  transfer  this  hospital  to 
Ladd  School,  Exeter,  Rhode  Island) 

1954  Hope  Valley  Elem.  School  (stored  and  operated) 
Route  No.  3 

Hope  Valley,  Rhode  Island 

1955  Old  Town  Hall  (stored) 

School  adjoining  Westerly  Hospital  (operated) 
Westerly,  Rhode  Island 
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1 out  of  Every  10  Medical  Students 
Use  AMA  Loan  Lund 

One  out  of  every  10  medical  students  in  the  U.S. 
is  benefiting  from  the  new  student  loan  program 
developed  by  the  American  Medical  Association’s 
Education  and  Research  Foundation. 

Doctor  Raymond  M.  McKeown  of  Coos  Bay, 
Oregon,  secretary-treasurer  of  the  AMA,  said 
Monday,  that  “since  its  inception  nine  months  ago, 
the  loan  program  has  granted  loans  totaling  more 
than  9 million  dollars  to  3,042  medical  students  and 
1,787  interns  and  residents.” 

Doctor  McKeown  told  AMA’s  House  of  Dele- 
gates the  recipients  of  these  loans  are  in  training  in 
83  AMA-approved  medical  schools  and  399  hospi- 
tals. Of  the  total,  63  per  cent  are  medical  students, 
14  per  cent  interns,  23  per  cent  are  residents. 

Under  the  program,  the  AMA  fund  provides  a 
guaranty  under  which  students  may  borrow  funds 
from  commercial  banks.  Each  $100  in  the  fund 
backs  up  a $1,250  loan — to  be  repaid  after  the 
student  completes  his  training  and  is  in  practice. 

California  students  lead  the  country  in  making 
use  of  the  fund,  Doctor  McKeown  noted.  Some  525 
students  and  graduates  in  this  state  now  are  pur- 
suing their  training  with  the  aid  of  loans  totaling 
$645,000. 


too,  is 
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The  extra-firm  mattress 
selected  by  over  9,000  doctors 

for  their  own  use 


Assures  both  preventive  and  corrective  support— used  in 
more  American  homes  than  any  other  special  design 


Sealy  Posturepedic  is  the  first  mattress  designed  in  cooperation 
with  leading  orthopedic  surgeons  to  promote  normal,  healthful 
sleep  among  all  persons. 

As  a ' 'corrective  device”  it  serves  those  chronically  afflicted  with 
lower  back  syndromes.  As  a preventive  measure  Sealy  Posturepedic 
brings  deep  spring  buoyancy  without  bedboard  hardness  to  every- 
one—plus  the  concomitant  blessings  of  unexcelled  comfort  and 
extra-firm  support. 


These  are  basic  to  good  health.  The  therapeutic  value  of  restful 
sleep  is  especially  recognized  during  these  tense  and  anxious  days. 
Sealy  Posturepedic  eminently  meets  this  need  by  supplying  level 
spine  support  for  proper  relaxation  of  the  limbs  and  human  mus- 
culatory  system. 


Over  9,000  doctors  of  medicine  have  tried  and  bought  the  Sealy 
Posturepedic  mattress  and  matching  foundation  for  their  own  use. 
We  believe  your  investigation  will  firmly  convince  you  of  its  dis- 
tinctive benefits,  and,  we  would  hope,  merit  your  valued  recom- 
mendation. 


POSTUREPEDIC® 

" BRAND 


NO  MORNING 
BACKACH  E 

from  a too-soft  mattress 


PROFESSIONAL  DISCOUNT  OF  $39.00 


So  that  you  may  judge  the  quality  of  the  Sealy  Posturepedic  for  yourself, 
we  offer'  a special  Professional  Discount  on  this  mattress  and  foundation 
when  purchased  for  your  personal  use.  Limit — one  full  or  two  twin  size  sets. 


SEALY  MATTRESS  COMPANY  • Oakville,  Conn. 

Enclosed  is  my  check  and  letterhead.  Please  ship  the  Sealy  Posturepedic  Set(s) 
indicated  below: 

1 Full  Size  □ 1 Twin  Size  Q 2 Twin  Size  □ 

RETAIL  PROFESSIONAL 

Posturepedic  Mattress  each  $79.50  (add  state  tax)  $60.00 

Posturepedic  Foundation  each  $79.50  (add  state  tax)  $60.00 

NAME 

RESIDENCE 

CITY ZONE STATE 

(This  is  a saving  of  $39.00  per  set  over  the  regular  $159.00  retail  price 
V ..  for  mattress  and  matching  foundation)  ©Sealy,  Inc.,  195P 
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SPECIAL  COUGH  FORMULA 

for  CtuLdrert 

Pediacof 

SOOTHING  DECONGESTANT  AND  EXPECTORANT 


Each  teaspoon  (5  cc.)  contains:  Codeine  phosphate 5.0  mg. 

Neo-Synephrine®  hydrochloride  . . 2.5  mg. 

(brand  of  phenylephrine  hydrochloride) 

Chlorpheniramine  maleate 0.75  mg. 

Potassium  iodide 75.0  mg. 


Bright  red , pleasant  tasting, 
raspberry  flavored  syrup 

Dosage: 

Children  from  6 months  to  1 year, 
1/4  teaspoon;  1 to  3 years,  1/2  to 
1 teaspoon;  3 to  6 years,  1 to  2 
teaspoons;  6 to  12  years,  2 tea- 
spoons. Every  four  to  six  hours  as 
needed. 


How  Supplied: 

Bottles  of  16  fl.  oz. 

Exempt  Narcotic 


LABORATORIES 

New  York  18,  N Y 


Before  prescribing  be  sure  to  consult 
Winthrop’s  literature  for  additional 
information  about  dosage,  possible 
oftai'.iv  and  contraindications. 


Relieves  Anxiety  and  Anxious  Depression 


The  outstanding  effectiveness  and  record  of  safety  with  which 
Miltown  relieves  anxiety  and  anxious  depression— the  type  of 
depression  in  which  either  tension  or  nervousness  or  insomnia 
is  a prominent  symptom  — has  been  clinically  authenticated 
time  and  again  during  the  past  seven  years.  This,  undoubt- 
edly, is  one  reason  why  physicians  still  prescribe  meprobamate 
more  often  than  any  other  tranquilizer  in  the  world. 


Miltown* 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  meprotabs®  — 400  mg. 
unmarked,  coated  tablets;  and  in  sustained-release 
capsules  as  meprospan®-400  and  mf.prospan®-200  (con- 
taining respectively  400  mg.  and  200  mg.  meprobamate). 


Clinically  proven 
in  over  75  0 

published  studies 

IActs  dependably  — without 
causing  ataxia  or  altering 
sexual  function 

Does  not  produce 
Parkinson-like  symptoms 
or  liver  damage 

Does  not  muddle  the  mind 
or  impair  physical  activity 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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THE  WASHINGTON  SCENE 

A Summary  Report  Prepared  by  the  W ashington  Office  of 
the  American  Medical  Association 


President  Kennedy  submitted  to  Congress  a 
proposed  new  multi-million  dollar  program  to 
combat  mental  illness  and  mental  retardation  calling 
for  the  establishment  of  hundreds  of  community 
health  centers. 

The  program  would  be  financed  jointly  by  the 
federal  and  state  or  local  governments,  similar  to 
the  Hill-Burton  program  for  construction  of  hospi- 
tals. It  was  estimated  the  program  would  cost  hun- 
dreds of  millions  of  dollars  eventually,  if  approved 
by  Congress  and  fully  implemented  at  the  state  and 
local  level.  Congress  was  asked  to  appropriate 
$31.3  million  in  fiscal  1964  for  the  program. 

Kennedy  listed  three  objectives  : 1 ) determining 
the  causes  of  mental  illness  and  mental  retarda- 
tion and  finding  effective  treatments  for  them ; 

2 )  research  and  training  of  skilled  personnel ; 

3)  strengthening  and  improvement  of  programs 
and  facilities  for  treating  the  mentally  afflicted. 

“This  approach  is  designed,  in  large  measure,  to 
use  federal  resources  to  stimulate  state,  local  and 
private  action,”  Kennedy  said.  “When  carried  out, 
reliance  on  the  cold  mercy  of  custodial  isolation  will 
be  supplanted  by  the  open  warmth  of  community 
concern  and  capability.  Emphasis  on  prevention, 
treatment  and  rehabilitation  will  be  substituted  for 
a desultory  interest  in  confining  patients  in  an  insti- 
tution to  wither  away.” 

The  President  asked  for  prompt  Congressional 
approval  of  legislation  that  would : 

1 )  Authorize  grants  to  the  states  beginning  in 
fiscal  1965  for  establishment  of  comprehensive  com- 
munity mental  health  centers  with  the  federal  gov- 
ernment providing  from  45  to  75  per  cent  of  the 
project  costs  and  short-term  grants  for  initial 
staffing  costs.  The  federal  government  would  pro- 
vide up  to  75  per  cent  of  operation  costs  in  early 
months  and  phase  out  such  support  in  about  four 
years. 

2)  Set  up  a five-year  program,  starting  with 
$5  million  in  the  next  fiscal  year,  for  project  grants 
to  stimulate  state  and  local  health  departments  in 
planning,  in  initiating  and  developing  programs. 
The  goal  would  be  prevention  of  mental  retardation. 

3)  Establish  project  grants  to  states  to  promote 
public  planning  for  comprehensive  state  and  com- 
munity action  on  retardation,  plus  provision  of 


federal  funds  for  up  to  75  per  cent  of  the  construc- 
tion costs  of  mental  retardation  research  centers. 

4 )  Amend  the  Vocational  Rehabilitation  Act  to 
provide  additional  federal  financial  assistance  for 
services  to  the  mentally  retarded  and  others  whose 
vocational  rehabilitation  potential  is  difficult  to 
determine.  The  legislation  would  permit  rehabilita- 
tion services  to  a mentally  retarded  person  up  to 
18  months. 

* >K  * 

The  Kennedy  Administration’s  budget  for  fiscal 
1964  calls  for  increases  for  all  activities  of  the 
National  Institutes  of  Health  with  a boost  of  nearly 
50  per  cent,  to  $166  million,  for  mental  health  work. 

The  estimated  expenditures  in  the  new  budget 
for  medical  research  through  NIH  totalled  $850 
million,  $113  million  more  than  the  estimate  for  the 
current  fiscal  year.  The  total  was  somewhat  surpris- 
ing in  that  Kennedy  expressed  dissatisfaction  last 
year  when  Congress  appropriated  $100  million 
more  for  NIH  than  he  had  requested. 

In  a special  message  to  Congress  “on  improving 
American  health,”  President  Kennedy  renewed 
requests  for  grants  for  medical  and  dental  schools, 
air  pollution  control,  health  research,  vocational 
rehabilitation,  encouragement  of  group  practice, 
improving  maternal  and  child  care  and  health  and 
community  health  services. 

The  President  also  said  there  was  a “clear  and 
urgent  need”  for  tighter  control  over  the  marketing 
of  food,  drugs,  therapeutic  devices  and  cosmetics. 

Kennedy  urged  a five-year  extension  of  the  Hill- 
Burton  Act  providing  federal  aid  for  construction 
of  health  facilities,  due  to  expire  June  30,  1964.  He 
asked  an  additional  $35  million  to  provide  finan- 
cial assistance  for  modernizing  or  replacing  hospi- 
tals and  nursing  homes  under  the  law. 

He  said  the  need  for  “high  quality”  nursing 
homes  would  be  “especially  great”  and  urged  an 
increase  in  the  budget  for  such  facilities  from  $20 
million  to  $50  million  annually. 

The  President  asked  Congress  to  adopt  legisla- 
tion to  abate  interstate  air  pollution  along  the  lines 
of  the  existing  water  pollution  control  enforcement 
measures. 

The  A.M.A.  again  supported  federal  aid  in  con- 
struction, expansion  and  modernization  of  medical 

continued  on  page  130 
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80%  Excellent/Good  Results 
in  4,491  Cases1'4 

Chymoral  exerts  a favorable  influence  in 
many  respiratory  tract  disorders.  It  re- 
duces inflammation  and  swelling  of  nasal 
and  sinusal  mucosa,  relieves  engorge- 
ment of  nasal  turbinates,  encourages 
free  drainage.2,3  Patients  experience  less 
discomfort  as  accumulation  of  secre- 
tions is  reduced  and  airflow  improves.1,4 


Condition 

No.  of  Cases 

Excellent /Good 

Fair 

Poor 

Sinusitis 

1,588 

1,303 

190 

95 

Rhinitis 

514 

413 

61 

40 

Bronchitis 

1,312 

1,087 

158 

67 

Bronchial 

Asthma 

1,077 

824 

175 

78 

Totals 

4,491 

3,627 

584 

280 

reduces  respiratory  inflammation, 
edema  and  discomfort 

1.  Taub,  S.  J.:  Clin.  Med.  7:2575,  1960.  2.  Physicians'  Reports 
to  the  Medical  Department,  Armour  Pharmaceutical  Company, 
1961.  3.  Billow,  B.  W.,  et  al.:  Southwestern  Med.  41 :286,  1960. 
4.  Teitel,  L.  H.,  et  al.:  Indust.  Med.  29:150,  1960. 

CHYMORAL  is  an  ORAL  anti-inflammatory  enzyme  tablet  specifi- 
cally formulated  for  intestinal  absorption.  Each  tablet  provides 
enzymatic  activity,  equivalent  to  50,000  Armour  Units,  supplied  by  a 
purified  concentrate  which  has  specific  trypsin  and  chymotrypsin 
activity  in  a ratio  of  approximately  six  to  one.  ACTION:  Reduces 
inflammation  of  all  types;  reduces  and  prevents  edema  except  that 
of  cardiac  or  renal  origin;  hastens  absorption  of  blood  and  lymph 
extravasates;  helps  to  liquefy  thick  tenacious  mucous  secretions; 
improves  regional  circulation;  promotes  healing;  reduces  pain. 
INDICATIONS:  Chymoral  is  indicated  in  respiratory  conditions  such 
as  asthma,  bronchitis,  rhinitis,  sinusitis;  in  accidental  trauma  to 
speed  absorption  of  hematoma,  bruises,  and  contusions;  in  in- 
flammatory dermatoses  to  ameliorate  acute  inflammation  in  con- 
junction with  standard  therapies;  in  gynecologic  conditions  such  as 
pelvic  inflammatory  disease  and  mastitis;  in  obstetrics  as  eprsioto- 
mies  and  breast  engorgement;  in  surgical  procedures  as  biopsies, 
hernia  repairs,  hemorrhoidectomies,  mammectomies,  phlebitis  and 
thrombophlebitis;  in  genitourinary  disorders  as  epididymitis,  orchi- 
tis and  prostatitis;  in  dental  and  oral  surgery  as  fractures  of  the 
mandible  or  maxilla,  difficult  or  multiple  extractions,  and  alveolec- 
tomies.  CONTRAINDICATIONS:  None  known.  INCOMPATIBILI- 
TIES: None  known.  Antibiotics  as  well  as  generally  accepted  meas- 
ures may  be  coadministered.  SIDE  EFFECTS:  Mild  gastric  upsets, 
rarely  encountered.  DOSAGE:  Recommended  initial  dose  is  two 
tablets  q.i.d. ; one  tablet  q.i.d.  for  maintenance.  SUPPLIED:  Bottles 
Of  48  and  250  tablets.  Issue:  Rev.  October,  1962 

The  true  economy  of  proven  effective  dosage 


ARMOUR  PHARMACEUTICAL  COMPANY 

KANKAKEE,  ILLINOIS 

Originators  of  Listica 3 
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THE  WASHINGTON  SCENE 

concluded  from  page  128 

school  facilities — “a  one-time  expenditure  of  fed- 
eral funds  . . . where  the  maximum  freedom  of  the 
school  from  federal  control  is  assured.” 

‘‘If  the  high  standards  of  medical  education  are 
to  be  maintained,  increased  attention  must  be  given 
to  the  adequacy  of  physical  facilities,  the  availability 
of  qualified  instructors  and  the  availability  of  teach- 
ing material  and  patients  for  the  clinical  phases  of 
medical  education,”  Doctor  Dorman  told  a House 
Committee. 


ORGANIZED  MEDICINE 

As  every  doctor  knows,  medical  societies  are 
peace-loving  bodies,  tending  to  leave  well  enough 
alone.  The  practice  of  blood-letting  has  been 
rejected — within  the  fraternity,  too.  We  have 
renounced  drastic  purges  as  unphysiologic  and  un- 
democratic. Our  meetings  are  serenely  attuned  to 
the  direction  of  the  Chair,  and  come  election  time, 
the  Secretary  always  seems  to  know  where  to  cast 
our  monotonous  ballot. 

But  even  in  the  best  of  circles  something  incon- 
gruous is  bound  to  turn  up  occasionally.  Like  a 
triangle,  or  a rumboid  or,  worse  yet,  a plain  square. 
There  is  suddenly  a commotion,  unduly  seconded. 
The  Chair,  in  desperate  consultation  with  Mr. 
Robert,  rules  the  troublemaker  out  of  order,  he  who 
has  risen  precisely  on  a point  of  order  to  proclaim 
that  the  Chair  has  not  got  a leg  to  stand  on. 

What  to  do  in  such  a crisis  ? Well,  looking  under 
‘‘foreign  bodies,”  we  found  the  old  Doctor’s 
Almanac  recommending  hot  fomentations.  But 
searching  for  a modern  treatment  of  organizational 
malaise,  we  learned  that  an  ounce  of  prevention  is 
worth  a pound  of  by-laws.  So,  we  prevailed  on  our 
scholarly  friend,  Tufts  Vice-President  Tredinnick, 
for  a brief  formulary  of  sociologic  principles  which 
might  improve  our  efficiency  as  a committee  mem- 
ber and  meeting-goer. 

The  essentials,  Sandy  said,  are  simple.  First,  you 
have  Chisholm's  Law  of  Human  Interaction : “If 
anything  can  go  wrong,  it  will.”  The  corollaries  to 
this  are,  “when  things  just  can’t  get  worse,  they 
will  anyhow”  and  “whenever  there  is  a change  for 
the  better,  you  have  overlooked  something.” 
Second,  Finagle  s Law  of  Compound  Loss:  “Any- 
time a job  is  fouled  up,  a better  effort  will  only 
make  it  worse.”  Next,  the  Harvard  Law  of  Animal 
Behavior:  “Under  carefully  controlled  conditions, 
organisms  behave  as  they  damn  well  please,”  and 
finally  Murphy's  Law:  “All  things  being  equal, 
you  are  bound  to  lose.”  So  you  see  how  it  goes — 
you  needn’t  expect  too  much  of  anything,  except 
trouble,  in  organized  medicine. 

Reprinted  from  Tufts  Folia  Medica 
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“Any  attempt  to  increase  the  number  of  medical 
students  without  regard  to  these  conditions  will 
result  in  a lowering  of  the  standards  of  medical 
education.  At  this  time,  priority  should  be  given,  in 
our  opinion,  to  an  increase  and  improvement  in  the 
physical  facilities  available  for  medical  education.” 

* * * 

The  Federal  government  is  investigating  cancer 
cure  claims  by  the  makers  of  krebiozen,  and  check- 
ing reports  that  the  drug  was  being  illegally  sold. 

The  Food  and  Drug  Administration  set  out  to 
gather  clinical  records  on  patients  who  had  been 
treated  with  the  drug  and  who  were  reported  to 
have  been  helped  or  cured  by  it.  The  FDA  planned 
to  try  to  evaluate  whether  krebiozen  “has  had  any 
favorable  influence  in  the  treatment  of  cancer.” 

Commenting  on  quackery  in  the  field  of  cancer  in 
a statement  at  a hearing  of  the  Senate  Committee  on 
Aging,  Doctor  Gerald  D.  Dorman,  a member  of  the 
A.M.A.  Board  of  Trustees,  said: 

“A  cancer  product  still  being  promoted  at  this 
time  is  ‘krebiozen,’  a product  of  extreme  dilution, 
being  one  part  of  whatever  the  active  ingredient  is 
supposed  to  be  to  100,000  parts  of  light  mineral  oil. 
This  ‘cure’  sells  for  $9.50  for  1 cc  ampule,  which  is 
about  one-fifth  of  a teaspoonful.  Competent  micro- 
chemists have  testified  to  their  inability  to  find  any- 
thing in  an  ampule  of  this  product  but  the  mineral 
oil.” 

An  offer  by  Krebiozen  Research  Foundation, 
Chicago,  to  bring  to  Washington,  patients  it  claims 
were  cured  of  cancer  by  taking  krebiozen  was  re- 
jected by  the  Department  of  Health,  Education  and 
Welfare. 

“The  presentation  of  patients  to  give  testimonials 
without  any  opportunity  for  further  study  of  their 
complete  medical  records  would  contribute  nothing 
at  all  toward  solution  of  the  scientific  question 
of  krebiozen’s  merit  as  an  anti-cancer  drug,” 
Boisfeuillet  Jones,  Special  Assistant  to  the  HEW 
Secretary,  said. 

Doctor  Robert  E.  Shank,  chairman  of  the  A.M.A. 
Council  on  Foods  and  Nutrition,  told  the  Senate 
Committee  on  Aging  that  the  vitamin  industry  is 
selling  people  pills  they  do  not  need. 

“Perhaps  the  most  lucrative  deception  in  quack- 
ery is  perpetrated  by  nearly  every  distributor  of 
vitamins  and  vitamin-mineral  supplements,”  he 
said.  “Americans  each  year  are  spending  hundreds 
of  millions  of  dollars  on  (worthless  or  unnecessary) 
pills,  powders,  capsules  and  compounds  in  search  of 
a shortcut  to  health.” 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


PROVIDENCE  MEDICAL  ASSOCIATION 

A meeting  of  the  Providence  Medical  Association 
was  held  at  the  Rhode  Island  Medical  Society 
Library  on  Monday.  February  4, 1963.  The  meeting 
was  called  to  order  by  the  President,  Doctor  Harry 
E.  Darrah,  at  8:30  p.m. 

Minutes  of  Previous  Meeting 

The  President  reported  that  the  minutes  of  the 
annual  meeting  would  not  be  read,  unless  there  was 
a request  for  a reading.  No  request  was  made,  and 
Doctor  Darrah  announced  that  the  minutes  would 
be  published  in  the  Rhode  Island  Medical 
Journal. 

Announcements 

Doctor  Darrah  read  an  announcement  from 
Providence  College  extending  an  invitation  to  all 
members  of  the  Association  to  attend  a lecture  at 
the  College  on  February  11th  to  be  given  by 
Professor  J.  Walter  Wilson  of  Brown  University. 

Doctor  Darrah  called  attention  to  the  breaking 
and  entering  of  physicians’  automobiles  adjacent 
to  the  Library  at  times  of  meetings.  He  reported 
that  a police  detail  would  be  on  watch  each  night  of 
a meeting,  but  all  doctors  were  urged  to  keep  their 
autos  locked  when  unattended. 

End  Polio  Campaign 

Doctor  James  Bowes,  co-ordinator  for  the  state 
health  department  of  the  Rhode  Island  Medical 
Society’s  END  POLIO  CAMPAIGN,  discussed 
the  developments  of  that  program,  and  he  called  for 
additional  physician  volunteers  from  Providence  to 
staff  some  of  the  clinics  within  the  city  area. 

Presentation  of  Membership  Certificate 

Doctor  Darrah  conferred  the  Association’s  cer- 
tificate of  membership  to  Doctor  Eufrocino  N. 
Beltran  who  was  elected  to  membership  at  the 
January  meeting. 

Committee  Appointments 

The  President  announced  that  committee 
appointments  had  been  made,  and  that  each  member 
asked  to  serve  would  be  notified  within  the  week. 

Scientific  Program 

Doctor  Magnus  I.  Smedal,  chief  of  the  depart- 


ment of  radiology  at  Lahey  Clinic,  in  Boston,  and 
research  associate  at  Massachusetts  Institute  of 
Technology,  was  introduced  for  a presentation  of 
the  subject,  “Fifty  Cases  of  Papillary  and  Follicu- 
lar Carcinoma  of  the  Thyroid  Treated  Without 
Radical  Neck  Dissection.” 

Doctor  Smedal  reported  greatly  improved  re- 
sults using  a MEV  X-ray  instead  of  the  older  250  V 
therapy  in  those  cases  where  complete  surgical 
resection  was  not  possible.  It  is  hoped  that  his  paper 
will  be  published  in  full  in  the  Rhode  Island 
Medical  Journal  in  a subsequent  issue. 

The  meeting  was  adjourned  at  9 :40  p.m.  Attend- 
ance was  54.  Collation  was  served. 

Respectfully  submitted, 

William  A.  Reid,  m.d.,  Secretary 


CHECK  THE  DATES  NOW! 
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SCANNING  THE  MEDICAL  LITERATURE 


TECHNIQUE  IN  RESECTION  OF  ESO- 
PHAGEAL DIVERTICULUM.  J.  Murray 
Beardsley,  m.d.  Surgery  50:747,  1961 

Although  the  one-stage  operation  for  resection 
of  Zenker’s  diverticulum  of  the  esophagus  is  now 
universally  accepted,  it  has  not  solved  the  two  chief 
problems  that  have  always  plagued  the  surgeon, 
first,  the  difficulty  of  carrying  out  a total  excision  of 
the  diverticulum  without  encroaching  upon  and 
narrowing  the  lumen  of  the  esophagus  and,  second, 
in  attempting  to  avoid  this  complication,  the  tend- 
ency to  carry  out  an  inadequate  removal  of  the  neck 
of  the  diverticulum,  which  inevitably  leads  to 
recurrence. 

The  technique  described  overcomes  both  of  these 
difficulties.  A McGill  tube  is  threaded  over  the 
Levin  tube  beyond  the  diverticulum  after  it  has 
been  completely  mobilized  by  the  surgeon.  Once  in 
place,  this  rigid  splint,  which  delineates  the  eso- 
phageal lumen,  makes  it  impossible  to  angulate  the 
esophagus  which  could  result  in  narrowing  by 
overexcision.  At  the  same  time  the  junction  of  the 
esophagus  and  neck  of  the  diverticulum  become 
clearly  identified  allowing  for  complete  excision. 
Closure  is  made  with  two  layers  of  interrupted  fine 
silk,  one  in  the  mucosa  and  the  other  in  the  muscu- 
laris  and  the  suture  line  buttressed  with  a pedicle 
flap  of  prevertebral  fascia,  as  described  in  a prior 
communication  (Beardsley,  J.  M. : Diverticulum 
of  esophagus,  Am.  J.  Surg.  88:331,  1954). 

CONTROL  OF  GASTRIC  FUNCTION 
AFTER  SUBTOTAL  GASTRECTOMY. 
J.  Murray  Beardsley,  m.d.  Am.  J.  Surg.  101  : 
219,  1961 

A modification  of  the  Billroth  II  operation  for 
peptic  ulcer  is  described.  The  author  reports  on 
135  consecutive  cases  personally  performed  by  this 
technique.  The  aim  of  the  operation  is  to  recon- 
struct a gastric  pouch  that  will  retain  food  for  the 
normal  period  of  two  and  a half  to  three  and  a half 
hours.  Other  operations  of  the  Billroth  II  type  in 
which  the  anastomosis  is  placed  on  the  most  depend- 
ent portion  of  the  pouch  and  often  with  a large 
stoma  tend  to  have  a rapid  emptying  time  with  the 
result  that  the  pouch  remains  empty  for  the  most  of 
the  twenty-four  hour  period.  This  contributes  to 


dumping  symptoms  and  to  ulcer  recurrence  since 
the  buffer  action  of  food  is  lost. 

Gastric  function  studies  were  carried  out  on  71 
of  the  135  cases  giving  the  patients  food  mixed  with 
barium  and  the  progress  of  the  meal  followed  for  a 
period  of  four  hours.  It  was  demonstrated  that  this 
modification  of  the  Billroth  II  operation  accom- 
plished its  purpose  of  providing  a normal  emptying 
time  of  the  pouch. 

There  was  one  postoperative  death  (operative 
mortality  0.7  per  cent).  Marginal  ulcer  occurred  in 
three  cases  (2.2  per  cent) . Transthoracic  vagotomy 
was  performed  in  all  three  with  healing  of  the 
marginal  ulcer  and  relief  of  symptoms. 

OPEN  REDUCTION  OF  CLOSED  FRESH 
FRACTURES  AND  DISLOCATIONS  IN 
CHILDREN . A.  A.  Savastano,  m.d.,  and  R.  V. 

Tomaselli,  m.d.  J.  Internat.  Coll.  Surgeons 
38:223,  1962 

Fractures  in  children  differ  from  fractures  in 
adults  in  that  bone  in  children  is  growing  as  well  as 
living  tissue.  Open  reduction  is  not  often  indicated 
in  children  because  growing  bone  has  a tendency  to 
correct  angulated  deformities,  particularly  those 
that  occur  close  to  the  ends  of  long  bones ; never- 
theless, when  the  indication  does  exist,  the  opera- 
tion should  be  done  as  soon  after  the  injury  as 
possible.  If  metal  must  be  used  in  fixation  of  the 
fracture  in  children,  it  should  be  removed  as  soon 
after  the  fracture  is  healed  as  feasible.  When  one 
undertakes  the  open  surgical  treatment  of  bones  in 
children  one  must  bear  in  mind  the  possibilities  of 
infection,  longitudinal  overgrowth  of  bone  due  to 
stimulation,  non-union  of  the  fracture,  breaking  of 
the  metal  and  refracture  of  the  bone.  The  vast 
majority  of  fractures  in  children  can  well  be  treated 
by  closed  reduction  and  plaster  cast  fixation  or 
traction. 

A review  of  35  cases  of  fractures  treated  by  open 
reduction  at  Rhode  Island  Hospital  from  July  1956 
through  February  1961  is  presented.  Thirty-eight 
operations  were  done  on  35  patients.  Three  com- 
plications were  encountered,  namely,  an  infection, 
a refracture  of  the  bone  at  the  screw  site,  and  a pro- 
nounced postoperative  angulation.  The  end  results 
of  38  operations  are  presented. 
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supine  position,  the  reference  point  was  a level 
10  cm  above  the  tabletop. 

Case  1 S.  D.  A 45 -year-old  white  male  was 
hospitalized  for  evaluation  of  hepatomegaly  and 
pericardial  calcification.  On  admission  he  was  vir- 
tually asymptomatic  and  his  system  review,  past 
history,  and  family  history  were  unremarkable.  The 
patient  was  stocky,  plethoric,  and  appeared  rela- 
tively well.  The  pulse  was  76  and  irregular  ; the 
blood  pressure  was  120/70.  The  neck  veins  were 
not  distended  but  the  retinal  veins  appeared  en- 
gorged. The  lungs  were  clear.  The  left  border  of 
cardiac  dullness  was  13  cm  from  the  mid-sternal 

continued  on  next  page 


'"pHE  HEMODYNAMIC  CHANGES  of  COllStrictive 
pericarditis  are  now  well  known  together  with 
the  physiologic  adjustments  responsible  for  them. 
Characteristic  but  not  pathognomonic  pressure 
curves  can  be  obtained  by  conventional  catheteriza- 
tion of  the  right  chambers.  These  include  an  early 
diastolic  dip  followed  by  a rapid  rise  to  an  elevated 
plateau,  a ratio  of  right  ventricular  end-diastolic  to 
systolic  pressure  greater  than  1:3,  and  an  M or 
W shaped  right  atrial  pulse  curve.6,9  However, 
there  have  been  few  demonstrations  of  the  hemo- 
dynamic changes  in  the  left  ventricle.10  It  is  the  pur- 
pose of  this  paper  to  present  two  patients  with  con- 
strictive pericarditis  in  whom  such  studies  were 
obtained  before  and  after  operation.  They  offer 
further  evidence  of  the  biventricular  character  of 
this  disease. 


Method 

Right  heart  catheterization  was  done  in  the  usual 
manner.  Simultaneous  left  heart  studies  were 
obtained  by  retrograde  catheterization  of  the  left 
ventricle.  The  catheter  was  introduced  into  the 
aorta  through  a femoral  artery  by  a modification  of 
the  Seldinger  technic.  Pressure  measurements  were 
obtained  in  the  right  atrium,  right  ventricle,  pul- 
monary artery,  pulmonary  wedge  position  (p.c.), 
aorta,  and  left  ventricle.  With  the  patient  in  the 

*From  the  Veterans  Administration  Hospital,  West  Rox- 
bury, Massachusetts. 
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Fig.  1 — Pressure  tracings  obtained  before  and  after 
pericardiectomy  in  patient  S.  D.  Preoperative  pres- 
sures: A.  right  atrium.  B.  right  ventricle.  C.  simul- 
taneous left  ventricular  and  pulmonary  wedge  ( p.c. ) 
Postoperative  pressures:  D.  right  atrium.  E.  right 
ventricle.  F.  left  ventricle.  G.  pulmonary  wredge 
(p.c.).  See  results 
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line  in  the  5th  intercostal  space.  There  were  no 
murmurs,  but  a prominent  protodiastolic  sound  was 
heard  at  the  lower  left  sternal  border.  The  liver 
was  enlarged  12  cm  below  the  right  costal  margin 
and  the  spleen  was  felt  2 cm  below  the  left  costal 
margin.  There  was  abundant  ascites,  2 plus  sacral 
and  1 plus  ankle  edema.  An  electrocardiogram 
showed  atrial  fibrillation  and  digitalis  effect.  Chest 
fluoroscopy  revealed  moderate  enlargement  of  the 
heart  with  virtually  absent  pulsations  ; it  was  almost 
completely  encircled  by  calcified  pericardium.  A 
purified  protein  derivative  (tuberculin)  was  nega- 
tive (intermediate  strength).  Cardiac  catheteriza- 
tion was  performed  on  April  14,  1960,  and  on  May 
20th  an  almost  total  removal  of  the  extensively 
calcified  pericardium  was  performed.  It  was  fol- 
lowed by  an  uneventful  postoperative  course.  Cath- 
eterization was  repeated  on  August  10,  1960,  and 
January  15,  1962  (Fig.  1). 

Case  2 D.  M.  A 34-year-old  white  male  clerical 
worker  was  hospitalized  on  April  6,  1960,  because 
of  hepatomegaly.  He  was  essentially  well  until 
8 months  earlier  when  he  became  aware  of  fatigua- 
bility,  anorexia,  weight  loss,  and  exertional  dys- 
pnea. These  persisted,  and  he  was  hospitalized  when 
hepatomegaly  and  splenomegaly  were  discovered. 
One  and  one-half  years  prior  to  admission  the 


Fig.  2 — Pressure  tracings  obtained  before  and  after 
pericardiectomy  in  patient  D.  M.  Preoperative  pres- 
sures: A.  right  atrium.  B.  right  ventricle.  C.  simul- 
taneous left  ventricle  and  pulmonary  wedge  (p.c. ) 
Postoperative  pressures:  D.  right  atrium.  E.  right 
ventricle.  F.  left  ventricle.  G.  pulmonary  wedge 
(p.c.).  See  results 
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patient  experienced  severe  pleuritic  chest  pain  and 
a right  pleural  effusion  was  demonstrated  by  X-ray  ; 
the  cause  was  never  determined.  Physical  examina- 
tion revealed  a nonicteric  white  male.  Pulse  was 
120  and  regular,  and  blood  pressure  120/80.  The 
neck  veins  were  markedly  distended  and  pulsating. 
There  was  massive  edema  of  the  lower  extremities. 
Breath  sounds  were  decreased  and  the  right  lung 
base  was  dull.  There  was  no  palpable  cardiac  im- 
pulse, and  the  left  border  of  cardiac  dullness  was  at 
the  mid-clavicular  line.  The  heart  sounds  were 
muffled,  and  a prominent  protodiastolic  sound  was 
heard  at  the  lower  left  sternal  border.  The  liver  was 
felt  10  cm  below  the  right  costal  margin  and  the 
spleen  3 cm  below  the  left  costal  margin.  Ascites 
was  present.  Fluoroscopy  demonstrated  bilateral 
pleural  effusions  and  thickened  pleura.  The  heart 
was  moderately  enlarged  in  its  transverse  diameter 
with  barely  visible  pulsations.  No  pericardial  cal- 
cification was  seen.  An  electrocardiogram  had  low 
voltage  and  nonspecific  T-wave  abnormalities. 
Sputum,  gastric,  and  pleural  fluid  cultures  were  all 
negative  for  tubercle  bacilli.  Cardiac  catheteriza- 
tion was  performed  on  April  12,  1960.  After 
8 weeks  of  antitubercular  therapy,  pericardiectomy 
was  accomplished.  The  pericardium  was  about  5 mm 
in  thickness  and  densely  adherent  to  the  epicardium. 
Both  ventricles  were  completely  freed.  One  month 
after  operation  the  edema  had  subsided  entirely, 
and  the  patient  no  longer  complained  of  exertional 
dyspnea.  Physiologic  studies  were  repeated  on 
September  15,  1960  (Fig.  2). 

Results 

The  catheterization  data  are  summarized  in 
Table  1,  and  examples  of  the  pressure  tracings 
shown  in  Figures  1 and  2.  Both  patients  demon- 
strated pressure  curves  compatible  with  constric- 
tive pericarditis.  The  right  atrial  tracings  showed 
exaggerated  A,  C and  V waves,  and  both  ventricu- 
lar recordings  showed  rapid  diastolic  dips  with 
elevated  end-diastolic  plateaus. 

The  catheterization  findings  five  months  after 
pericardiectomy  in  patient  D.  M.  revealed  complete 
recovery  to  normal  intracardiac  pressures.  S.  D., 
while  showing  normal  right  atrial  and  right  ventric- 
ular end-diastolic  pressures  three  months  after 
operation,  had  persistent  elevation  of  pulmonary- 
capillary wedge  and  left  ventricular  end-diastolic 
pressures.  However,  seventeen  months  later  these 
were  almost  completely  normal. 

Discussion 

Since  there  is  little  justification  for  transthoracic 
or  transseptal  puncture  catheterization  of  the  left 
heart  in  constrictive  pericarditis,  there  have  been 
few  preoperative  left  ventricular  pressure  record- 
ings in  this  disorder.  By  a relatively  recent  method, 
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retrograde  catheterization  of  the  left  ventricle  was 
easily  and  safely  obtained.11  The  tracings  shown 
illustrate  the  value  of  this  technic  when  used 
together  with  other  cardiac  catheterization 
procedures. 

■ PRE-OPERATIVE 

3 MONTHS  POST-OP. 

4 MONTHS  POST-OP. 

SSL  20  MONTHS  POST-OP. 


(patient  s.d.) 

Hfl. 

■ ■ 


R.A.M.  R.V.E.D.  P.  WEDGE1  L.V.E.D. 


Fig.  3 — Graph  showing  pressure  changes  in  two 
patients  with  constrictive  pericarditis  before  and  after 
pericardiectomy.  A.  Patient  S.D.  B.  Patient  D.M. 
R.A.M. : right  atrial  mean  pressure 
R.V.E.D. : right  ventricular  end-diastolic  pressure 
P.  Wedge:  pulmonary  wedge  (p.c. ) pressure 
L.V.E.D.:  left  ventricular  end-diastolic  pressure 
Note  similarity  of  preoperative  levels  in  all  chambers. 


It  is  generally  accepted  that  the  limitation  of 
ventricular  diastolic  filling  is  the  basic  cause  of  the 
clinical  and  laboratory  findings  of  constrictive  dis- 
ease. An  elevated  diastolic  pressure  is  required  to 
overcome  the  increased  resistance  to  filling  imposed 
by  the  encircling  pericardium.  As  these  cases  illus- 
trate, this  results  in  a plateau-like  similarity  of  high 
pressures  in  all  cardiac  chambers.  This  curious 
hemodynamic  pattern  and  its  reversal  following 
pericardiectomy  is  illustrated  in  Figure  3.  It  must 
be  emphasized,  however,  that  such  an  elevation, 
while  characteristic,  is  not  diagnostic  and  may  be 
produced  by  such  restrictive  diseases  as  primary 
amyloidosis  of  the  heart,  subendocardial  fibro- 
elastosis, and  a number  of  obscure  cardiomyo- 
pathies.12-13 Extensive  pericardial  effusion  can  also 
do  this. 

Pulmonary  artery  hypertension  is  an  inconstant 
feature  of  the  disease.  It  has  been  shown  that  left 
ventricular  constriction  alone  causes  greater  eleva- 
tions of  pulmonary  artery  pressure  than  constriction 
of  both  ventricles.0  Thus,  the  significant  pulmonarv 
artery  hypertension  in  patient  S.D.  is  believed  to 
have  resulted  from  more  left  than  right  ventricular 
constriction. 

Four  months  after  pericardiectomy,  S.D.  showed 
little  significant  improvement  in  left  ventricular 
function.  However,  17  months  later  he  had  attained 
essentially  completely  normal  intracardiac  pres- 
sures. Thus,  a prolonged  interval  may  be  necessarv 
for  the  chronically  constricted  myocardium  to 
regain  normal  function  after  the  constriction  has 
been  relieved. 

Persistent  failure  of  intracardiac  pressures  to 
return  to  normal  following  pericardiectomy  would 
suggest  either  inadequate  pericardiectomy,  per- 
sistent inflammation,  atrophy,  or  fibrosis  of  the 
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Table  1 

HEMODYNAMIC  DATA  IN  TWO  PATIENTS  WITH  CONSTRICTIVE  PERICARDITIS 
OBTAINED  BEFORE  AND  AFTER  PERICARDIECTOMY 


D.M. 

S.  D. 

pre- 

post- 

pre- 

operative 

operative 

operative 

post-operative 

4/12/60 

9/15/60 

4/14/60 

8/10/60 

1/18/62 

Oxygen  consumption  (Ml/min)  

245 

227 

221 

215 

212 

Arterial  oxygen  saturation  9c 

83.7 

88 

97.3 

99.3 

97.5 

A/V  oxygen  difference  (Vol  %) 

4.1 

3.3 

5.7 

3.5 

4.3 

Cardiac  output  (L/M)  

6 

7 

3.9 

6.2 

5 

Cardiac  index  (L/Min/m2) 

3.1 

3.7 

2.2 

3.5 

2.8 

Stroke  volume  (cc)  

51 

88 

40 

87 

71 

Pulmonarv  arteriolar  resistance  (dvnes/ sec/cm-5) 

53.5 

43.7 

328 

76 

124 

Total  systemic  resistance  (dynes/ sec/cm-5) 

640 

809 

1600 

1385 

1400 

Pulmonary  arterv  pressure — mean  (mm/Hg) 

26 

12 

38 

22 

20 

“Pulmonarv”  wedge — mean  (mm/Hg) 

22 

6 

22 

16 

12 

Right  atrium — mean  (mm/Hg)  

18 

4 

18 

6 

8 

Left  ventricle  (mm/Hg) 

. 80/0-18 

105/0-2 

116/10-21 

135/6-18 

130/7-10 

Right  ventricle  (mm/Hg) 

. 36/10-18 

23/0-1 

48/3-18 

42/0-6 

36/10 

140 
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WHAT  MEDICAL- SURGICAL  CARE  WITHIN  THE 

INDUSTRIAL  PLANT?* 

Charles  L.  Farrell,  m.d. 


The  Author.  Charles  L.  Farrell,  M.D.,  of  Pawtucket, 
R.I.  Medical  Consultant  to  Blackstonc  Valley  Gas 
and  Electric  Company,  Pawtucket ; and  to  Ashton 
plant  of  Oivcns  Corning  Fibcrglas,  and  other  plants 
in  Blackstonc  Valley,  R.  I . 


The  first  cotton  mill  in  America  still  stands 
on  the  banks  of  the  Blackstone  River  in  Paw- 
tucket, R.  I.  This  2y2  story  frame  building  was 
built  in  1793  by  Almy,  Brown,  and  Slater  to  house 
machinery  from  an  earlier  mill  farther  down  the 
river.  Today  the  Slater  Mill  is  a museum,  but  it  is 
typical  of  the  early  New  England  mills  in  that  they 
were  all  built  in  scattered  locations  along  the  banks 
of  rivers  and  streams  which  furnished  the  motive 
power  to  operate  the  huge  water  wheels,  which  in 
turn  activated  the  machinery.  Although  some  were 
built  of  wood,  many  were  of  stone  quarried  at  the 
site  and  have  withstood  the  ravages  of  time  for 
generations.  In  fact,  one  plant  we  serve  is  over 
100  years  old,  but  with  air  conditioning,  modern 
lighting,  sound-proofing,  regular  repairs  to  brick 
and  stone- work,  constant  painting  plus  improve- 
ment of  its  physical  aspects,  the  plant  today  is  fre- 
quently winning  awards  in  competition  with  newer 
and  better  equipped  branches  of  the  company  in 
other  parts  of  the  country. 

However,  a greater  number  of  our  earlier,  and 
many  later  textile  mills  have  been  unable  to  com- 
pete and  have  closed.  Thus  the  large  industrial 
plant  employing  thousands  of  workers  is  no  longer 
the  rule  in  Rhode  Island.  Many  of  our  large  plants 
have  either  been  torn  down  or  divided  into  many 
small  concerns  employing  anywhere  from  6 or  7 to 
35  or  40  employees.  Obviously  then  occupational 
medicine,  at  least  in  R.  I.,  is  mostly  practised  by 
the  “part  time”  and  “on  call”  physician.  The  major- 
ity of  our  plants  have  no  first-aid  rooms,  no  plant 
nurse,  and  often  no  regular  “on  call”  physician. 
Accidents  are  taken  to  nearby  hospitals.  City  fire 
departments  operate  rescue  squads,  and  even  the 
country  districts  have  volunteer  ambulance  and 
rescue  units  available  on  short  notice.  In  the  larger 

^Presented  at  the  22nd  Congress  on  Occupational  Health  of 
the  American  Medical  Association,  at  Boston,  Massachu- 
setts, October  3,  1962. 


plants  of  300  to  600  employees  there  is  often  a 
first-aid  room  with  a nurse  and  one  or  more  trained 
first-aiders  available.  In  such  cases  medical  atten- 
tion is  supplied  by  an  “on  call”  physician,  or  a part- 
time  industrial  physician  on  a regularly  scheduled 
basis. 

The  ability  of  a physician  to  render  medical- 
surgical  care  in  these  cases  is  limited  by  the  facili- 
ties available  at  the  plant,  and  those  carried  by  him 
in  his  bag.  It  is  also  dependent  on  the  nurse  or 
other  personnel  at  the  scene.  The  “on  call”  physician 
rarely  has  an  opportunity  to  reach,  or  even  talk  to, 
management  regarding  the  establishment  of  mini- 
mal equipment,  or  work  space.  Inasmuch  as  he  may 
be  but  one  on  a panel  of  many  physicians  whom  the 
plant  tries  to  locate  when  needed,  he  often  feels  that 
such  an  attempt  on  his  part  would  be  wasted. 
Medical-surgical  care  in  such  plants  is  truly  basic 
and  is  limited  to  the  control  of  hemorrhage,  the 
treatment  of  shock,  the  application  of  dressings  to 
cuts  or  burns,  splinting  fractures,  and  supervision 
of  transportation  to  better  facilities. 

Situation  Should  Be  Improved 

I believe  this  situation  could  and  should  be  im- 
proved. Some  attempts  have  been  made  in  the  past 
through  civic  groups  and  Chamber  of  Commerce 
activity.  The  interest  thus  aroused,  however,  has 
not  been  followed  up  by  active  contacts,  or  com- 
mittee activity  to  insure  the  implementation  of  the 
ideas  generated  at  such  gatherings.  Constant  indoc- 
trination of  management  by  meetings  and  by  dis- 
cussion forums  is  needed.  Active  participation  of 
doctors  willing  to  provide  service  and  help  set  up 
minimum  space,  equipment,  supplies,  and  personnel 
should  impress  both  worker  and  employer  as  to  the 
benefits  to  be  derived  from  these  measures,  as  well 
as  from  pre-employment  and  periodic  physicals,  and 
good  working  conditions  regarding  safety  and 
hygiene.  They  will  thus  demonstrate  that  such  pro- 
cedures are  in  the  end  good  business  practice  and 
actually  save  more  than  they  cost. 

Even  the  smallest  business  enterprise  is  exacting 
in  its  purchase  of  the  raw  material  for  its  product 
and  is  stringent  in  applying  regulations  against 
waste  and  inefficiency  in  order  to  get  the  greatest 
profit  from  the  lowest  cost.  Yet  often  no  concern  is 
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shown  as  to  the  raw  material  it  uses  in  the  form  of 
manpower.  The  uncontrolled  diabetic,  the  chronic 
asthmatic,  the  cardiac,  and  the  hypertensive  cost 
employers  many  dollars  in  inefficiency  and  time  lost 
because  of  illness  or  accidents  and  frequent  changes 
of  jobs.  Many  of  these  people  are  not  aware  of  their 
physical  condition  and  seek  no  medical  attention 
until  forced  to  do  so  by  their  inability  to  obtain  or 
maintain  employment. 

While  the  need  for  improvement  in  providing 
medical-surgical  care  in  the  above-described  type  of 
plant  is  obvious,  we  must  in  fairness  admit  that  our 
newest  small  business  concerns  have  so  completely 
equipped  their  establishments  with  air-condition- 
ing, fluorescent  lighting,  sound  proofing,  and  all 
modern  safety  devices,  as  well  as  good  washroom 
and  toilet  facilities,  that  accidents  and  occupational 
disease  hazards  have  been  reduced  to  the  minimum. 
Rest  rooms  are  available,  and  usually  one  or  more 
of  the  permanent  plant  employees  is  a trained  first- 
aider.  In  addition,  many  of  these  businesses  send 
all  prospective  employees  to  a designated  physician 
for  a pre-employment  physical  examination. 

One  plant  which  we  have  served  formerly  had 
many  severe  crushing  injuries  because  of  crowded 
conditions,  poor  lighting,  and  dirty  surroundings. 
They  moved  to  a brand-new  building  and  have  had 
no  major  accidents  in  the  past  five  years.  In  fact  for 
the  first  18  months  in  the  new  facilities  they  had  no 
injuries  at  all. 

Newer  machinery  and  specially  designed  equip- 
ment have  largely  reduced  the  hazards  of  toxic 
gases  and  solvents.  One  wire  concern  has  a device 
that  melts  the  lead  and  coats  the  wire  with  no 
human  contact.  Substitute  materials  that  are  rela- 
tively non-toxic  have  replaced  the  highly  volatile 
and  poisonous  chemicals  of  an  earlier  day. 

All  of  these  factors  have  reduced  the  accident 
rate  and  eliminated  some  of  the  sources  of  occupa- 
tional disease,  thus  reducing  the  activities  of  the 
industrial  physician.  Campaigns  for  accident  pre- 
vention. more  and  better  safety  devices,  careful  pre- 
employment and  periodic  physicals,  and  health  edu- 
cation through  talks  and  house  organs  have  likewise 
reduced  the  demands  on  the  plant  medical  depart- 
ment. Skin  rashes  are  still  prevalent ; but  the  major- 
ity are  allergic  rather  than  toxic  from  contact  with 
chemicals. 

For  practical  purposes  then,  a discussion  of 
medical-surgical  care  in  the  plant  resolves  itself 
into  a consideration  of  conditions  existent  in  an 
industrial  concern  of  800  to  1000  employees  with 
a first-aid  or  small  medical  department  staffed  by 
one  or  more  registered  nurses,  several  first-aiders, 
or  both.  Medical  care  for  employees  under  these 
auspices  can  be  developed  along  definite  lines. 


Development  of  In-Plant  Program 

Pre-employment  physicals  should  be  complete  in 
all  that  the  word  implies.  However,  no  plant  within 
my  knowledge  permits  routine  pelvic  examinations 
of  women.  Exceptions  may  be  made  if  the  physician 
has  a valid  reason  for  such  an  examination.  General 
inspection  of  the  female  genitalia  may  be  permitted 
and  encouraged  by  some  employers,  particularly  if 
they  have  had  some  experience  with  cases  of  pilo- 
nidal sinus.  We  have  met  a good  deal  of  objection 
to  rectal  examinations  from  some  men  employees. 
Female  workers  in  clerical  department  and  front 
office  employees  are  reluctant  to  be  examined  or  to 
have  laboratory  work  done.  Usually,  however,  it  is 
possible  to  overcome  their  objections  by  pointing 
out  the  mutual  protection  they  are  getting  by  being 
assured  that  they  and  their  fellow  workers  are  not 
probable  sources  of  infection. 

Special  attention  of  course  should  be  given  to  an 
applicant’s  ability  to  perform  the  particular  job  to 
which  he  will  be  assigned.  The  hazards  must  be 
considered  and  appropriate  evaluation  of  the  appli- 
cant’s ability  to  meet  them  must  be  assessed.  Sight 
and  hearing  tests  may  be  important  in  one  instance 
and  less  important  in  another.  It  may  be  necessary 
to  have  chest  X-rays  before  and  during  employ- 
ment, if  dust  is  a factor.  The  physician  should,  of 
course,  be  familiar  with  all  phases  of  plant  opera- 
tion and  should  know  of  the  existence  of  hazards, 
toxic  chemicals  or  gases,  general  and  special  work- 
ing conditions,  the  existence  of  areas  of  extreme 
heat  or  cold,  radiation,  or  electrical  energy. 

Blood,  urine,  and  serology  studies,  in  addition  to 
any  special  studies  to  measure  exposure  to  known 
hazards,  should  be  performed  routinely.  Yearly 
physical  examinations  for  all  employees  is  a goal 
toward  which  the  doctor  and  nurse  should  con- 
stantly strive.  If  the  facilities  of  the  plant  do  not 
permit  X-ray,  electrocardiographic,  or  laboratory 
tests,  these  procedures  can  be  transferred  to  clinic 
or  hospital  on  a regularly  scheduled  basis.  Exam- 
inations on  birthdays  has  not  proved  to  be  a prac- 
tical method. 

Role  of  Industrial  Nurse 

Upon  illness  or  injury  an  employee  reports  to  the 
medical  department,  where  the  nurse,  in  the  absence 
of  the  physician,  takes  his  temperature,  notes  his 
condition,  and  evaluates  his  complaint.  It  is  impor- 
tant that  the  nurse  and  physician  develop  good 
rapport.  One  should  complement  the  other.  A calm, 
collected,  and  intelligent  nurse  can  keep  a situation 
under  control  and  save  the  plant  physician  many 
needless  trips  as  well  as  unnecessary  expense  to 
the  management. 

The  nurse  should  work  under  explicit  instruc- 
tions, and  she  should  understand  clearly  what  she 
may  do,  and  more  importantly  what  she  may  not  do, 

continued  on  next  page 


142 


without  specific  orders  from  the  physician.  Many 
cases  may  be  handled  by  the  nurse  and  returned  to 
the  job,  with  instructions  to  report  to  the  plant 
physician  at  his  next  regular  visit. 

On  his  regular  visit  the  physician  should  see  the 
cases  treated  in  his  absence  and  issue  instructions 
for  further  care  if  needed.  Dressings  should  be 
changed  and  the  patient  indoctrinated  regarding 
health  and  safety  measures.  Causes  of  the  particular 
accident  or  illness  should  be  checked  and  discussed 
with  the  nurse,  as  well  as  with  the  safety  and  per- 
sonnel directors.  Some  plants  have  infra-red  lamps, 
diathermy  machines,  or  whirlpool  baths  depending 
upon  the  need  for  such  therapy.  Since  the  plant 
physician  is  responsible  for  all  treatment  given,  he 
should  be  explicit  in  his  instructions  as  to  when, 
and  by  whom,  these  modalities  are  to  be  used. 

In  our  plants  we  allow  the  nurse  to  dispense  a 
small  amount  of  medication  for  minor  complaints, 
i.e.,  headaches,  dysmenorrhea,  nausea,  upset  stom- 
ach, diarrhea,  and  sore  throat  without  elevated 
temperature.  Persons  who  have  an  elevated  tem- 
perature or  who  “look  sick”  and  are  obviously  ill 
are  not  treated  unless  the  plant  physician  is  present. 
These  employees  are  sent  home  by  plant  car  and  are 
told  to  get  in  touch  with  their  family  physician. 
Upon  return  to  work  all  employees  should  be  re- 
checked by  the  plant  physician. 

Illness  or  injury  not  connected  with  employment 
is  not  treated,  but  any  employee  may  visit  the  plant 
physician  once  with  any  problem.  We  attempt  to 
explain  the  condition  as  far  as  possible,  offer  en- 
couragement, and  advise  contact  with  the  family 
physician.  Many  times  we  are  personally  acquainted 
with  the  physicians  in  the  area  and  have  good  public 
relations,  so  that  we  can  work  closely  with  them  in 
the  care  of  the  patient.  Treatment  of  the  acutely  ill 
employee  with  a non-occupational  condition  is  not 
the  function  of  the  plant  medical  department.  We 
do,  however,  offer  a limited  amount  of  medication 
and  will  prescribe,  if  we  expect  a considerable  time- 
lag  before  the  patient  can  reach  his  family  physi- 
cian, or  if  distance  and  transportation  factors  add 
to  delay  in  obtaining  treatment. 

We  encourage  our  employees  to  visit  the  medical 
department  for  any  reason.  We  will  discuss  their 
problems  and  help  in  their  solution.  The  fear  of 
cancer  and  coronary  disease  is  prevalent  today. 
Many  persons  will  hesitate  to  go  to  a doctor’s  office 
with  vague  and  ill-defined  complaints  and  be 
obliged  to  admit  that  their  real  fear  is  of  cancer  or 
heart  disease.  They  can,  however,  unburden  them- 
selves to  a plant  physician  without  charge  and  on 
company  time  and  also  feel  less  reticent  because  the 
doctor  is  provided  by  the  plant  for  their  benefit. 
This  is  good  public  relations,  helps  in  patient 
education,  and  is  a form  of  preventive  medicine. 
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Further  follow-up  must  be  by  the  family  physician. 
The  opportunity  to  inform  and  instruct  employees 
on  health  matters  should  be  utilized  by  the  plant 
physician  to  the  utmost. 

Assistance  of  Supervisors  Sought 

Another  important  aspect  of  medical  care  in  the 
plant  is  the  opportunity  to  meet  with  foremen  and 
supervisors.  By  developing  their  cooperation  in  the 
elimination  of  possible  hazards,  as  well  as  indoctri- 
nating them  in  good  health  habits,  the  accident  and 
sickness  rate  is  lowered.  Personnel  directors  are 
acutely  aware  of  the  prestige  to  the  plant  in  com- 
piling a no-lost-time  accident  record,  and  the  cam- 
paigns for  accident  prevention  are  always  in  high 
gear.  They  are  so  effective  that  serious  accidents 
are  now  extremely  rare.  Surgical  care  in  the  plant 
is  usually  limited  to  minor  cuts,  bruises,  splinters, 
first  degree  burns,  and  an  occasional  sprain  or  frac- 
ture from  falls. 

Treatment  of  Injuries 

Rubber  and  wire  workers  commonly  sustain  cuts 
from  the  extremely  sharp  knives  they  use.  These 
cuts  sometimes  cause  partial  or  complete  amputa- 
tion of  one  or  more  digits.  Such  cases  are  given 
treatment  for  shock ; hemorrhage  is  controlled ; 
sterile  dressings  applied ; and  sedation  given  if 
needed.  The  patients  are  then  transferred  recum- 
bent to  a clinic  or  hospital. 

First  degree  burns  are  treated  by  a spray,  or 
if  more  severe  they  are  cleaned  with  Phisohex,® 
followed  by  saline  solution.  Blisters  are  gently 
debrided  with  forceps  and  scissors.  A layer  of  fine 
mesh  gauze  is  applied,  followed  by  a thick  absorp- 
tive dressing,  and  an  Ace®  bandage.  In  very  severe 
burns  little  is  done  except  to  prevent  or  minimize 
shock.  The  patient  is  covered  with  sterile  or  clean 
sheets  and  transported  recumbent  as  rapidly  as 
possible  to  a hospital.  Subcutaneous  narcotics  are 
very  poorly  absorbed  if  the  patient  is  in  shock,  since 
nurses  are  not  adept,  as  a rule,  in  the  intravenous 
administration  of  morphine  or  Demerol,®  this  is 
best  omitted.  Under  certain  conditions  the  doctor 
may  order  codeine  or  Demerol®  to  be  administered 
by  mouth,  if  he  is  informed  of  the  situation. 

Chemical  burns  are  washed  with  sterile  water. 
The  difficulty  of  correctly  determining  whether  the 
burn  is  acid  or  alkaline,  or  deciding  to  use  acetic 
acid  or  sodium  bicarbonate,  is  eliminated  by  thor- 
ough flushing  with  water.  Eye  burns  by  chemicals 
or  flash  are  rare.  Flushing  for  several  minutes  with 
water  and  the  introduction  of  Pontocaine®  for 
relief  of  pain  can  be  handled  by  the  plant  nurse. 

Fractures  are  splinted  where  they  lie.  First- 
aiders  are  trained  to  apply  splints  of  wood,  plastic, 
or  folded  newspapers,  and  they  are  trained  in  lifting 
injured  patients.  The  advent  of  rescue  squads  has 
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provided  good,  careful,  intelligent,  and  efficient 
handling,  plus  rapid  transit.  Again  the  need  for  the 
recumbent  position  and  the  prevention  of  shock  is 
of  first  consideration.  Narcotics  usually  can  be 
withheld  until  the  patient  is  seen  by  a doctor. 

The  cardiac  emergency  is  one  to  be  dreaded.  The 
middle-aged  worker  with  a crushing  chest  pain,  a 
cold  clammy  skin,  ashen  grey  color,  and  in  obvious 
distress  is  easily  recognizable  by  the  layman.  Here 
we  waste  no  time.  He  is  made  to  he  down  and  is 
wrapped  in  blankets.  The  rescue  squad  is  called, 
oxygen  started  and  the  hospital  alerted.  The  plant 
nurse  should  have  standing  orders  that  in  this 
situation  morphine  is  to  be  given  without  delay. 

Diabetics  today  present  no  problem.  They  are 
known,  and  it  should  be  required  that  they  submit 
a report  of  progress  from  their  family  physicians  at 
regular  intervals.  They  should  not  be  allowed  to 
work  unless  they  do.  Syphilis  and  Gonorrhea  are 
relatively  non-existent  in  our  area,  at  least  we  do 
not  get  positive  serology  reports,  except  in  one 
area,  and  they  are  limited  to  one  or  two  a year. 
Each  year  we  desensitize  utility  workers  to  poison 
ivy  but  still  we  see  a fair  amount  of  this  condition. 
It  is  treated  with  ACTH. 

Mental  cases  appear  once  in  a while  and  require 
careful  handling.  The  patient  who  threatens  suicide 
should  be  taken  seriously.  If  there  is  a likelihood 
that  such  an  employee  could  commit  suicide  on  the 
iob  by  electrocution,  slashing  with  a knife,  or 
contact  with  poisons  or  fire,  he  should  be  trans- 
ferred from  where  these  exposures  are  possible. 
Competent  psychiatric  consultation  should  be 
continuous.  Failure  to  take  these  cases  seriously  has 
resulted  in  catastrophe  for  the  patient,  and  some- 
times for  fellow  workers.  This  is  a serious  problem 
for  the  plant  physician.  Some  psychiatrists  feel  that 
a return  to  employment  is  the  ideal  therapy  for 
some  patients.  Unfortunately  not  all  plants  can,  or 
should,  be  asked  to  operate  as  therapeutic  centers, 
particularly  if  the  safety  of  other  employees  may 
be  jeopardized. 

Vaccine  Administration 
The  subject  of  vaccine  administration  by  plant 
medical  departments  for  poliomyelitis,  influenza 
and  upper  respiratory  infections  is  controversial. 
It  can  easily  be  postulated  that  this  is  a public  health 
measure  and  that  the  good  of  the  community  is 
enhanced  by  mass  inoculations  at  the  plant.  We 
have  been  governed  by  local  medical  reactions 
where  there  was  distinct  opposition  to  poliomye- 
litis immunization  programs  in  the  plants,  and 
where  the  vaccine  was  readily  available  in  the  com- 
munity, we  did  not  immunize.  In  epidemics  we  did 
immunize,  but  with  Medical  Society  approval.  As 
to  vaccine  for  upper  respiratory  infections,  in  years 
when  there  was  no  real  threat  of  an  epidemic,  we 


did  not  immunize.  The  theory  that  “the  end  justifies 
the  means”  does  not  appeal  to  us  as  a standard 
philosophy.  If  the  end  is  only  to  save  manpower 
days  lost  and  cut  plant  dollar  loss,  we  are  not  inter- 
ested. In  the  face,  however,  of  a possible  epidemic 
and  illness  among  a large  segment  of  the  population, 
resulting  in  a community  catastrophe,  we  feel  that 
the  general  public  good  is  paramount.  We  therefore 
immunize  at  the  plant  for  Asian  influenza  as  a prac- 
tical solution  to  a serious  disease  menace.  These 
may  be  fine  distinctions,  but  I believe  they  can 
logically  be  drawn. 

Good  public  relations  with  the  local  physicians 
and  the  Medical  Society  is  an  essential  ingredient  in 
plant  medical  care. 


BIVENTRICULAR  CATHETERIZATION  IN 
CONSTRICTIVE  PERICARDITIS 

cotitinued  from  page  139 

myocardium.  In  view  of  these  possibilities,  the 
importance  of  early  diagnosis  and  adequate  peri- 
cardiectomy  cannot  be  overemphasized. 
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Recent  developments  in  basic  human  physiol- 
■ ogy  have  rendered  some  past  generalizations 
respecting  homeostasis,  if  not  obsolescent,  at  least 
inadequate.  Much  of  the  current  research  in  this 
field  is  being  carried  out  in  surgical  research  labora- 
tories. It  is  probably  not  inappropriate,  therefore, 
for  a general  surgeon  to  attempt  the  interpretation 
of  some  of  this  work.  The  author  may  also  claim  an 
affinity  in  that  Walter  Cannon  was  his  teacher,  and 
he  graduated  from  medical  school  in  1932,  an  his- 
torical year  in  this  context. 

The  term  homeostasis,  derived  from  the  Greek 
“homeo,”  the  same,  and  “stasis,”  standing,  roughly 
translated  would  mean  “the  property  of  remaining 
unaltered.”  It  was  implanted  in  the  literature  of 
physiology  in  1932  by  the  late  Walter  Bradford 
Cannon,  Professor  of  Physiology  at  Harvard  Medi- 
cal School,  in  his  classic  treatise,  “The  Wisdom  of 
the  Body.”1  As  early  as  1859-60  Claude  Bernard, 
the  great  French  physiologist,  had  first  suggested 
that  a highly  important  factor  in  the  establishment 
and  maintenance  of  steady  states  in  the  body  is  the 
internal  environment,  or  what  Cannon  later  called 
the  fluid  matrix.  There  are  in  essence  two  environ- 
ments for  living  beings,  the  general  environment, 
which  surrounds  the  whole  organism,  and  the  in- 
ternal environment,  in  which  the  living  elements  of 
the  body  subsist.  He  termed  this  internal  environ- 
ment the  “milieu  interieur.”  Bernard  clearly  per- 
ceived the  need  for  constancy  of  this  environment, 
and  the  need  for  mechanisms  to  accomplish  this 
purpose.  “It  is  the  fixity  of  the  milieu  interieur,” 
he  wrote,  “which  is  the  condition  of  free  and  inde- 
pendent life,”  and  added  : “all  the  vital  mechanisms, 
however  varied  they  may  be,  have  only  one  object, 
that  of  preserving  constant  the  condition  and  life 
in  the  internal  environment.” 

Cannon  devoted  his  career  to  the  study  of  some 
of  these  mechanisms.  The  titles  of  his  chapters  will 
almost  suffice  to  recall  the  well-rounded  concepts 


which  he  proposed.  “The  Fluid  Matrix,”  “The 
Safe- Guarding  of  an  Effective  Fluid  Matrix,” 
“Thirst  and  Hunger  as  Means  of  Assuring  Sup- 
plies,” “The  Constancy  of  the  Water  Content  of  the 
Blood,”  “The  Constancy  of  the  Salt  Content  of  the 
Blood,”  “The  Homeostasis  of  Blood  Sugar.”  “The 
Homeostasis  of  Blood  Proteins,”  “The  Homeostasis 
of  Blood  Fat,”  “The  Homeostasis  of  Blood  Cal- 
cium,” “The  Maintenance  of  an  Adequate  Oxygen 
Supply,”  “The  Homeostasis  of  Neutrality  in  the 
Blood,”  “The  Constancy  of  Body  Temperature,” 
“The  Natural  Defenses  of  the  Organism,”  “The 
Margin  of  Safety,”  “The  Two  Divisions  of 
the  Nervous  System,”  and  “The  Role  of  the 
Svmpathico- Adrenal  System  in  Homeostasis.” 
“In  summary,  then,”  Cannon  wrote,  “we  find  the 
organism  liberated  for  its  more  complicated  and 
socially  important  tasks  because  it  lives  in  a fluid 
matrix,  which  is  automatically  kept  in  a constant 
condition.  If  changes  threaten,  indicators  at  once 
signal  the  danger,  and  corrective  agencies  promptly 
prevent  the  disturbance  or  restore  the  normal  when 
it  has  been  disturbed.  The  corrective  agencies  act. 
in  the  main,  through  a special  portion  of  the  nervous 
system  which  functions  as  a regulatory  mechanism. 
For  this  regulation  it  employs,  first,  storage  of 
materials  as  a means  of  adjustment  between  supply 
and  demand,  and,  second,  altered  rates  of  continu- 
ous processes  in  the  body.  These  devices  for  main- 
taining constancy  in  the  organism  are  the  results  of 
myriads  of  generations  of  experience,  and  they 
succeed  for  long  periods  in  preserving  a remarkable 
degree  of  stability  in  the  highly  unstable  substance 
of  which  we  are  composed.” 

Nothing  which  we  shall  discuss  here  can  broaden 
the  sweeping  generality  of  this  concept.  We  shall 
be  concerned  with  a wider  field  of  mechanisms  and 
of  applications.  Cannon  himself  saw  a broader 
vision,  the  ultimate  fulfillment  of  which,  even  now 
thirty  years  later,  is  on  a far  distant  horizon.  “In 
our  study  of  the  effects  on  the  organism  of  a con- 
trolled stability  of  the  fluid  matrix  we  noted  that 
just  insofar  as  the  stability  is  preserved  the  organ- 
ism is  released  from  the  limitations  imposed  by 
internal  and  external  disturbances.  Is  it  not  prob- 
able that  similar  results  will  flow  from  control  and 
stabilization  of  the  fluid  matrix  of  the  social  organ- 
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ism  ? The  hope  is  not  unreasonable  that  the  distress 
arising  from  catastrophes  can  be  greatly  mitigated, 
and  that  the  suffering  due  to  lack  of  necessary 
things  which  is  attendant  on  great  economic  fluc- 
tuations can  be  obviated,  by  carefully  planning  and 
by  intelligently  regulating  the  processes  of  produc- 
tion and  distribution.  Banishment  of  this  distress 
and  suffering  would  bring  freedom  from  fears, 
worries  and  anxieties  concerning  livelihood,  which 
now  may  fill  men  with  dark  despair.  As  a Lord 
Chancellor  of  England  has  declared,  and  his  decla- 
ration has  been  approved  by  a Justice  of  the  United 
States  Supreme  Court,  ‘Necessitous  men  are  not, 
truly  speaking,  free  men.’  The  assurance  of  freedom 
to  men  who  are  willing  to  work  would  justify  a 
larger  control  of  economic  processes,  repugnant 
though  that  may  seem,  for  it  would  be  a sacrifice  of 
lesser  for  greater  values.”  W hile  we  cannot  yet 
foresee  the  practical  application  of  this  visionary 
ideal,  it  is  fair  to  say,  I think,  that  Cannon  himself 
had  visions  of  the  progressive  broadening  of  the 
concept  of  homeostasis  and  would  not  have  been 
surprised  had  he  lived  to  see  some  of  the  more  com- 
pelling recent  contributions.  He  died  in  1945.  It  is 
significant  that  this  wave  of  progress  has  lapped 
even  upon  the  exotic  shores  of  psychiatry. 

Pertinent  to  our  comments  upon  surgeons  and 
physiology,  it  should  be  pointed  out  that  William 
Beaumont,  whose  classical  studies  on  gastric  physi- 
ology were  published  in  1833,  was  an  Army  Sur- 
geon. Our  own  Usher  Parsons,  who  was  a surgeon, 
wrote  in  1840  :2  “The  nervous  and  dyspeptic  com- 
plaints incident  to  adult  persons,  whose  brain  or 
instrument  of  the  mind  is  constantly  overexcited  by 
emulation,  ambition,  anxiety,  tribulation,  and  a 
thousand  other  causes,  are  constantly  multiplying 
in  frequency  and  intensity,  in  the  increase  of  popu- 
lation. and  in  the  march  of  intellect  and  refinement. 
The  fury  of  politics,  the  jealousies,  envyings  and 
rivalries  of  professions,  the  struggles  for  office,  the 
contentions  of  trade,  the  excitement  of  speculation 
and  the  anxieties  of  commerce,  the  privations,  dis- 
contents, and  despair  of  poverty,  and  various  other 
causes  of  mental  perturbation,  induce  directly  or 
indirectly  a large  proportion  of  the  diseases  to 
which  we  have  referred.”  This,  mind  you,  was  writ- 
ten in  1840.  Cannon  himself  early  contributed  to 
the  surgical  literature,  publishing  “The  Movements 
of  the  Stomach  and  Intestines  in  Some  Surgical 
Conditions,”  in  the  Annals  of  Surgery  in  1906. 3 In 
1912  he  wrote  on  Hunger,4  in  1914  on  the  Inter- 
relation of  Emotions,5  in  the  same  year  on  the 
Hastening  of  Coagulation  by  Stimulating  the 
Splanchnic  Nerves,6  in  1918  on  Thirst,7  and  finally 
in  1929  his  classic8  “Bodily  Changes  in  Panic, 
Hunger,  Fear,  and  Rage."  In  the  same  year  he 
anticipated  the  publication  of  his  “Wisdom  of  the 


Human  Body,"  by  a paper9  titled  “Organization 
for  Physiological  Homeostasis,”  which  appeared  in 
Physiological  Reviews. 

Contemporaneous  with  Cannon’s  work,  others 
were  making  contributions  which  had  bearing  on  it, 
and  of  which  he  was  fully  aware.  The  names  are 
numerous,  but  mention  of  a few  will  suffice.  Among 
these,  with  particular  reference  to  the  homeostasis 
of  the  blood  plasma,  may  be  mentioned  Van  Slyke, 
L.  J.  Henderson,  and  J.  L.  Gamble,  the  latter  two 
working  at  Harvard  in  close  proximity  to  Cannon. 
Henderson,  who  contributed  much  to  the  under- 
standing of  the  blood  buffer  system  and  blood 
hydrogen  ion  concentration,  published  in  1913  an 
important  monograph  with  the  pertinent  title10 
“The  Fitness  of  the  Environment.”  Van  Slyke  de- 
scribed the  transport  of  gases  in  1921  in  a review11 
called  “The  Carbon  Dioxide  Carriers  of  the  Blood.” 
These  two  studies  elucidated  the  role  of  buffers,  the 
kidney,  and  respiration  in  the  homeostatic  mecha- 
nism. Gamble  described  electrolyte  and  fluid  com- 
partmentation  within  the  body  and  rationalized,  and 
made  practical  fluid  and  electrolyte  replacement  in 
pathological  states.  A lecture  syllabus,12  which  he 
composed  for  use  at  the  medical  school,  had  the 
title  “Chemical  Anatomy,  Physiology,  and  Path- 
ology of  the  Extracellular  Fluid.”  These  titles  tell 
much  of  the  story.  He  studied  the  composition  of 
gastric  and  pancreatic  juices  and  then  in  turn  the 
effect  of  excessive  loss  of  these  juices.  In  1925 
he  published13  “A  Study  of  the  Effects  of  Pyloric 
Obstruction  in  Rabbits,”  and  in  the  same  year,14 
“The  Factors  in  the  Dehydration  Following  Pyloric 
Obstruction."  I have  led  up  to  these  titles  of  1925 
with  an  ulterior  motive.  They  give  some  increased 
significance  to  a recent  contribution,  which,  while 
it  has  no  great  bearing  on  the  broad  concepts  of 
homeostasis,  is  nevertheless  an  example  of  the  per- 
fecting of  our  understanding  of  and  sharpening  of 
our  focus  upon  its  mechanisms. 

The  fourth  Baxter  Lecture  before  the  American 
College  of  Surgeons  at  San  Francisco  in  1960  was 
delivered  by  L.  P.  FeQuesne  of  Middlesex  Hospi- 
tal, London,  and  bore  the  title15  “Body  Fluid 
Disturbance  Resulting  from  Pyloric  Dysfunction.” 
FeQuesne,  who  was  a student  of  Francis  Moore's, 
is  again  a specialist  in  surgical  physiology.  The 
Baxter  Fectures,  sponsored  by  Baxter  Labora- 
tories, have  been  directed  to  problems  of  fluid  and 
electrolytic  physiology.  What  LeOuesne  does  in  this 
monograph  is  to  assign  to  the  pylorus  an  important 
and  active  role  in  the  maintenance  of  homeostasis, 
elevating  it  from  its  previously  conceived  relatively 
inactive  role  as  a sort  of  mechanical  gate.  The  fol- 
lowing excerpts  summarize  LeOuesne’s  concepts : 

“In  considering  the  problems  of  fluid  and  electro- 
lyte balance  which  may  be  met  in  surgical  practice, 
the  type  and  quantity  of  fluid  required  under  both 

continued,  on  next  page 
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normal  and  abnormal  circumstances  have  received 
much  attention.  Less  attention,  however,  is  usually 
paid  to  the  process  by  which  fluid  normally  enters 
the  body,  and  it  is  easy  to  overlook  the  fact  that 
ingested  fluid  is  not  metabolically  available  to  the 
tissues  until  it  has  been  absorbed  from  the  alimen- 
tary tract. 

“When  primitive  life  was  restricted  to  unicellular 
organisms  living  in  a saline  environment,  the  intake 
and  excretion  of  fluids  took  place  by  simple  diffu- 
sion across  the  cell  membrane  and  the  organism 
was  faced  by  no  significant  osmotic  challenge.  Once 
the  organisms  became  more  complex  and  moved 
into  either  fresh  water  or  onto  dry  land,  one  of  the 
great  problems  they  faced  was  to  maintain  constant 
their  milieu  interieur  in  the  face  of  an  osmotically 
hostile  external  environment.  Many  solutions  to  this 
problem  were  evolved.  One  of  the  simplest  is  the 
contractile  vacuole  of  the  fresh  water  protozoa 
whose  rate  of  contraction  is  influenced,  among  other 
stimuli,  by  the  osmotic  pressure  of  its  environment. 
In  man,  as  in  many  other  forms  of  life,  this  problem 
has  been  solved  by  the  development  of  a relatively 
impervious  skin  together  with  special  organs  of  ex- 
cretion. Nonetheless,  to  take  in  fluids,  man  must 
still  come  into  contact  with  external  liquids,  and 
must  have  a protection  against  the  osmotic  chal- 
lenge of  these  fluids. 

“In  effect,  this  contact  with  the  external  fluids 
takes  place  in  the  small  intestine.  . . . 

“Rapid  shifts  of  fluid  across  the  intestinal  mem- 
brane after  eating  and  drinking  are  prevented  by 
several  factors  prominent  among  which  is  the  fact 
that  the  rate  of  gastric  emptying  is  strongly  influ- 
enced by  the  osmotic  activity  of  ingested  fluids,  in 
general,  the  further  a solution  deviating  from  iso- 
tonicity the  slower  its  rate  of  transit  into  the  duo- 
denum. Macdonald  and  Spurrell  in  1951,  and  Hunt 
in  1956  have  suggested  that  there  are  osmo-recep- 
tors  in  the  proximal  duodenum  which  reflexly  affect 
the  rate  of  gastric  emptying.  . . . The  fate  of  gastric 
emptying  is,  of  course,  affected  by  many  other  fac- 
tors than  the  osmolarity  of  the  ingested  fluids  [e.g., 
acidity].  ...  If  the  pylorus  is  obstructed,  the  con- 
sequent vomiting  will  cause  a loss  to  the  body  not 
only  of  the  ingested  fluid  and  food,  but  also  of  these 
considerable  quantities  of  digestive  juices,  resulting 
in  a serious  depletion  of  the  body  fluids.  If,  on  the 
other  hand,  the  pyloric  segment  is  removed  or 
by-passed,  the  intestines  are  exposed  to  unwanted 
osmotic  challenges  and  resulting,  in  some  cases, 
in  transient,  but  significant  post-prandial  dislo- 
cation of  the  body  fluid  [namely,  the  ‘Dumping 
Syndrome’] .... 

“It  has  been  my  objective  to  draw  attention  to 
the  fact  that  the  pyloric  segment  acts  at  one  and  the 
same  time  as  the  dam  and  sluice  gates  of  the  gastric 


reservoir.  If,  as  the  result  of  disease,  the  free  pas- 
sage of  fluids  through  this  segment  is  obstructed, 
or  if,  as  a result  of  surgical  operation  its  normal 
controlling  function  is  circumvented,  then  the 
effects  spread  to  affect  the  fluid  economy  of  the 
body  as  a whole.  It  is,  therefore,  not  unreasonable 
to  consider  the  pyloric  segment  of  the  stomach  as 
one  of  the  organs  concerned  in  the  maintenance  of 
normal  fluid  balance.  ...” 

The  first  major  broadening  of  the  concept  of 
homeostasis  was  beginning  to  take  form  before 
Cannon  died  ( 1945),  but  did  not  reach  its  consum- 
mation until  after  his  death.  I refer  to  the  great 
generalizations  of  Selve,16  published  in  1952  under 
the  name  of  the  “Adaptation  Syndrome.”  This  was 
based  upon  original  work  and  the  study  of  an  in- 
credible 8000  papers.  His  own  words,  perhaps  con- 
densed a little  here  and  there,  cannot  be  improved 
upon.  The  formulations,  although  now  an  integral 
part  of  our  thinking,  were  set  down  only  ten  years 
ago: 

“All  agents  which  act  upon  the  body  or  any  of  its 
parts  exert  dual  effects : 

( 1 ) Specific  actions  with  which  we  are  not  con- 
cerned in  this  study,  except  insofar  as  they  modify 
the  non-specific  actions  of  the  same  agents. 


A it  tcrior  'Pitui  tarj- 


Figure  1 ( after  Selye ) . Equivalents: 
Adrenocortocotrophic  Hormone:  ACTH. 
Antiphlogistic  Corticoids:  Gluco-corticoids,  Cortisone, 
Hydrocortisone 

Prophlogistic  Corticoids:  Mineralo-corticoids,  Desoxy- 
corticosterone  ( desoxycorticosterone  acetate: 

DOCA ) , Desoxycortisone,  Aldosterone 
Somatotrophic  Hormone  ( STH ) : Growth  Hormone 
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(2)  Non-specific  or  stressor  effects  whose  prin- 
cipal pathways  (as  far  as  we  know  them  today)  are 
illustrated  in  [Fig.  1].  . . . 

“The  stressor  acts  upon  the  target  (the  body  or 
some  part  of  it)  directly  . . . and  indirectly  through 
the  pituitary  and  adrenal. 

“Through  some  unknown  pathway,  and  it  is  still 
only  incompletely  understood  . . . , a stimulus  trav- 
els from  the  directly  injured  target  area  to  the 
anterior  pituitary.  It  notifies  the  latter  that  a condi- 
tion of  stress  exists  and  then  induces  it  to  discharge 
ACTH. 

“It  is  quite  possible  that  this  ‘first  mediator’  of 
hormonal  defense  is  not  always  the  same.  In  some 
instances  it  may  be  adrenalin,  in  others  a liberation 
of  histamine-like  toxic  tissue  metabolites,  a nervous 
impulse  or  even  a sudden  deficiency  in  some  vitally 
important  body  constituent,  such  as  glucose  or  an 
enzyme. 

“ACTH  stimulates  the  adrenal  cortex  to  dis- 
charge corticoids.  Some  of  these,  the  prophlogistic 
corticoids,  stimulate  the  proliferative  ability  and 
reactivity  of  connective  tissue ; they  enhance  ‘in- 
flammatory potential.’  Thus,  they  help  to  put  up  a 
strong  barricade  of  connective  tissue  through  which 
the  body  is  protected  against  further  invasion  by 
the  pathogenic  stressor  agent. 

“However,  under  ordinary  conditions,  ACTH 
stimulated  the  adrenal  much  more  effectively  to 
secrete  anti-phlogistic  corticoids.  These  inhibit  the 
ability  of  the  body  to  put  up  granulomatous  barri- 
cades. In  fact,  they  tend  to  cause  involution  of  con- 
nective tissue  with  a pronounced  depression  of  the 
inflammatory  potential.  Thus  they  open  the  way  to 
the  spreading  of  infection. 

“As  far  as  we  know,  ACTH  stimulates  the  ad- 
renal to  produce  the  various  corticoids  in  the  same 
proportion,  and  always  with  a predominance  of 
anti-phlogistic  corticoids  [translate  now  to  corti- 
sone]. However,  the  somato-trophic  hormone  of 
the  pituitary  also  increases  the  inflammatory  poten- 
tial of  the  connective  tissue  . . .”  thus  sensitizing  the 
target  area  to  the  phlogistic  corticoid.  During  any 
given  stress,  phlogistic  or  anti-phlogistic  effect  can 
predominate.  “The  fundamental  reaction-pattern 
to  topical  stressors  is  ‘inflammation’,  to  systemic 
stressors,  the  General  Adaptation  Syndrome.  Vari- 
ous combinations  of  these  two  basic  responses  con- 
stitute the  essence  of  most  diseases.”  The  regulation 
of  tissue  reactivity  through  adaptation  hormones  de- 
termines whether  the  body  succumbs  or  resists.  The 
nervous  system  and  other  humoral  agents  also  par- 
ticipate, but  their  participation  awaits  clarification. 

“Thus,  stress  affects  the  body  through  multiple 
pathways ; its  effects  are  always  modified  by  the 
variable  specific  actions  of  the  eliciting  agent  and  by 
conditioning  factors  [such  as]  diet,  heredity,  con- 


stitution, [and]  previous  exposure.  . . . 

“The  sum  of  all  these  non-specific  reactions  is 
what  we  call  the  General  Adaptation  Syndrome. 
It  comprises  both  non-specific  damage  and  non- 
specific defense.  The  hormonal  defense  reactions 
are  not ...  in  themselves  pathogenic ; on  the  con- 
trary they  are  indispensable  physiologic  reactions 
to  damage  as  such.”  The  response  is  not  always 
optimally  effective.  Its  imperfections  are  important 
in  the  pathogenesis  of  most  diseases.  “The  maladies 
in  which  such  inadequacies  are  even  more  important 
than  the  specific  actions  of  the  pathogen  itself  are 
considered  to  be  primarily  diseases  of  adaptation.” 

Between  1949  and  1952,  when  this  series  of  lec- 
tures was  published,  both  ACTH  and  cortisone  had 
been  purified  and  made  available.  Selye  called  this 
three  year  period  the  “ACTH  and  Cortisone  era.” 
His  comments  showed  much  foresight.  “Now,  in 
1952,  we  may  sav  that  treatment  with  these  hor- 
mones  has  already  been  tried  empirically  in  almost 
every  disease.  . . . We  have  already  learned  enough 
about  the  limitations  and  complications  of  this  kind 
of  treatment  to  conclude  that  further  major  progress 
is  unlikely  along  these  lines.  ...  To  go  further, 
more  depth  and  more  imagination  will  be  neces- 
sary.” His  prediction  about  therapeutic  potentials 
has  retained  its  validity.  The  exceptions  are  rela- 
tively minor  — he  used  the  explicit  phrase  “major 
progress.”  His  hope  that  he  had  opened  the  door  to 
greater  physiological  insight,  however,  has  not  been 
unwarranted. 

One  of  the  broader  concepts  that  has  come  from 
his  work  is  the  idea  of  a central  axis  as  the  core  of 
homeostatic  mechanisms.  This  began  with  the 
sympathetic-parasympathetic  outflows,  the  adrenal 
medulla,  and  the  adrenalin-acetyl  choline  antago- 
nisms described  by  Cannon.  The  concept  that  these 
mechanisms  reached  into  the  diencephalon  and  pos- 
terior pituitary  was  certainly  not  new  in  Cannon’s 
time.  Broadening  of  the  concept  to  include  the 
anterior  pituitary  and  the  adrenal  cortex  came  with 
the  General  Adaptation  Syndrome.  More  recently 
the  kidney,  not  as  a sluice-gate  for  controlling 
water  and  electrolytes,  but  as  an  organ  of  internal 
secretion,  and  also  the  higher  brain  centers  have 
come  into  the  picture.  We  shall  touch  upon  some  of 
these  notions. 

In  a recent  study17  on  cardiac  arrest  from  the 
Creighton  University  School  of  Medicine  in 
Omaha,  certain  incidental  contributory  observa- 
tions were  made  which,  in  the  long  run,  will  prob- 
ably prove  more  fundamental  than  the  maj  or  thesis, 
which  was  that  vasopressin  will,  under  certain  cir- 
cumstances, produce  cardiac  arrest.  “In  the  course 
of  our  previous  studies  . . . ,”  the  authors  stated, 
“a  prompt  increase  in  capillary  resistance  was 
observed  upon  stress  . . . , associated  with  an  emer- 
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gence  of  strong  antidiuretic  and  chloruretic  activity 
of  the  blood  plasma,  suggesting  release  of  vaso- 
pressin.” Among  many  other  stressful  stimuli 
studied,  surgical  anesthesia,  incidentally,  was  found 
to  have  a very  strong  effect.  The  authors  drew  this 
significant  generalization:  “It  has  been  well  estab- 
lished that  endogenous  release  of  vasopressin  occurs 
not  only  after  stimulation  of  the  osmoreceptors  but 
also  by  virtue  of  numerous  non-specific  stressful 
stimuli.  Abrupt  changes  of  environmental  tempera- 
ture, hypoxia,  painful  stimuli,  muscular  exercise, 
and  especially,  emotional  factors  have  been  shown 
to  elicit  sudden  discharge  of  vasopressin.  Although 
the  identity  of  vasopressin  and  the  antidiuretic  sub- 
stance demonstrable  after  these  stimuli  was  ques- 
tioned for  a time,  satisfactory  indirect  evidence  is 
now  available  to  dispel  this  doubt  and  to  suggest 
that  a sudden  rise  in  the  blood  vasopressin  concen- 
tration is  a common  physiologic  phenomenon,  a part 
of  the  response  to  stressful  stimuli Thus  we  have 
an  extension  of  the  adaptation  syndrome  such  as 
Selye  foresaw  in  his  original  formulations.  It  brings 
more  firmly  into  the  fold  the  posterior  pituitary, 
which  after  all  is  but  a few  millimeters  from  the 
basic  area  of  humoral  discharge,  the  anterior 
pituitary. 

In  further  support  of  the  role  of  the  posterior 
pituitary  in  stress  the  work  of  Verney  and  his 
group18, 19,20  is  significant  in  showing  that  oliguria 
following  stress  is  due  to  the  influence  of  the  anti- 
diuretic hormone  of  the  posterior  pituitary,  and 
that  the  stimulus  for  its  secretion  following  trauma 
is  through  neural  pathways  arising  in  the  hypo- 
thalmus.21  After  removal  of  the  posterior  lobe  of  the 
pituitary,  only  5 per  cent  of  the  antidiuretic  func- 
tion remained.  More  recently  Moore  and  his  group22 
have  established  that  weight  gain  in  the  early  post- 
operative phase  is  due  to  water  retention,  independ- 
ent of  sodium  retention,  which  develops  somewhat 
later.  Saltz  and  his  group23  in  Jerusalem  have 
recently  demonstrated  in  eight  patients  in  whom 
adrenalectomy  and  oophorectomy  were  performed 
for  metastatic  breast  carcinoma,  that  absence  of  the 
adrenals  did  not  affect  the  post-operative  stress 
antidiuresis.  In  a patient  with  diabetes  insipidus, 
on  the  other  hand,  adrenalectomy  did  not  produce 
the  antidiuretic  effect.  Thus  we  have  further  evi- 
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dence  of  the  participation  of  the  posterior  pituitary 
in  the  stress  mechanism.  Saltz  is,  incidentally,  a 
surgeon  and  research  surgical  physiologist  of 
American  origin  and  training. 

A balanced  antagonism  analogous  to  the  adrena- 
lin-acetyl choline  system,  but  acting  even  in  the 
higher  nervous  centers,  has  recently  been  in  the 
process  of  elucidation,  namely  the  norepinephrine- 
serotonin  mechanism.  In  a consideration  of  this 
complex  we  shall  take  a tentative  step  into  the 
never-never  land  of  psychiatric  homeostasis.  Watt24 
of  the  National  Heart  Institute  delved  somewhat 
into  this  subject  in  a paper  titled  “the  Pharmaco- 
logic Revolution,"  read  before  the  Providence  Med- 
ical Association  in  January,  1959.  “Some  years 
ago,”  he  said,  “Doctor  Irvine  Page,  . . . interested 
initially  in  the  chemistry  of  the  brain,  somehow  got 
sidetracked  into  the  study  of  hypertension.  In  seek- 
ing the  cause  of  high  blood  pressure,  he  isolated  and 
later  crystallized  a vasoconstrictor  substance  which 
he  called  serotonin.”  A little  later  it  was  discovered 
that  serotonin  occurs  widely  in  nature.  It  is  found 
in  large  amounts  in  platelets  and  in  the  intestinal 
mucosa  and  may  have  something  to  do  with  peri- 
stalsis. It  is  also  found  in  the  subcortical  regions  of 
the  brain,  especially  the  hypothalmus.  “Here,  to- 
gether with  norepinephrine,  it  may  be  involved  in 
neuronal  systems  that  regulate  those  behavior 
mechanisms  which  can  function  without  conscious 
control.”  He  continued : 

“The  functions  of  serotonin  and  norepinephrine 
in  the  brain  are  best  understood  against  the  frame- 
work of  the  concepts  of  Doctor  W.  R.  Hess.  About 
thirty  years  ago  Hess  pointed  out  that  the  central 
autonomic  nervous  system  does  not  operate  inde- 
pendently, but  is  functionally  integrated  with  the 
rest  of  the  brain  to  maintain  body  integrity.  He 
studied  the  nature  of  this  integrity  by  electrically 
stimulating  various  subcortical  brain  areas  in  unan- 
esthetized cats.  From  the  observed  behavioral  pat- 
terns, he  postulated  that  physiological  responses  to 
environmental  changes  are  controlled  by  a subcor- 
tical system  which  coordinates  autonomic,  somatic, 
and  psychic  functions.  He  further  postulated  that 
this  subcortical  system  consists  of  separate  and 
antagonistic  divisions,  ergotrophic  and  tropho- 
trophic,  which  are  normally  in  a state  of  dynamic 
balance. 

“The  ergotrophic  integrates  sympathetic  with 
somato-motor  activities  to  produce  behavioral 
patterns  which  prepare  the  organism  for  positive 
action : arousal,  enhanced  skeletal  muscle  tone  and 
locomotor  activity,  elevation  of  blood  pressure,  in- 
creased sensitivity  to  sensory  stimuli,  hyperthermia, 
and  others.  NHI  [National  Heart  Institute]  work- 
ers have  implicated  norepinephrine  as  the  neuro- 
hormone of  this  integrative  mechanism. 
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‘‘The  opposing  system,  the  trophotrophic,  inte- 
grates parasympathetic  with  somatomotor  activities 
to  produce  behavioral  patterns  which  are  recupera- 
tive or  protective  in  nature : drowsiness  and  sleep, 
decreased  skeletal  muscle  tone  and  locomotor  activ- 
ity, lowering  of  blood  pressure,  decreased  sensitivity 
to  sensory  stimuli,  hypotension,  and  others.  NHI 
workers  have  implicated  serotonin  as  the  neuro- 
hormone of  this  integrative  mechanism.”  Watt 
concluded : 

‘‘We  now  know  that  Rauwolfia  compounds  such 
as  reserpine  owe  their  effectiveness  to  their  ability 
to  release  serotonin  from  its  ‘bound'  state  in  the 
brain  to  a ‘free’  state.  It  does  this  by  blocking  the 
ability  of  the  brain  cells  to  store  serotonin,  while 
not  interfering  with  its  synthesis.  The  blocking  or 
destruction  of  these  storage  sites  also  explains  the 
finding  that,  even  though  all  measurable  amounts 
of  reserpine  have  vanished  from  the  brains  of  rab- 
bits within  two  to  four  hours,  the  tranquilizing 
effects  persist  for  forty-eight  hours.  It  is  this  effect 
on  brain  serotonin  which  accounts  for  the  tranquil- 
izing effects  of  reserpine.  However,  it  has  also  been 
found  that  reserpine  administered  in  doses  that 
barely  affect  brain  serotonin,  depletes  norepineph- 
rine stores  at  the  peripheral  nerve  endings.  This 
‘chemical  sympathectomy’  is  important  since  sym- 
pathetic nerve  impulses  cannot  influence  effector 
organs  when  no  neurohormone  is  available  at  the 
peripheral  nerve  endings.  Since  the  hypotensive 
effects  of  reserpine  are  primarily  due  to  this  ability 
to  liberate  peripheral  norepinephrine,  non-sedative 
doses  are  effective  in  the  treatment  of  hypertension.” 

Chlorpromazine  has  the  same  general  effects,  but 
acts  in  a totally  different  way.  Chlorpromazine 
releases  neither  serotonin  nor  epinephrine,  but 
achieves  the  same  effect  as  reserpine,  not  by  stimu- 
lating the  trophotrophic,  but  by  depressing  the 
opposing  ergotrophic  through  the  inhibition  of  the 
action  of  norepinephrine.  The  difference  in  mode  of 
action  may  be  illustrated  with  dopa  (dihydroxy- 
phenyl-alanine),  a precursor  of  norepinephrine, 
which  enters  the  brain  and  forms  dopamine  and 
norepinephrine.  The  stimulatory  and  increased 
sympathetic  effects  induced  by  dopa  are  dramati- 
cally blocked  by  chlorpromazine,  but  not  by  reser- 
pine. LSD  (lysergic  acid  diethylamine) , chemically 
related  to  norepinephrine,  produces  mental  disturb- 
ances by  mimicking  the  latter  drug,  thus  stimulating 
the  ergotrophic  system.  On  the  other  hand  studies 
have  shown  that  ipraniazid  elevates  the  brain  levels 
of  both  serotonin  and  norepinephrine,  and  may  have 
stimulating  effect  through  an  increase  in  brain 
epinephrine.  These  studies,  although  still  of  a pre- 
liminary nature,  suggest  strongly  that  the  general- 
ization of  homeostasis  will  find  application  in  the 
gauzy  realm  of  mental  disease. 


The  recent  introduction  of  a new  antihyperten- 
sive agent,  alpha-methyldopa,  is  a further  example 
of  the  clinical  application  of  this  newer  knowledge. 
Alpha-methyldopa  (Aldomet®)  exerts  its  effect 
because  of  its  close  structural  similarity  to  dopa,  the 
naturally  occurring  precursor  to  the  physiologically 
active  amines.25  Acting  as  an  antimetabolite,  it 
blocks  the  formation  of  norepinephrine,  epinephrine, 
and  to  a lesser  extent,  serotonin.  The  net  effect  of 
this  action  is  a significant  reduction  in  the  avail- 
ability of  responsible  active  catecholamines,  with  a 
consequent  lowering  of  the  blood  pressure. 

In  1952,  just  at  the  close  of  what  Selye  called  the 
ACTH  and  Cortisone  era,”  Simpson  and  his 
co-workers26  isolated  a previously  unrecognized 
corticosteroid  first  called  aldo-cortisone,  now  aldo- 
sterone. Early  work  indicated  that  aldosterone  was 
a strong  mineralo-corticoid  and  suggested  that  it 
might  have  a more  than  limited  role  in  the  adreno- 
cortical syndrome.  In  1955,  after  the  short  space  of 
only  three  years,  Conn27  described  the  then  new 
syndrome  of  hyperaldosteronism.  The  most  signifi- 
cant finding  in  this  disorder  is  hypertension,  asso- 
ciated with  attacks  of  weakness  and  paralysis,  pare- 
thesia  and  tetany,  polydipsia  and  polyuria,  and 
headaches.  Almost  invariably  serum  potassium  is 
low  and  serum  sodium  high  normal.  A metabolic 
alkalosis,  as  indicated  by  a high  arterial  pH  and 
C02,  may  be  present.  Increased  aldosterone  secre- 
tion is  constant.  Removal  of  an  adrenal  adenoma  or 
carcinoma,  or  of  hyperplastic  gland,  is  curative.  The 
significance  of  this  clinical  observation,  however, 
goes  beyond  the  recognition  of  a chemical  curiosity, 
or  a new  and  striking  syndrome.  Bartter28  of  the 
NHI  as  early  as  1956  assigned  to  this  substance  its 
proper  place  in  a paper  titled  “The  Role  of  Aldo- 
sterone in  Normal  Homeostasis  and  in  Certain 
Disease  States.”  He  stated : “Aldosterone  exerts 
physiological  actions  on  transport  of  sodium,  potas- 
sium and  hydrogen  ions  by  renal  tubular  and  other 
cells,  and  is  important  in  the  normal  control  of 
fluid  and  electrolyte  balance.  Its  physiologic  secre- 
tion is  controlled  by  a function  of  extracellular  fluid 
volume,  a function  of  potassium  ions  and,  less 
importantly,  by  ACTH.”  Soffer29  in  1961  estimated 
that  while  desoxycorticosterone  has  a salt  retaining 
effect  30  to  50  times  that  of  cortisone,  the  factor  for 
aldosterone  is  a fantastic  300  to  900  times. 

Before  leaving  aldosterone,  we  shall  turn  briefly 
to  the  kidney.  Its  role  as  a filter  and  sluice  gate  for 
the  blood  stream  has  long  been  recognized.  Its  con- 
tribution as  an  organ  of  internal  secretion  in  the 
homeostatic  panoply  is  only  now  beginning  to 
emerge.  The  participation  of  the  kidney  in  various 
and  sundry  hypertensive  states  has  long  been 
observed.  The  nature  and  the  mechanisms  of  this 
participation  have  been,  almost  to  the  present  time, 
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quite  obscure.  Some  illumination  was  cast  into  this 
dark  corner  by  the  brilliant  experiments  of  Gold- 
blatt.  In  1934  he  demonstrated30  that  partial  renal 
ischemia  was  capable  consistently  of  producing  a 
form  of  hypertension  in  animals.  From  the  point  of 
view  of  therapeutics  this  led  to  the  occasional  cure 
of  a patient  with  hypertension  by  the  removal  of  a 
partially  destroyed  kidney,  and  more  recently  by 
plastic  procedures  or  bypass  of  partially  occluded 
renal  arteries.  More  importantly,  a humoral  role 
was  strongly  suggested  for  the  kidney.  As  a result 
of  the  work  of  Goldblatt,  and  later  of  Irvine  Page,31 
it  is  now  postulated  that  the  kidney  elaborates  and 
releases  a substance  called  renin.  In  the  ischemic 
kidney  the  release  of  this  substance  is  excessive. 
Only  recently  has  the  mechanism  of  renin  activation 
been  elucidated.  It  is  now  believed  that  renin  acts 
on  a blood  globulin  to  produce  angiotensin  I,  a 
deca-peptide.  Angiotensin  I is  converted  by  an 
enzyme  to  angiotensin  II,  which  is  an  octa-peptide 
and  the  active  pressor  agent.  Angiotensin  II  has 
now  been  synthesized.32 

Now  let  us  go  full  circle.  A fall  in  renal  artery 
pressure  and  flow  stimulates  the  secretion  of  renin 
by  the  kidney.  The  renin  converts  renin  substrate  in 
the  blood  to  angiotensin  I,  and  then  angiotensin  II. 
This  in  turn,  according  to  James  O.  Davis  of  the 
NHI,33  stimulates  the  secretion  of  aldosterone  by 
the  adrenal  cortex.  Thus  it  is  that  aldosterone  is 
released  in  response  to  salt  depletion,  acute  blood 
loss,  and  other  factors  that  reduce  blood  volume.  By 
promoting  sodium  and  water  retention,  aldosterone 
acts  secondarily  to  maintain  or  expand  blood 
volume.  We  can  begin  now  to  see  the  reason  for 
excessive  aldosterone  secretion  in  congestive  heart 
failure,  thus  contributing  to  the  edema.  In  dogs 
with  experimental  secondary  hyperaldosteronism 
and  with  cardiac  failure,  the  renin  content  of  the 
kidney  was  significantly  increased. 

There  has  been  a recent  revival  of  interest  in  the 
lymphatic  system.  Cope  and  Litwin34  have  eluci- 
dated its  participation  in  still  another  homeostatic 
mechanism,  namely  the  replenishment  of  the  plasma 
volume  following  hemorrhage.  I shall  quote  in  part 
from  that  paper : 

“The  traditional  explanation  of  the  mechanism 
by  which  the  body  spontaneously  rebuilds  its  plasma 
volume  following  a hemorrhage  is  based  on  the 
Starling  hypothesis  of  exchange  of  fluid  across  the 
capillary  membrane.  Starling  recognized  that  the 
flow  of  fluid  out  of  and  back  into  the  capillary  was 
governed  by  the  balance  between  intracapillary  fil- 
tration pressure  and  the  oncotic  [i.e.,  edema] 
resorptive  pressure  of  the  plasma  proteins.  . . . 
Postulated  in  1896,  repeatedly  re-explored  and 
confirmed,  66  years  later  it  remains  the  accepted 
explanation. 

“Although  the  Starling  concept  itself  appears 
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uncontrovertible  on  theoretical  grounds  it  alone  is 
insufficient  to  explain  all  of  the  observed  events. 
First,  the  spontaneous  restoration  of  the  plasma 
volume  takes  many  hours  and  the  Starling  effect 
with  dilution  of  the  plasma  protein  takes  place 
promptly  within  minutes.  Second,  the  intravenous 
administration  of  solutions  such  as  physiologic 
saline  which  are  freely  permeable  through  the  capil- 
lary membrane  fail  to  restore  the  plasma  volume.” 

The  authors  then  point  out  that  as  the  intra- 
capillary pressure  rises  additional  protein  is  needed 
to  hold  fluid  in  the  capillaries.  “The  obvious  imme- 
diate source  of  this  needed  plasma  protein  is  the 
interstitial  space  and  the  means  of  recovering  the 
protein  and  transmitting  it  to  the  vascular  com- 
partment are  the  lymphatic  vessels.”  To  prove  this 
hypothesis  they  first  cannulated  the  thoracic  ducts 
of  dogs,  then  produced  hemorrhage,  and  finally 
measured  the  flow  of  lymph  and  its  protein  content 
in  the  thoracic  duct.  The  conclusions  have  a classic 
simplicity : 

“Following  a severe  but  non-lethal  hemorrhage, 
the  flow  of  thoracic  duct  lymph  increases  abruptly 
and  transiently.  Thereafter  the  flow  settles  back 
into  a rate  slightly  below  the  pre-hemorrhage  level. 
There  it  continues  for  24  hours  and  longer.  In  those 
24  hours  more  than  twice  as  much  protein  is  deliv- 
ered to  the  blood  stream  as  was  removed  by  the 
hemorrhage.  The  rate  of  increase  in  plasma  volume 
parallels  the  protein  content  of  lymphatic  flow.  . . . 
The  essentiality  of  the  lymphatic  system  to  the 
recovery  from  shock  has  [thus]  been  defined.” 

Before  outlining  the  precepts  of  the  Fifth  Baxter 
Lecture,  which  is  really  the  core  and  focus  of  this 
review,  an  interesting  concept  of  Moore’s35  will 
serve  well  to  summarize  what  we  have  thus  far  out- 
lined. Under  the  sub-title  “The  Paravertebral  Gut- 
ters and  the  Flow  of  Body  Fluids”  he  states : “For 
the  control  of  the  volume  and  tonicity  of  body  fluids 
and  the  maintenance  of  normal  body  composition, 
there  is  a remarkable  array  of  specialized  tissue  on 
each  side  of  the  spine.  This  tissue  includes  the 
adrenal  glands  with  their  vasoactive  medullary 
hormones,  the  adrenal  cortex,  particularly  active 
through  the  secretion  of  aldosterone,  and  the 
corticosteroids  which  tend  to  mobilize  potassium 
from  the  cell.  The  kidneys  are  concerned  with  the 
regulation  not  only  of  the  size  of  the  extracellular 
fluid  through  both  vascular  and  tubular  mecha- 
nisms, but  also  of  the  R.  V.  [red  cell  volume] 
through  their  secretion  of  erythropoietin,  affecting 
the  relationship  between  the  red  cell  volume  and 
the  body  cell  mass.  Recent  evidence  suggests  that 
the  kidneys  are  also  significantly  concerned  with 
either  the  secretion  or  the  intermediary  metabolism 
of  aldosterone.  And,  finally,  from  these  same  para- 
vertebral tissues  in  the  embryo  arise  the  gonads 
whose  secretion  in  the  male — androgens — is  con- 
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cerned  with  the  building  up  of  the  body  cell  mass 
and  its  supporting  red  cell  structure,  and  in  the 
female — estrogens — with  the  retention  of  water 
and  salt.” 

Those  who  heard  the  Fifth  Baxter  Lecture,  read 
before  the  American  College  of  Surgeons  in  Chicago 
on  October  2,  1961,  were  well  aware  that  it  was  an 
epoch-making  pronouncement.  This  discourse36 
titled  “V olume  and  Tonicity  in  Body  Water,”  deliv- 
ered by  Doctor  Francis  D.  Moore,  Moseley  Profes- 
sor of  Surgery  at  the  Harvard  Medical  School,  has 
now  appeared  in  print.  These  new  generalizations 
in  the  field  of  homeostasis  take  their  place  beside 
the  landmark  studies  of  Walter  Cannon  and  Selve. 
It  is  difficult  in  one  reading  to  grasp  the  full  sig- 
nificance of  its  sweeping  formulations.  There  is  no 
doubt,  however,  that  the  principles  which  it  enun- 
ciates will  have  an  important  bearing  on  human 
physiology  and  therapeutics. 

The  concepts  developed  have  relation  to  recent 
advances  in  the  study  of  body  fluids  and  the  study 
of  that  branch  of  fluid  metabolism  designated  as 
body  composition.  It  is,  the  author  explains,  a prog- 
ress report  on  seven  years  of  study  of  the  compo- 
sition of  the  body  by  the  multiple  simultaneous 
isotope  dilution  techniques  first  perfected  in  1954 
and  since  then  used  in  some  300  patients.  “When 
the  distorting  forces  of  disease  or  injury,”  he  states, 
“outstrip  the  ability  of  the  body  to  meet  them,  fail- 
ure of  the  maintenance  of  body  composition  occurs, 
and  signs  of  failure  are  two.  First,  are  the  familiar 
signs  of  circulatory  failure,  loss  of  intravascular 
volume  regulation,  failure  of  plasma  volume  sup- 
port from  across  the  capillary,  with  oligemia  and 
shock.”  So  much  is  conventional  pathological  physi- 
ology. He  carries  this  concept  one  step  further, 
postulating  the  end-results  of  this  primary  failure : 
“The  second  signs  of  failure  are  energy-linked,  and 
have  to  do  with  the  body  cell  mass,  especially  the 
function  of  diaphragm  and  intercostal  muscles. 
These  signs  of  failure  are  characteristically  seen  in 
chronic  disease  . . . and  acute  loss  of  cellular  tissue 
that  results  from  combinations  of  severe  injury, 
operation,  and  pyogenic  infections.  This  failure  of 
the  cell  mass  is  finally  characterized  ...  by  broncho- 
pneumonia and  sepsis  with  death  due  to  a failing 
mass.” 

The  generalizations  stated  regarding  electrolyte 
fluid  and  red  cell  mass  relationships  have  a classic 
and  definitive  simplicity.  The  formulas  which  have 
been  devised  are  of  the  simplest  algebraic  variety. 
The  first  formula  states  a close  and  constant  rela- 
tionship between  the  total  exchangeable  potassium 
and  the  intracellular  water.  The  second  formulation 
gives  the  total  body  water  in  terms  of  the  total  ex- 
changeable base  (i.e.,  sodium  plus  potassium).  The 
most  important  breakthrough  in  this  area,  which 
Moore  attributes  to  I.  S.  Edelman,37  for  the  first 


time  accurately  relates  the  serum  sodium  concentra- 
tion to  the  total  body  water,  and  salt  (both  sodium 
and  potassium).  “Edelman’s  equation,”  he  states, 
“holds  throughout  a wide  range  of  human  illness 
and  demonstrates  that  the  body  is  indeed  an  osmoti- 
cally  homogeneous  system  and  that  the  concentra- 
tion of  the  predominant  cation  in  the  extracellular 
fluid  [i.e.,  sodium]  is  determined  by  that  of  total 
exchangeable  cation  in  body  water  [i.e.,  sodium 
plus  potassium].” 

It  has  long  been  postulated  that  extracellular 
water  required  sodium  to  “hold”  it,  while  the  same 
was  true  of  the  intracellular  water  in  respect  to 
potassium.  Based  on  these  general  observations,  the 
total  body  water  should  have  a relationship  to  the 
sum  of  the  total  exchangeable  sodium  and  potas- 
sium. The  importance  of  the  current  contribution 
lies  in  its  establishment  of  fixed  quantitative 
relationships  and  the  determination  of  the  exact 
numerical  constants.  In  this  context,  and  if  the 
reader  disregards  the  actual  numbers,  the  extreme 
simplicity  of  the  equations  will  be  evident. 

The  equation  stating  the  relationship  of  total 
exchangeable  potassium  (Ke)  to  intracellular  water 
(ICW)  is  as  follows: 

Ke  = 149.49  (ICW)  4-  540 

That  giving  the  relationship  of  the  total 
exchangeable  sodium  (Nae)  and  potassium  (Ke) 
to  the  total  body  water  (TBW)  is  analogous  : 

Nae  + Ke  = 163.2  (TBW)  - 69 

The  importance  of  Edelman’s  equation  lies  in  its 
ingenious  application  of  an  almost  routine  and 
readilv  obtainable  clinical  blood  determination, 
the  serum  sodium  (Nas),  to  a far-reaching 
generalization  : 

(Nae+  Ke) 

Nas  = 1.11  TBW  - 25.6 

These  equations  have  (within  species)  the  simplic- 
ity and  generality  of  the  laws  of  mass,  motion,  and 
energy. 

One  other  new  concept  of  Moore’s  is  significant. 
The  red  cell  loss  occurring  in  chronic  depletion  of 
tissue,  but  in  the  absence  of  acute  or  chronic  blood 
loss,  is  a reflection  of  reduced  need  for  oxygen 
carrying  capacity,  rather  than  a metabolic  failure. 
“The  red  cell  volume  is  tailored  to  fit  the  cell  mass 
that  it  supplies  and  the  plasma  volume  is  directly 
supported  and  quantitatively  related  to  the  size  of 
the  extracellular  fluid.  The  blood  volume,  therefore, 
represents  a miniature  peripheral  reflection  of  the 
relationship  between  the  body  cell  mass  and  its 
supporting  tissues.”  The  need  for  blood  transfusion 
in  debilitated  patients  must  therefore  in  the  future 
be  reconsidered  in  the  light  of  this  new  concept. 
“Hemorrhage  and  transfusion”  he  says,  “are  super- 
imposed on  this  background.” 
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Students  of  surgery,  medicine,  and  physiology 
will  benefit  from  a close  study  of  this  complex  but 
important  paper.  For  the  purposes  of  this  review, 
however,  a restatement  of  several  of  the  author’s 
conclusions  must  suffice : 

“The  body  composition  may  be  described  in 
terms  of  the  total  exchangeable  base  and  the  total 
body  water.” 

“Both  volume  and  concentration  are  determined 
by  the  interrelations  of  a simple  system.” 

“The  two  predominant  cations  of  this  system — 
sodium  and  potassium — epitomize  respectively  the 
extracellular  tissues  (ECT)  and  the  body  cell 
mass  (BCM).” 

“The  body  cell  mass  provides  a basis  for  expres- 
sion not  only  of  energy  exchange  but  also,  of  its 
oxygen-supplying  component,  the  red  cell  volume.” 
“While  the  treatment  of  circulatory  failure  is 
well  developed,  the  treatment  of  this  failure  to 
meet  the  energy  cost  of  breathing  and  coughing  is 
still  in  its  infancy.  . . . As  the  body  cell  mass  fails  to 
meet  the  energy  costs  of  breathing  and  coughing, 
respiratory  insufficiency  and  pulmonary  sepsis 
result.” 

“The  maintenance  or  resumption  of  normal  vol- 
ume and  tonicity  in  the  ratio  Nae  + Ke  — TBW 
[i.e.,  total  exchangeable  sodium  plus  potassium  to 
total  body  water]  is  essential  to  survival.” 

In  our  journey  through  the  newer  realms  of 
homeostasis,  we  have  ranged  from  the  plains  of 
Nebraska  to  the  Hills  of  Judea  in  search  of  material 
for  this  testimonial.  We  have  ended  almost  where 
we  started — at  25  Shattuck  Street  in  Boston. 
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This  state  is  sufficiently  small  to  encourage 
development  of  a plan  for  coordination  of  the 
activities  of  all  groups  involved  in  disaster  control. 
Such  a plan  must  seek  to  unify  the  efforts  of  state 
and  local  police,  firefighters,  rescue  units  and  ambu- 
lances as  well  as  Civil  Defense  groups,  Red  Cross 
teams  and  Boy  Scouts.  It  should  also  envisage  the 
possibility  of  drawing  on  readily  available  man- 
power in  the  colleges  and  universities  within  our 
state.  It  should  try  to  integrate  the  disaster  plans  of 
the  hospitals  throughout  the  state,  control  the  use  of 
medical  and  para-medical  personnel  to  avoid  mul- 
tiple assignments  of  individuals  or  waste  of  scarce 
skills,  and  provide  for  well  equipped  carefully 
organized  Mobile  Disaster  Teams. 

This  plan  must  include  provisions  for  quick, 
effective  communications  between  all  groups  and  a 
control  center,  pre-determine  methods  for  overall 
control  of  units,  and  include  an  efficient  technique 
for  the  mobilization  of  personnel.  It  must  cover  the 
stockpiling  of  reserve  supplies  and  equipment  for 
all  types  of  units  involved  and  outline  techniques  for 
prompt  distribution  of  these  materials  when  needed. 
A roster  should  be  kept  current  on  the  location  of 
heavy  construction  and  earth  moving  equipment 
and  of  buses  and  trucks  suitable  for  mass  transpor- 
tation of  casualties.  It  must  recognize  the  problems 
of  our  changing  weather  and  include  protection  for 
workers  against  rain  or  near  zero  temperatures. 
There  must  be  a rationing  of  manpower  and  equip- 
ment in  the  event  of  a long  drawn  out  problem 
where  exhaustion  and  depletion  might  inactivate 
parts  of  the  total  effort. 

At  the  present  time,  several  parts  of  this  plan  are 
already  available  in  varying  degrees  of  effectiveness. 
Many  of  the  fire  fighting  organizations  on  the  north 
and  west  perimeters  of  Providence  have  an  inte- 
grated short  wave  communication  system,  a current 
roster  of  all  available  pieces  of  fire  fighting  and 
rescue  equipment  in  the  state  with  a working  agree- 
ment for  interchange  of  such  apparatus  as  needed, 
and  a plan  for  overall  command  in  the  event  of  a 


huge  fire.  The  Civil  Defense  organization  through- 
out the  state  has  an  independent  short  wave  com- 
munications network  in  an  active  stand-by  condi- 
tion ; and  in  many  cities  and  towns  the  Civil  Defense 
programs  include  active,  organized  police,  fire,  and 
first  aid  companies.  There  are  thirteen  Civil  Defense 
Emergency  (200  bed)  Hospitals  stored  throughout 
the  state,  and  there  are  various  types  of  supplies 
stockpiled  by  the  National  Civil  Defense  and  dis- 
persed throughout  the  country,  the  nearest  depot  to 
us  being  in  western  Massachusetts. 

The  following  plan  for  the  medical  segments  of 
our  state  to  deal  with  disasters  involving  casualties 
is  submitted : 

The  functional  unit  for  actually  providing  disas- 
ter care  to  casualties  should  be  the  hospital.  Each 
hospital  in  the  state  should  have  a detailed  Disaster 
Plan,  approved  by  the  Disaster  Committee  of  the 
Rhode  Island  Medical  Society,  and  maintained  in 
a state  of  permanent  readiness  by  its  own  local 
committee  through  frequent  revisions,  inspections, 
and  “dry  runs.” 

Each  hospital’s  plan  must  include  methods  for 
using  the  available  physical  plant  to  provide  areas 
for  decontamination,  receiving  and  sorting,  emer- 
gency life-saving  treatment,  therapy  of  shock,  hos- 
pitalization of  casualties,  care  of  ambulatory  injured 
plus  areas  for  parking,  waiting  rooms  for  relatives, 
public  relations  room,  a control  center,  and  a 
morgue.  The  plan  must  cover  duty  assignments 
and  a technique  of  rapid  mobilization  of  doctors, 
nurses,  technicians,  orderlies,  and  personnel  from 
Housekeeping,  Dietary,  Engineering,  Record,  and 
Administrative  Departments.  It  must  cover  com- 
munication techniques  within  the  hospital  and  with 
local  police  and  Civil  Defense  units  outside  the 
hospital.  There  must  be  an  arrangement  for  main- 
taining surplus  shelf  inventories  at  all  times  of 
drugs,  medicines,  supplies,  equipment  (including 
laboratory  reagents,  X-ray  films,  and  developing 
solutions),  food,  and  replacement  parts  for  the 
Maintenance  Department.  Specific  types  of  sup- 
plies should  be  stockpiled  and  stored  in  areas 
planned  for  definite  functions  such  as  triage,  treat- 
ment of  shock,  emergency  life-saving  procedures, 
and  the  care  of  ambulatory  patients,  as  well  as  cots, 
blankets  and  dressings  to  take  care  of  an  influx  of 
patients.  Arrangements  should  be  outlined  for  the 
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immediate  discharge  from  the  hospital  of  all  present 
patients  who  can  be  sent  out.  The  plan  must  take 
into  account  the  threat  of  radioactive  fallout  and 
provide  shelter  for  patients  and  personnel.  Provi- 
sion must  be  made  for  auxiliary  electric  power, 
heat  (including  fuel  storage),  a water  supply,  and 
sewage  disposal. 

Each  Hospital  Disaster  Plan  should  include  a 
Mobile  Disaster  Team  to  be  sent  to  the  scene  of  the 
disaster.  The  purpose  of  the  team  is  to  insure  intel- 
ligent, efficient  handling  of  the  injured.  Such  a team 
might  consist  of  3 to  5 physicians,  3 to  5 nurses,  and 
10  stretcher  bearers.  The  physician  in  charge  of  the 
team  should  have  complete  control  of  all  medical 
personnel,  equipment,  and  rescue  efforts  at  the 
disaster  area.  All  ambulances  and  rescue  units 
should  report  to  him.  He  should  establish  a Medical 
Control  Center  at  the  scene,  inform  local  hospitals 
promptly  of  the  magnitude  and  nature  of  the  cas- 
ualty load,  organize  and  supervise  the  collection, 
handling  and  forwarding  of  casualties,  dispatch 
ambulances  and  all  other  vehicles  carrying  casual- 
ties to  specific  hospitals  in  the  area,  and  call  for 
Mobile  Teams  from  other  hospitals  if  needed.  He 
must  have  the  cooperation  of  the  police  by  pre- 
arrangement. It  is  essential  that  he  have  radio  com- 
munication with  all  other  Mobile  Teams  and  area 
hospitals.  This  might  be  effected  by  the  use  of 
walkie-talkies  and  short  wave  units  in  the  vehicles 
assigned  to  the  teams.  As  an  alternative,  the  police 
or  Civil  Defense  authorities  might  supply  him  with 
radio  communications. 

The  Mobile  Disaster  Team  will  need  basic  sup- 
plies and  equipment  such  as  litters,  blankets,  splints, 
instruments  for  hemostasis  and  resuscitation,  seda- 
tives, analgesics,  stimulants  and  plasma,  plus  tents 
and  lights,  or  its  own  vehicle  with  a large  interior 
work  area  such  as  a truck  or  bus.  The  supplies  and 
equipment  for  this  team  must  be  pre-packaged  and 
stored  as  a unit,  available  for  instant  use.  All  sup- 
plies subject  to  deterioration  must  be  checked  and 
replaced  periodically.  A vehicle  to  transport  the 
team  and  its  materiel  must  be  at  hand  at  all  times. 

As  outlined  so  far,  the  effort  is  to  have  an  efficient 
Disaster  Plan  in  every  hospital,  complemented  by  a 
Mobile  Disaster  Team.  In  the  event  of  a disaster, 
the  hospital  nearest  the  scene  would  set  its  plan  into 
action  and  dispatch  its  Mobile  Team.  Should  the 
magnitude  of  the  disaster  warrant  it,  other  hospi- 
tals would  be  called  upon  to  assist.  The  control 
should  remain  with  the  physician  in  charge  of  the 
Mobile  Team  first  dispatched  to  the  scene,  subse- 
quent units  reporting  to  him  for  assignment.  In 
some  places  it  may  be  necessary  to  pre-determine 
which  hospital  will  respond  in  various  areas. 

The  coordination  and  control  of  this  effort  should 
be  the  responsibility  of  the  Disaster  Committee  of 
the  Rhode  Island  Medical  Society.  That  Committee 
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must  assure  itself  that  each  hospital  is  completely 
ready  to  fulfill  its  assigned  duties  at  all  times.  To 
do  this,  it  will  be  necessary  for  the  Committee  to 
approve  each  hospital’s  Disaster  Plan  and  to  inspect 
it  at  intervals  to  be  sure  it  is  kept  current. 

The  Committee  should  maintain  a master  roster 
of  professional  assignments  to  avoid  overlapping 
duties.  At  present  there  are  physicians  who  have 
disaster  assignments  in  more  than  one  hospital. 
This  should  be  avoided.  Assignments  to  man  the 
Civil  Defense  Emergency  Hospitals  must  be  cov- 
ered by  the  master  roster.  All  assignments  should  be 
monitored  to  avoid  waste  of  scarce  talents.  It  would 
be  stupid  to  assign  a neurosurgeon  or  an  anesthesi- 
ologist to  a Mobile  Team.  Their  skills  would  be  of 
greater  value  to  the  total  effort  if  assigned  to  an 
operating  room.  To  accomplish  this,  the  Committee 
must  have  access  to  a catalogue  of  the  skills  of  each 
doctor  in  the  state.  It  should  request  that  similar 
information  be  available  regarding  osteopaths,  den- 
tists, and  nurses.  It  must  know  how  many  casualties 
and  of  what  type  every  hospital  in  the  state  is  pre- 
pared to  treat.  This  information  must  be  supplied 
to  the  physician  in  charge  of  every  Mobile  Disaster 
Team  so  that  he  can  dispatch  casualties  intelligently 
to  hospitals  best  able  to  care  for  them. 

The  State  Disaster  Committee  should  offer  a 
“consulting  service’’  to  hospitals  for  their  Disaster 
Plans.  The  Committee  should  outline  in  detail  the 
essentials  of  such  a plan  and  encourage  all  hospitals 
in  the  state  to  meet  its  standards.  This  would  insure 
the  competence  and  readiness  of  the  basic  medical 
units  throughout  the  state. 

It  should  use  its  influence  to  encourage  county 
medical  societies  and  Civil  Defense  authorities  to 
accelerate  the  Medical  Self  Help  Program.  This 
program,  designed  and  sponsored  jointly  by  the 
American  Medical  Association  and  the  Office  of 
Civil  Defense,  is  an  effort  to  teach  several  million 
Americans  the  basic  principles  of  survival  in  the 
absence  of  trained  medical  personnel  following  a 
major  catastrophe  such  as  thermonuclear  warfare. 
It  is  believed  that  persons  who  survive  such  bomb- 
ing will  be  faced  with  weeks  of  hardship,  living 
under  primitive  conditions,  where  a basic  under- 
standing of  the  principles  of  sanitation,  radiation 
hazards,  and  medical  care  for  the  sick  or  injured 
may  mean  the  difference  between  death  and  sur- 
vival for  additional  millions  of  Americans.  This  is 
considered  to  be  one  very  practical  attempt  to 
improve  survival  rates. 

The  NATO  Medical  Committee  stresses  the 
importance  of  such  medical  self-help  programs.1 
They  are  an  integral  part  of  Civil  Defense  planning 
in  the  United  Kingdom.2  Canada  has  trained 
200,000  people  in  first  aid  during  the  past  year,  and 
in  two  provinces  has  made  first  aid  training  a 
mandatory  part  of  the  high  school  curriculum.3 
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MEDICAL  CARE  FOR  THE  AGED  IN  RHODE  ISLAND 


We  congratulate  the  State  Administration 
for  its  forthright  stand  in  favor  of  adopting  a 
Medical  Assistance  for  the  Aged  (MAA)  plan 
under  the  federal  Kerr-Mills  Act  of  1960.  At  this 
time  Rhode  Island  is  one  of  25  states  which  have 
thus  far  failed  to  benefit  from  federal  grants  under 
the  Kerr-Mills  program.  Under  the  Administration 
plan  the  State  would,  with  federal  assistance,  pay 
the  premiums  for  Blue  Cross  and  Physicians  Serv- 
ice coverage  for  some  39,000  low-income  residents 
65  years  of  age  and  older  who  do  not  qualify  for 
public  assistance,  but  who  by  virtue  of  limited  in- 
come have  difficulty  meeting  the  costs  of  illness. 
The  plan  will  cost  an  estimated  3 million  dollars  a 
year,  of  which  the  federal  government  will  pay 
slightly  over  one-half.  The  Governor  has  re- 
quested a $750,000  appropriation  to  get  the  pro- 
gram under  way. 

The  equity  of  this  proposal  lies  in  the  already 
substantial  coverage  held  by  senior  citizens  in 
Rhode  Island.  Out  of  some  90,000  residents  over 
65,  some  8,000  are  covered  by  old  age  assistance 
(6,000)  or  are  in  various  state  institutions  (2,000). 
Of  the  remaining  82,000,  75,000  (or  91.5  per  cent) 
are  already  covered  by  Blue  Cross,  and  63,000  (or 
76.8  per  cent)  by  Physicians  Service.  The  State 
would  take  over  payment  of  the  premiums  in  the 
case  of  those  already  covered,  but  who  would  be 
eligible  under  the  new  program. 

That  this  plan  has  limitations  is  self-evident.  Any 
fiscally  practicable  plan  will  of  necessity  be  fenced 
in  by  limitations  which  will  exclude  certain  indi- 
viduals, certain  benefits,  or  both.  The  Governor’s 
plan  appeals  to  us  because  it  strikes  at  the  core  of 
the  problem  — the  costs  of  serious  illness  in  those 


with  marginal  or  sub-marginal  income.  In  addition 
it  takes  advantage  of  legislation  already  on  the 
books,  of  available  federal  funds,  and  of  experience 
in  other  areas  where  this  approach  has  already  been 
used  successfully.  Texas,  for  example,  purchased 
coverage  for  some  300,000  welfare  cases  through 
its  local  Blue  plans.  Reports  indicate  very  promis- 
ing results  there  with,  furthermore,  administrative 
costs  of  only  two  per  cent.  It  occurs  to  us  that  the 
possible  later  inclusion  of  Blue  Cross-Physicians 
Service  Major  Medical  coverage  would  add  greatly 
to  the  effectiveness  of  this  approach. 

The  red  herrings  of  the  “means  test”  and  of 
prohibitive  costs  we  hope  will  be  promptly  buried. 
As  we  have  pointed  out  before,  Social  Security 
itself  uses  a means  test  in  some  of  its  determinations. 
As  to  costs,  every  plan  costs  money,  and  the  costs 
are  proportionate  to  the  benefits.  We  feel  that  the 
costs  involved  in  the  present  plan  are  reasonable, 
and  have  the  advantage  of  being  met  out  of  general 
state  and  available  federal  funds. 

We  are  pleased  that  the  Providence  Evening 
Bulletin  has  come  out  strongly  in  favor  of  this  legis- 
lation, and  we  find  its  conclusions  sound : “All  in 
all  . . . the  governor’s  plan  is  a step  in  the  right 
direction,  especially  since  President  Kennedy’s  pro- 
gram for  financing  medical  care  for  the  aged 
through  social  security  taxes  again  is  facing  an 
uncertain  prospect  in  Congress.  The  governor’s 
plan  makes  sense,  and  it  offers  action  in  an  area 
smothered  by  debate.  The  legislature  can  do  no  less 
than  review  it  in  the  same  spirit  in  which  it  was 
offered.” 

We  go  one  step  further.  We  urge  the  legislature 
to  give  it  early  passage. 


: 
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Editorials 


TOBACCO  AND  TEENAGERS 


On  the  basis  of  information  at  present  avail- 
able we  can  hold  the  following  facts  to  be 
incontrovertible : 

(1)  Excessive  cigarette  smoking  is  the  major 
exciting  cause  of  two  lethal  conditions  of  the 
respiratory  system  — bronchogenic  carcinoma 
and  obstructive  emphysema. 

(2)  Unless  recognized  and  treated  early  these 
diseases  are  fatal. 

(3)  They  account  for  the  death  of  many  people 
including  a large  number  of  physicians  and  an 
increasing  percentage  of  women.  (That  the  in- 
vestigation of  the  situation  planned  by  the  U.  S. 
Public  Health  Service  will  support  the  facts 
already  documented  by  studies  in  this  and 
twenty-two  other  countries  is  a foregone  con- 
clusion.) 

The  control  of  this  menace  to  public  health  is  not 
easy.  To  persuade  a significant  number  of  “heavy 
smokers”  to  give  up  the  habit  is  difficult  if  not 
impossible.  Some  of  these  people  may  even  be 
classed  as  addicts,  as  they  find  that  attempts  to  stop 
smoking  bring  on  quite  definite  symptoms.  In  some 
instances  these  patients  can  be  helped  by  their  per- 
sonal physicians,  but  the  task  is  anything  but  easy. 

A real  solution  must  lie  in  the  field  of  proph- 
ylaxis, the  prevention  of  those  who  are  not  now 
habituated  to  cigarettes  from  becoming  so.  This 
means  primarily  the  rising  generation.  A person 
who  acquires  the  cigarette  habit  in  adolescence  and 
continues  smoking  one  or  more  packs  a day  mark- 
edly reduces  his  chances  of  a normal  life  span. 
Pulmonary  cripples  from  emphysema  and  patients 
with  lung  carcinoma  are  not  uncommon  even  in 
their  “forties.”  The  effort  to  do  away  with  this 
serious  health  hazard  to  both  present  and  future 
adolescents  must  involve  people  in  many  walks  of 
life : physicians,  parents,  teachers,  and  legislators, 
to  name  those  who  perhaps  can  accomplish  the 
most. 


Physicians  can  explain  the  situation  to  the  heads 
of  families  and  to  their  patients  generally  as  oppor- 
tunity offers.  As  might  be  anticipated,  it  is  said 
that  cigarette  smoking  has  decreased  markedly 
among  doctors,  but  not  strikingly  as  yet  in  any 
other  group. 

Teachers,  especially  in  the  colleges  and  high 
schools,  can  accomplish  perhaps  more  than  can  any 
other  group,  not  by  precept  so  much  as  by  example. 
This  is  particularly  true  of  physical  directors  and 
team  coaches.  College  presidents  and  others  in  posi- 
tions of  authority  can  contribute  a great  deal  by 
seeing  to  it  that  free  distribution  of  cigarette  sam- 
ples to  students  at  dinners  and  other  gatherings  is 
prohibited,  that  vending  machines  are  removed,  and 
that  smoking  and  cigarette  sales  on  university  prop- 
ertv  is  restricted. 

J 

Legislators  can  do  a real  service  by  making  illegal 
much  of  the  seductive  advertising  that  is  carried  on 
through  various  media.  This  means,  for  example, 
the  outlawing  of  those  seductive  scenes  on  television 
in  which  the  rugged  athlete  or  charming  young 
woman  always  ends  by  inhaling  air  polluted  by  one 
or  another  of  the  competing  brands.  (Britain  is 
well  ahead  of  the  United  States  in  this  matter.) 

Efforts  to  improve  the  situation  should  not  be  a 
matter  of  pseudo-religious  fervor,  but  rather  a calm 
evaluation  of  the  facts  and  an  attempt  to  make 
progress  that  is  definite,  though  necessarily  gradual. 
It  must  be  remembered  that  the  tobacco  industry 
involves  the  livelihood  of  many  honest  people  who 
are  in  no  way  responsible  for  the  recently  recog- 
nized serious  effects  of  the  use  of  the  products  of 
their  labors.  If  the  public  is  made  really  aware  of 
the  facts,  advertising  of  cigarettes  is  curtailed,  and 
everyone  involved  in  the  education  of  “teenagers” 
does  his  part,  we  can  look  forward  to  a gradual  but 
steady  diminution  of  the  number  of  persons  who 
become  hopeless  invalids  or  die  before  their  time 
as  they  approach  the  later  years  of  life. 


A DISASTER  PLAN 


Published  in  this  issue  of  the  Journal  is  a report 
on  a disaster  plan  for  Rhode  Island  which  we 
consider  the  most  cogent  and  best  program  yet  pre- 
sented. We  congratulate  the  Disaster  Committee  of 


the  Rhode  Island  Medical  Society  which  has  con- 
tinued its  efforts  through  the  years  in  spite  of  apathy 
of  the  public  generally  towards  civil  defense  and 
disaster  planning.  We  recommend  the  program  of 
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action  discussed  in  the  report  to  the  state  depart-  coordinated  efforts  in  resolving  ways  in  which  our 
ment  of  health  and  to  the  state  civil  defense  authori-  communities  may  cope  with  disasters.  The  job  is 

ties,  as  well  as  other  interested  groups,  for  joint  and  not  for  physicians  alone. 


HIGH  STANDARDS  IN  ALL  NURSING  HOMES 


The  recent  report  made  by  the  division  of 
public  assistance  of  the  state  department  of 
social  welfare  on  a Survey  of  Nursing,  Convales- 
cent and  Rest  Homes  in  Rhode  Island  is  an  inform- 
ative document  that  is  of  particular  interest  to  the 
medical  profession.  With  approximately  one-half  of 
the  patients  in  the  homes  surveyed  recipients  of 
public  assistance,  the  problem  has  been  of  great 
concern  to  the  Society’s  committee  on  social  welfare. 

In  1959  the  Society’s  committee  expressed  con- 
cern with  the  licensure  and  regulation  of  the  homes 
for  aged  and  convalescent  persons,  and  it  met  sev- 
eral times  with  the  director  of  the  state  department 
of  social  welfare  and  members  of  his  staff.  It  re- 
viewed the  regulations  then  imposed  and  offered 
recommendations  for  the  improvement  of  the  care 
of  patients  utilizing  these  homes. 

The  survey  team  has  certainly  done  a commend- 
able job  in  visiting  and  inspecting  the  one  hundred 
and  fifty-five  nursing  home  facilities  which  have  a 
total  bed  capacity  exceeding  2,600.  The  observa- 
tions of  the  survey  group  have  certainly  contributed 
toward  an  improvement  in  these  homes.  Amiable 
co-operation  between  the  home  operators  and  the 
inspectors  for  the  State  indicates  the  real  value  of 
communication  and  shared  responsibility  in  main- 
taining high  standards  in  all  such  facilities. 

What  of  the  future?  In  our  opinion  there  must 
continue  to  be  vigorous  and  sustained  action  by  the 
Department  of  Social  Welfare  in  maintaining  the 


standards  of  the  better  homes  while  at  the  same  time 
raising  the  standards  of  those  not  currently  provid- 
ing adequate  services  and  accommodations.  The 
excellent  progress  toward  this  goal  is  acknowledged 
in  the  report,  but  continuous  inspection  is  vital  in 
the  years  ahead. 

Since  1954  nursing  homes  in  the  United  States 
have  increased  in  number  from  7,000  to  9,700, 
approximately  39  per  cent.  At  the  same  time  bed 
capacity  has  nearly  doubled  from  184,000  in  1954 
to  338,700  in  1961. 

At  the  present  time  the  Joint  Commission  on 
Accreditation  of  Hospitals  has  embarked  on  an 
ambitious  program  of  standardization  of  nursing 
homes  for  accreditation.  We  suggest  that  a qualified 
and  responsible  permanent  authority  be  set  up  by 
interested  agencies  at  the  state  level,  comparable  to 
the  Joint  Commission  on  Hospitals  at  the  national 
level.  Such  an  authority  would  consist  of  repre- 
sentatives designated  by  the  State  Department  of 
Social  Welfare,  the  State  Department  of  Health, 
the  Rhode  Island  Medical  Society,  and  the  Rhode 
Island  Hospital  Association.  They  would  establish 
minimum  standards  consistent  with  nationally  rec- 
ommended standards  for  all  nursing  homes. 
Accreditation  by  such  an  authority  could  be  on  a 
continuing  basis,  thereby  assuring  our  citizens  of 
progressive  improvement  in  the  quality  of  the 
homes.  They  will  thus  continue  to  be  a vital  factor 
in  the  overall  health  and  welfare  of  our  population. 


THE  KEOGH  ACT 


/T,HE  LONG-AWAITED  RETIREMENT  PLAN  for  Self- 

employed  persons  became  law  October  10,  1962, 
when  President  Kennedy  signed  the  Keogh- 
Smathers  Act.  For  physicians  the  question  now  is, 
what  to  do?  No  simple  statement  will  indicate  the 
impact  of  the  law  on  individual  physicians.  It  will 
variously  affect  them  depending  on  their  income, 
the  number  of  their  employees,  and  their  business 
situation.  The  Keogh  Act  permits  creation  of  a 
retirement  fund  with  annual  deposits  limited  to 
10  per  cent  of  net  practice  income  before  taxes  or 
$2500,  whichever  is  less,  and  tax  deferment  on  half 
this  sum.  Such  a retirement  fund  must  be  invested 
in  one  of  four  ways : ( 1 ) in  a trust  fund  with  a 
bank,  (2)  in  a custodial  account  of  mutual  fund 
shares,  (3)  in  an  annuity,  or  (4)  in  a new  series  of 
U.S.  Government  bonds.  The  retirement  fund  may 


not  be  drawn  upon  without  penalty  before  age  59  pG 
but  must  be  dispersed  beginning  at  age  70y2.  The 
four  permitted  forms  of  investment  thus  include 
two  variable  dollar  situations.  Growth  of  the  retire- 
ment fund  will  be  taxed  as  ordinary  income  at  the 
time  of  disbursement  and  not  as  capital  gains — a 
serious  defect  in  terms  of  tax  savings.  Another 
restrictive  provision  of  the  law  requires  creation  of 
retirement  funds  for  all  employees  of  more  than 
3 years  duration  who  work  20  hours  or  more  a 
week.  Payments  will  be  made  by  the  physician  to 
these  funds  in  the  same  percentage  as  to  his  own 
fund.  How  these  retirement  provisions  will  apply 
to  a labor  force  composed  mostly  of  young  women 
with  other  plans  than  a career  in  medicine  is  not 
entirely  clear,  but  there  is  suggested  here  a consid- 
erable proliferation  of  regulations  and  paper  work. 
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Restrictive  provisions  obviously  and  severely 
limit  any  tax  savings  and  give  the  Keogh  act  the 
look  of  a device  for  forced  savings.  The  fact  that 
only  half  of  the  invested  funds  are  subject  to  tax 
deferment,  while  the  whole  of  the  annual  investment 
becomes  locked  in  until  retirement,  seems  a grossly 
unfair  provision.  So  far  the  Keogh  Act  is  a dis- 
appointment. although  administrative  regulations 
and  future  amendments  may  make  it  more  attrac- 
tive. Clearly  it  will  take  some  close  figuring  by  the 


individual  physician  to  assess  any  possible  gains 
from  participation  in  the  plan.  It  seems  that  there 
may  be  some  tax  savings  under  the  Keogh  Act.  but 
they  may  well  be  paid  for  in  irritation,  regulation, 
and  paper  work.  The  critical  question  is : How 
much  tax  deferment  is  a non-liquid  retirement  fund 
worth?  Meanwhile  the  Internal  Revenue  Service 
has  yet  to  announce  its  specific  regulations  under 
the  law.  Pending  further  information  it  would  seem 
wise  to  defer  decision. 


THE  SECOND  OR  THIRD  CIRCULATION? 


Doctor  Oliver  Cope  of  Boston  recently  com- 
mented: “The  neurosurgeons  stole  the  show 
from  the  lymphatic  system  by  terming  the  spinal 
fluid  the  third  circulation.  I do  not  mean  to  mini- 
mize the  importance  of  the  spinal  fluid  . . . but  in 
terms  of  the  function  of  most  organs,  lymph  is  by 
all  odds  the  largest  third  circulation."  Physiologist 
Hvmen  S.  Mayerson  of  Tulane  University,  speak- 
ing recently  before  the  American  College  of  Sur- 
geons,. referred  to  the  lymphatic  system  as  the 
Second  Circulation.  This  latter  address  attracted 
sufficient  attention  to  move  Time  Magazine  to 
devote  a whole  page  to  the  subject  (Xov.  2,  1962  ). 
Whether  or  not  the  lymph  system  more  properly 
deserves  to  be  designated  as  the  Second  or  Third 
Circulation  seems  to  be  a trivial  matter.  \\  hat  is  of 
much  greater  significance  is  the  increasing  role  of 
this  anatomical  entity  in  current  homeostatic  and 
functional  physiology. 

Pathological  states  of  the  lymphatic  system  have 
in  the  past  attracted  the  most  attention  of  clinicians. 
Primary  and  secondary  neoplasms  and  infections 
have  more  often  been  the  cause  of  concern.  Occa- 
sionallv  the  surgeon  has  become  more  dramatically 
aware  of  the  system  through  obstruction  to  lymph 
flow  (e.g..  lymphedema  ) , or  through  loss  of  lymph 
by  surgical  severance  of  lymph  channels — e.g.. 
lymphorrhea  or  thoracic  duct  injuries.  Only  in  the 
latter  case  has  there  been  insight  into  the  profound 
physiological  role  played  by  this  important  system. 

Mayerson  has  demonstrated  that  the  lymphatics 
process  a volume  of  fluid  almost  equal  to  the 
urinary  output  of  the  kidneys.  He  believes  that  the 
lymphatic  system  conveys  hormones  into  the  blood- 
stream. and  probably  cholesterol  as  well.  A most 
important  function  of  the  lymphatic  system,  he 
believes,  is  the  collection  of  plasma  proteins  that 
have  escaped  from  capillaries,  and  the  transport  of 
these  proteins  back  to  the  bloodstream.  Probably  as 
much  as  one-half  the  total  stock  of  plasma  proteins 
lies  outside  the  capillaries  at  any  given  time.  This  is 
returned  to  the  bloodstream  in  the  lymph  by  a con- 
stant process  of  resorption  and  return  flow. 


Cope  and  Litwin  have  implicated  this  mechanism 
in  the  replenishment  of  the  plasma  volume  follow- 
ing hemorrhage.  Starling  many  vears  ago  they  rec- 
ognized that  the  flow  of  fluid  out  of  and  into  capil- 
laries was  governed  by  the  filtration  pressure  within 
the  capillaries  and  the  resorption  pressure  of  the 
plasma  proteins.  To  plasma  proteins  was  attributed 
the  leading  role  in  the  restoration  of  fluid  volume 
following  hemorrhage.  “Although  the  Starling  con- 
cept itself."  state  the  authors,  “appears  incontrover- 
tible, on  theoretical  grounds  it  alone  is  insufficient 
to  explain  all  of  the  observed  events.  First,  the 
spontaneous  restoration  of  the  plasma  volume  takes 
many  hours  and  the  Starling  effect  with  dilution  of 
the  plasma  protein  takes  place  promptly  within 
minutes.  Second,  the  intravenous  administration  of 
solutions  such  as  physiological  saline  which  are 
freely  permeable  through  the  capillary  membrane 
fail  to  restore  the  plasma  volume.”  A non- 
permeable  colloid,  they  concluded,  was  needed  to 
restore  the  oncotic  pressure.  “The  obvious  imme- 
diate source  of  this  needed  plasma  protein  is  the 
interstitial  space  and  the  means  of  recovering  the 
protein  and  transmitting  it  to  the  vascular  compart- 
ment are  the  lymphatic  vessels." 

With  this  hypothesis  as  a guide.  Cope  and  Litwin 
set  out  to  find  support  in  animal  experimentation. 
On  the  basis  of  their  investigations  on  the  thoracic 
duct  of  the  dog.  Cope  and  Litwin  have  reached 
some  most  important  conclusions.  In  combatting 
the  deleterious  consequence  of  hemorrhage,  “the 
continuing  flow  of  lymph  slowly  moving  protein 
from  the  interstitial  space  into  the  blood  stream  is 
a compensatory  effort  of  the  first  magnitude."  In 
the  24  hours  following  a severe  hemorrhage,  “’more 
than  twice  as  much  protein  is  delivered  to  the 
bloodstream  as  was  removed  by  the  hemorrhage. 
The  rate  of  increase  in  plasma  volume  parallels  the 
protein  contribution  of  lymphatic  flow."  And  finally, 
“The  essentiality  of  the  lymphatic  system  to  the 
recovery  from  shock  has  been  defined."  This  con- 
tribution to  the  understanding  of  homeostatic  physi- 
ology is  of  the  first  magnitude. 
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One  other  contribution  to  the  pathophysiology  of 
lymph  flow  is  worthy  of  note.  Dumont  and  Mul- 
holland  have  taken  note  of  lymph  leaking  from 
clusters  of  bulging  lymphatics  in  the  capsule  of  the 
liver  and  at  the  porta  hepatis  in  patients  with 
Laennec’s  cirrhosis  at  laparotomy.  Pursuant  to  this 
observation  chemical  studies  were  undertaken  upon 
the  effect  of  cannulation  of  the  thoracic  duct  in 
patients  with  ascites  due  to  hepatic  dysfunction.  In 
all  patients  in  whom  measurements  were  taken  the 
thoracic  duct  pressure  exceeded  the  normal  by 
several  times.  Drainage  of  the  lymph  strikingly 
reduced  the  ascites  within  48  to  72  hours.  Venting 
of  the  increased  pressure  also  lowered  the  splenic 

LEVINE 

Eponyms  have  a way  of  sprouting  in  unexpected 
places,  sometimes  for  the  convenience  of  physi- 
cians, sometimes  through  the  egotism  of  individuals. 
YVe  suggest  the  above  eponym  to  honor  a great 
physician,  who,  though  almost  a half  century  out  of 
medical  school,  still  has  the  agile  and  productive 
mind  of  a young  man. 

In  the  JAMA  of  December  29,  1962,  Doctor 
Samuel  A.  Levine  has  described  a new  diagnostic 
test  for  angina  pectoris,  characterized  by  relief  of 
anginal  pain  by  carotid  sinus  massage.  The  phe- 
nomenon was  first  observed  by  S.  Wassermann  in 
1928.  Levine  states : “A  short  while  later  I became 
impressed  with  the  regularity  with  which  this 
maneuver  was  successful  in  relieving  anginal  pain. 
After  a very  extensive  experience,  I now  believe 
that  the  test  is  almost  specific,  and  often  quite  diag- 
nostic even  when  other  procedures  leave  one  in 
doubt.”  His  observations  and  conclusions  have  the 
classic  virtue  of  simplicity  : 
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pulp  pressure  within  20  minutes.  “It  is  likely,”  they 
concluded,  “that  the  combined  effects  of  increased 
flow  in  liver  lymphatics,  collateral  vein  formation, 
escape  of  excess  liver  lymph  into  the  peritoneal 
cavity  and  liver  distention  serve  to  remove  a fluid 
portion  of  the  blood  which  has  been  diverted  from 
the  vena  cava ; thus  normal  portal  flow  and  pres- 
sures are  maintained.  ...  It  is  curious  . . . that  a 
simple  surgical  maneuver,  performed  on  a lymph- 
atic in  the  neck,  effects  changes  usually  identified 
with  successful  portacaval  shunt.” 

Thus  the  third,  or  second,  circulation  begins  to 
assume  an  importance  not  far  behind  the  first. 

S SIGN 

“W  hen  anginal  pain  occurs  while  the  patient  is 
at  rest,  it  will  almost  always  be  relieved  in  seconds 
by  carotid  sinus  massage,  if  the  latter  produces  ade- 
quate cardiac  slowing.  It  is  unlikely  that  similar 
relief  will  be  obtained  when  the  pain  is  due  to  other 
causes  such  as  hiatus  hernia,  gall  stones,  peptic 
ulcer,  or  radiculitis. 

"There  have  been  no  untoward  results  in  any  of 
the  hundreds  of  such  tests  that  have  been  carried 
out  in  this  study.  When  properly  performed,  the 
carotid  sinus  massage  test  for  angina  pectoris  is 
simple  and  without  hazard.  It  can  be  very  helpful  in 
appraising  the  significance  of  chest  pain  or  distress. 
A positive  result  promises  to  be  specific  in  the  diag- 
nosis of  angina  pectoris.” 

Doctor  Levine  is  far  too  modest  to  present  this  as 
“my  sign.”  We  submit  that,  for  the  sake  of  con- 
venience and  to  honor  its  author,  we  henceforth 
designate  it  as  “his  sign.” 


152nd  Annual  Scientific  Assembly 


The  Rhode  Island  Medical  Society 
Wednesday,  May  8 and  Thursday,  May  9 
Marvel  Gymnasium,  Brown  University 
Elmgrove  Avenue 


Jostle  a peck  of  potatoes  long  enough 
and  the  little  ones  will  fall  to  the  bot- 
tom; the  big  ones  work  their  way  to  the 
top.  So  do  the  larger  particles  of  an 
admixture  of  powdered  chemicals.  Un- 
less steps  are  taken  to  keep  particle 
sizes  uniform,  the  active  ingredients  will 


not  be  evenly  dispersed  throughout  an 
excipient.  That  is  why  Lilly  pharma- 
ceutical chemists  establish  precise  speci- 
fications; maintain  rigid  controls.  A few 
more  steps  are  added  and  the  cost  is 
slightly  increased,  but  priceless  uniform- 
ity is  assured  in  the  finished  product. 


Eli  Lilly  and  Company 


Indianapolis  6 , Indiana , U.S.  A. 


390024 
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REPORT  OF  THE  PRESIDENT 
to  the  Corporation  of  the 

RHODE  ISLAND  MEDICAL  SOCIETY  PHYSICIANS  SERVICE 

at  Its  Fourteenth  Annual  Meeting,  at  Providence,  Rhode  Island, 

January  30,  1963 
Charles  J.  Ashworth,  m.d. 


This  14th  Annual  Meeting  of  the  Corpora- 
tion of  the  Rhode  Island  Medical  Society 
Physicians  Service  represents  a variety  of  interests  ; 
the  public  interest  by  our  lay  members  of  the 
Corporation,  and  professional  medical  interests 
represented  by  doctors  in  every  area  of  practice. 

It  is  understandable,  therefore,  that  there  are 
conflicting  opinions  as  to  the  best  methods  of 
achieving  our  objectives.  Yet,  we  all  share  one 
common  goal — to  provide  the  best  possible  health 
care  within  the  framework  of  prepayment. 

In  establishing  Physicians  Service,  the  respon- 
sibility for  determining  the  best  methods  of  reaching 
our  goals  and  setting  the  policy  of  operation  was 
placed  with  the  Plan’s  Board  of  Directors,  who  are 
elected  by  the  Corporation  of  the  Rhode  Island 
Medical  Society  Physicians  Service  and  who  serve 
without  monetary  remuneration.  You  can  well  rec- 
ognize that  the  Board  is  not  in  an  enviable  position, 
placed  as  it  is  between  the  millstones  of  conflicting 
professional  opinions  and  public  demands,  espe- 
cially in  a time  of  an  explosive  complexity  of  health 
services  and  surging  public  pressures.  The  deci- 
sions of  the  Board,  no  matter  what  they  are,  cannot 
possibly  meet  with  unanimous  popularity.  That 
would  be  Utopian. 

Reporting  to  you  tonight  on  issues  as  well  as 
statistics,  indicating  where  we  are  and  where  we 
are  going,  may  I call  your  attention  to  the  back- 
ground of  some  of  the  recent  decisions  of  your 
Board  of  Directors.  Two  of  the  most  important 
considerations  occupying  the  Board  were  : ( 1 ) in- 
creasing the  fee  schedule  of  payments  to  doctors ; 
and  (2)  increasing  benefits  for  non-surgical  serv- 
ices. Your  Board  is  in  full  agreement  that  some 
changes  are  overdue  and  that  inequities,  variables, 
and  certain  problems  intrinsic  to  the  many  cate- 
gories of  service  should  be  carefully  re-studied  and 
thoroughly  researched. 

In  1947,  before  there  was  any  Physicians  Service 
Plan,  the  Rhode  Island  Medical  Society  offered  the 
public,  through  commercial  insurance  companies,  a 
plan  primarily  designed  to  assist  low  income  people 
meet  their  medical  bills,  mostly  for  surgical  and 
related  services.  The  fee  schedule  was  determined 


by  a society  committee  after  extensive  study  and 
consultation.  In  January,  1950,  your  Physicians 
Service  Plan  began  operation  on  a non-profit  basis 
as  a mechanism  to  prepay  the  cost  of  medical  care. 

Slightly  over  a year  after  Physicians  Service 
began  operation,  in  1951,  a review  of  payments  to 
physicians  was  made  by  a committee  of  the  medical 
society  resulting  in  raising  the  in-hospital  medical 
portion  of  the  plan,  and  increasing  many  surgical 
payments.  The  maximum  payment  was  increased  by 
50%,  from  $150  to  $225,  with  no  change  in  the 
income  limits  for  subscribers. 

Another  revision  in  the  Master  Schedule  of  In- 
demnities became  effective  in  1955,  after  study  by 
a Society  committee  in  consultation  with  various 
specialties,  resulting  not  only  in  increases  for  surgi- 
cal and  in-hospital  medical  benefits,  but  with  the 
addition  of  two  new  benefits,  X-ray  and  electro- 
cardiograms. Again  there  was  no  change  in  sub- 
scriber income  limits. 

Plan  B followed  in  1959  with  a $400  fee  schedule 
and  a higher  income  ceiling  to  subscribers  for  full 
payment.  Today,  only  three  years  later,  one-third  of 
our  total  membership,  or  almost  200,000  persons, 
are  enrolled  under  Plan  B.  This  fee  schedule,  like 
all  others,  was  determined  by  a committee  of  the 
Medical  Society,  which  also  adjusted  some  inequi- 
ties in  the  Plan  A indemnity  fee  table  at  that  time. 

In  a word,  our  fees  have  been  determined  by 
doctors  with  three  upward  revisions  and  an  in- 
crease of  50%  in  the  Plan  A schedule,  but  with  only 
one  increase  in  income  limits  for  subscribers. 

A comprehensive  increase  in  fees  to  be  paid  phy- 
sicians was  recommended  to  your  Board  last  year 
by  the  Medical  Economics  Committee  of  the 
Society.  Recognizing  this  need,  your  Board  gave 
lengthy  consideration  to  this  proposal  and  is  in  com- 
plete agreement  that  changes  in  the  fee  schedule 
are  indicated. 

The  timing  and  method,  however,  are  vital  and 
basic  considerations.  The  year  1962,  you  have  heard, 
finished  on  the  plus  side  by  $116,000,  but  $94,000 
less  than  1961.  Sound  administrative  direction 
achieved  this,  with  a hope  for  some  reduction  in 
subscribers’  rates  for  1963,  as  against  immediate 
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rate  reductions  last  year  almost  forced  upon  us  by 
the  then  State  Director  of  Business  Regulation. 
Following  much  controversy,  it  was  agreed  that 
any  gain  to  either  Blue  Cross  or  Physicians  Service 
would  be  set  aside  in  “escrow”  to  provide  for  lower 
rates  in  1963. 

It  surely  becomes  crystal  clear  that  any  signifi- 
cant overall  increase  in  physicians’  fees  now — no 
matter  how  justified — would  be  quickly  construed 
as  an  effort  by  doctors  to  appropriate  to  themselves 
the  1962  gains  anticipated  by  subscribers. 

It  should  be  recognized  that  the  medical  profes- 
sion does  not  enjoy  the  same  bright  image  it  once 
had.  Charges  of  “greed”  and  “abuse”  are  leveled 
against  us  and  accepted  in  some  quarters,  even  if 
these  charges  are  without  significant  substance. 

A good  anvil  is  not  afraid  of  the  hammer,  but  it 
should  be  recognized  that  to  press  for  higher  fees 
immediately  would  only  give  credence  to  these 
charges.  In  a period  when  there  is  legislation  for 
changing  our  Board  of  Directors,  such  action  would 
appear  that  public  interest  is,  indeed,  being  subli- 
mated to  the  interest  of  physicians.  At  a time  when 
there  is  great  concern  about  assisting  the  health  care 
needs  of  the  aged,  a significant  fee  increase  under 
Plan  A would  be  interpreted  as  a step  in  the  oppo- 
site direction.  Should  we  succeed  in  gaining  such 
fee  increases,  the  political  overtones  could  be 
disastrous. 

There  are  abundant  examples  of  the  importance 
of  timing  in  such  situations.  A recent  instance  was 
that  of  the  steel  companies  who  announced  a price 
increase  immediately  following  union  negotiations 
to  “hold  the  line.”  While  there  was  probably  logic 
and  facts  justifying  an  increase  in  the  price  of  steel, 
the  result  of  the  timing  of  the  increase  was  ex- 
tremely detrimental  to  the  companies,  the  result  of 
which  was  additional  government  intervention. 

The  factors  involving  us  now  are  very  similar  to 
the  steel  situation  in  many  respects,  suggesting  that 
we  should  proceed  with  great  caution  and  restraint. 
Recognizing,  therefore,  the  need  for  changes  in  the 
fee  schedule,  your  Physicians  Service  Board  rec- 
ommended the  following : 

1 . At  rate  hearings  to  be  held  this  year,  some  of 
the  glaring  inequities  in  the  fee  schedule  will  be 
announced  and  hopefully  changed,  but  not  if  it  will 
affect  our  present  premium  structure.  It  was  hoped 
that  these  changes  would  assist  both  doctors  and 
subscribers  in  some  of  the  more  urgent  areas. 

2.  It  is  also  the  intention  of  the  Plan  to  announce 
a complete  review  of  the  fee  schedule  with  increases 
in  many  areas.  This  would  mean  that  a new  fee 
schedule  for  physicians  would  probably  be  effective 
in  mid- 1964. 

3.  Analysis  of  tbe  fee  schedule  should,  therefore, 
begin  immediately  and  include  consultation  with  all 
specialties  and  every  branch  of  medical  practice. 


Another  consideration  is  that  of  greater  non- 
surgical  benefits.  The  Plan  was  begun  originally 
with  the  primary  purpose  of  covering  surgical  and 
related  services.  Now  we  are  dealing  with  the  in- 
creasing technicality  of  medical  treatment  and  in 
providing  other  non-surgical  services.  The  success 
of  prepayment  for  surgical  services  has  conditioned 
the  public  to  expect  a broader  base  of  prepayment 
for  all  types  of  medical  care. 

It  is  obvious,  therefore,  that  our  present  benefits 
for  in-hospital  medical  care  are  not  adequate.  But 
it  should  also  be  realized  that  full  payment  for 
in-hospital  medical  services  should  be  a benefit 
guaranteed  to  a patient  within  certain  income  cate- 
gories. While  the  surgeon,  assisting  surgeon,  and 
anesthetist  have  agreed  to  provide  full-payment 
protection  for  their  surgical  fees,  this  is  not  true  for 
in-hospital  medical  benefits  within  the  same  income 
limits. 

Of  course,  before  this  type  of  service  could  be 
considered  as  a full  payment  provision,  it  would  be 
first  necessary  to  increase  the  amount  of  fees  paid 
to  the  physician.  Therefore,  early  last  year  the 
Physicians  Service  Board  began  work  on  a sched- 
ule of  higher  fees  for  in-hospital  medical  benefits. 

As  an  example  of  the  increased  fees  under  con- 
sideration, daily  benefits  would  have  been  increased 
to  $10  for  the  first  day,  $7  for  the  second  day,  and 
$4  thereafter  up  to  $260  under  Plan  A.  Under 
Plan  B,  payments  would  be  $15  for  the  first  day, 
$10  for  the  second  day,  and  $5  thereafter  up  to 
$465.  Greatly  increased  benefits  in  all  categories  of 
medical  service  as  well  as  consideration  for  the 
intensive  care  case  were  included  in  the  program. 

This  proposal  for  increasing  non-surgical  bene- 
fits, and  inclusion  of  this  service  as  a part  of  the 
full-payment  provision  of  the  Plan,  was  approved 
by  the  Physicians  Service  Board  of  Directors  and 
referred  to  the  Rhode  Island  Medical  Society  last 
May.  However,  action  on  the  proposal  was  post- 
poned by  the  Medical  Economics  Committee  of  the 
Medical  Society  on  the  basis  that  physicians  were 
not  yet  ready  to  provide  the  full  payment  guarantee 
to  subscribers  under  present  conditions. 

It  is  the  intention  of  the  Physicians  Service 
Board  to  continue  to  pursue  the  extension  of  greater 
benefits  of  this  type  because  of  the  inequities  in 
certain  levels  of  non-surgical  benefits,  but  also 
mindful  of  an  obligation  to  consider  the  subscribers’ 
interest  as  well  as  the  physicians’  interest.  The  only 
way  of  providing  such  assurances  to  the  public  is 
through  making  in-hospital  medical  service  a full- 
payment  provision,  the  same  as  surgical  services. 
This  premise  might  also  apply  to  obstetrical 
services. 

In  addition  to  these  considerations,  1962  saw  a 
continuance  of  publicity,  public  hearings,  and  legis- 
lative interest.  Last  year,  a bill  was  passed  legislat- 

continued  on  next  page 
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ing  benefits  for  chiropractors,  despite  the  fact  that 
this  was  against  the  interests  of  the  public  and  the 
Plan.  Another  legislative  bill  would  have  placed  the 
entire  direction  of  the  Plan  into  the  hands  of  politi- 
cal appointees,  as  well  as  such  sweeping  changes  as 
placing  the  determination  of  your  fees  in  the  hands 
of  state  politicians. 

These  bills  are  again  with  us  in  1963.  And  it 
should  be  unnecessary  to  remind  you  that,  should 
these  bills  pass,  any  consideration  of  fees  on  our 
part  would  be  facetious,  since  they  would  be  deter- 
mined by  political  appointees.  To  be  true,  we  would 
not  have  to  accept  them,  but  let  us  not  be  faced  with 
such  a decision. 

Ours  is  a twin  responsibility  to  the  public  and  the 
medical  profession.  While  we  recognize  that  the 
sweeping  charges  of  “abuse”  by  the  medical  profes- 
sion are  in  most  cases  without  substance,  and 
usually  are  the  result  of  misunderstanding  of  our 
regulations,  we  have  an  obligation  to  assure  our 
subscribers  that  their  benefits  are  being  used  as 
wisely  as  possible. 

During  1962,  we  stressed  the  importance  of 
claims  control,  the  education  of  subscribers  and  the 
medical  profession  concerning  the  Plan’s  benefits 
and  exclusions.  Careful  use  of  benefits  is  also  a sub- 
scriber responsibility  and  an  educational  program 
pointing  out  to  subscribers  their  role  in  hospitaliza- 
tion and  the  use  of  benefits  has  been  effective. 

Promoting  better  understanding  of  such  com- 
plex subjects  as  the  service  benefit,  or  full  payment 
provision,  nearly  a half  million  leaflets  explaining 
the  regulations  were  distributed  through  physi- 
cians’ offices,  subscriber  mailings,  and  other  meth- 
ods. We  have  emphasized  through  advertising  to 
subscribers  our  exclusions  as  well  as  the  Plan 
benefits. 

During  1962,  a revision  of  the  claim  form  was 
approved  by  your  Board  of  Directors,  feeling  that 
the  only  way  to  assure  a complete  understanding  of 
the  Plan’s  benefits  was  to  require  that  the  claim 
form  be  completed  in  full  before  payment  could  be 
made  to  physicians. 

We  recognize  that  these  regulations  often  de- 
mand additional  work  on  the  part  of  the  physicians 
and  their  office  staff.  The  motive  behind  these  regu- 
lations is  not  to  create  more  paper  work,  but  to 
improve  our  claims  procedure  and  help  eliminate 
any  possible  misunderstanding  between  the  patient 
and  the  physician  concerning  payment  by  the  Plan. 

The  new  claim  form,  to  be  sure,  does  not  repre- 
sent perfection  in  any  sense  of  the  word.  There 
remain  irritations  to  both  physician  and  patient. 
Your  Physicians  Service  Board,  therefore,  will, 
through  an  appropriate  committee  of  the  Board, 
again  review  the  claim  form,  considering  all  com- 
plaints and  suggestions  we  have  received  to  date. 
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In  spite  of  the  more  controversial  aspects  of  the 
year,  1962  has  been  a period  of  greater  service  to 
patients  and  physicians  than  ever  before  in  our 
history.  For  example,  our  enrollment  reached  an 
all-time  high  of  609,081  subscribers  by  the  end  of 
the  year,  which  is  an  increase  of  23,501  more  per- 
sons than  the  prior  year-end,  and  more  firmly  estab- 
lishes the  Plan  as  the  leader  among  all  state-wide 
plans  in  the  nation. 

Payments  to  physicians  for  subscribers’  care 
reached  a new  high  of  $8,935,000,  an  increase  of 
$491,000  over  the  previous  year.  Your  Plan  proc- 
essed over  300,000  claims  of  all  types  last  year. 

A very  significant  index  of  progress  was  re- 
corded last  year  with  the  approval  and  sale  of  a 
new  Major  Medical  plan.  At  this  time,  nearly  6,500 
persons  are  enrolled  under  the  new  plan  and  some 
50  companies  are  considering  the  program  for  their 
employees. 

The  Major  Medical  plan  represents  a far  broader 
range  of  health  services,  as  well  as  a broader  range 
of  physicians’  services.  As  an  illustration,  the  plan 
includes  consultation  as  well  as  professional  home 
and  office  services.  While  Major  Medical  is  not  a 
panacea  for  all  our  problems,  and  it  will  take  time 
before  it  is  available  to  our  total  membership,  it  is 
a significant  forward  step  in  providing  greater 
service. 

In  the  area  of  service  to  the  aged,  your  Plan 
continues  to  lead  the  nation  in  offering,  as  has  been 
the  case  for  many  years,  membership  to  everyone 
regardless  of  age.  Twice  last  year,  persons  over 
age  65  had  an  opportunity  to  join.  In  addition,  our 
group  members  subsidize  and  assist  the  elderly 
members  and  others  on  direct  pay  membership,  and 
the  Plan  continues  to  provide  far  more  benefits  for 
our  senior  citizens  than  is  received  in  income  from 
such  members. 

We  have  also  begun  investigating  new  areas  of 
coverage,  such  as  home  care  and  nursing  home 
care.  However,  such  expansions  of  our  benefits  are 
dependent  upon  a variety  of  community  services 
and  interests,  and  it  will  not  be  possible  to  move 
quickly  in  these  directions. 

In  the  final  analysis,  the  accomplishments  of  the 
past,  as  well  as  our  progress  in  the  future,  is  depend- 
ent upon  the  continued  acceptance  and  support  of 
two  groups — the  public  and  the  medical  profession. 

As  to  public  acceptance,  we  see  encouraging  signs 
in  our  all-time  high  enrollment,  which  is  strong 
demonstration  that  the  public  is  aware  that  our 
Plan  provides  the  best  protection  for  the  subscrib- 
er’s dollar.  We  also  see  other  encouraging  signs  as 
our  public  opinion  poll  reflects  for  the  past  quarter 
a rise  in  the  percentage  of  persons  who  feel  that 
Blue  Cross-Physicians  Service  is  doing  a good  job. 

But  there  are  other  signs  that  reflect  a dimming 
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image  of  the  medical  profession  itself.  There  are 
legislative  bills — which  are  the  symptoms  of  a 
larger  public  concern — and  our  public  opinion  poll 
shows  that,  while  the  Plan  itself  has  had  an 
improvement  in  public  opinion,  there  are  an  in- 
creasing number  of  persons  who  feel  that  physicians 
are  “abusing"  the  Plan. 

As  to  acceptance  and  support  of  the  medical  pro- 
fession itself,  we  are  providing  more  payments  to 
physicians  than  ever  before,  and  we  have  expanded 
our  benefits  significantly  last  year  through  the  in- 
troduction of  Major  Medical.  We  have  improved 
our  service  to  physicians  through  our  increasingly 
efficient  claims  procedures,  educational  materials, 
and  expanded  staff  facilities. 

We  recognize  that  not  everyone  in  the  profession 
— nor  everyone  of  the  general  public — -will  agree 
with  all  our  decisions.  Our  very  concrete  accom- 
plishments, we  hope,  will  not  be  lost  in  the  pressure 
of  special  interests.  To  be  repetitious  for  a moment, 
I said  last  year  : 

“The  very  survival  of  the  voluntary  medical  pro- 
fession depends,  in  no  small  way,  upon  the  success 
we  achieve  in  maintaining  an  effective  balance  be- 
tween ethical  ideas  and  economic  needs.'’ 

I would  conclude  with  a quotation  from  the 
Inaugural  Address  of  our  Governor,  John  H. 
Chafee,  when  he  said, 

“Courage  and  a spirit  of  sacrifice  will  be  required 
of  all  of  us.  We.  as  a people,  must  decide  what 
objectives  have  the  highest  priorities  and,  having 
once  made  that  decision,  keep  these  priorities  con- 
stantly before  us. 

“When  necessary,  we  will  have  to  subordinate 
what  is  merely  desirable  to  that  which  is  truly  essen- 
tial to  our  progress.” 

Finally,  may  I express  a word  of  thanks  to  the 
Board,  individually  and  collectively,  and  its  com- 
mittees, your  administrative  staff  under  the  proven 
executive  capability  of  its  Director,  Arthur  F. 
Hanley,  to  members  of  the  Corporation,  and  to  all 
our  Participating  Physicians. 


BIVENTRICULAR  CATHETERIZATION  IN 
CONSTRICTIVE  PERICARDITIS 

concluded-  from  page  143 

12Hertzel,  P. ; Wood,  E.  H.,  and  Burchell,  H.  B. : Pressure 
Pulses  in  the  Right  Side  of  the  Heart  in  a Case  of  Amy- 
loid Disease  and  in  Case  of  Idiopathic  Heart  Failure 
Simulating  Constrictive  Pericarditis.  Proc.  Staff  Meet. 
Mayo  Clinic  28  : 107,  1953 

13 Wilson,  R.  H. ; Hoseth,  W. ; Sadoff,  C.,  and  Dempsey, 
M.  E. : Pathologic  Physiology  and  Diagnostic  Signifi- 
cance of  the  Pressure  Pulse  Tracings  in  the  Heart  in 
Patients  with  Constrictive  Pericarditis  and  Pericardial 
Effusion.  Am.  Heart  J.  48  :671,  1954 


LIFE  DEATH 

INSURANCE  or  INSURANCE? 

SOME  Medical  men  need  DEATH  Insurance 
ONLY. 

Others  need  accumulating,  guaranteed 
dollar  values  to  meet  their  LIVING  needs  in 
the  future  - DEPRESSION  - EMERGENCY - 
RETIREMENT,  etc. 

In  any  event,  our  new  "CHEAPER-THAN- 
TERM"  DEATH  INSURANCE  is  the  first  step 
in  the  right  direction ! 

Don't  make  any  important  changes  in  your 
Life  Insurance  or  Estate  plans  without  inves- 
tigating "CHEAPER-THAN-TERM"! 

For  further  information  about  this  sensational 
new  development  in  DEATH  INSURANCE, 
write  or  phone: 

ROLAND  A.  DEROSIER 

54  Custom  House  Street 
Providence  3,  Rhode  Island 
TE  1-4833 


Attractive  & Functional  Offices 


by 


□ □ 


Designers  8 Suppliers  of  Offices 

150  Dorrance  Street  • Providence  3,  R.  I.  • GAspee  1-5228 
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HOUSE  OF  DELEGATES 
of  the 

RHODE  ISLAND  MEDICAL  SOCIETY 

Report  of  Meeting  of  January  JO,  1963 


A meeting  of  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  was  held  in  the 
Sheraton  Room  of  the  Providence  Biltmore  Hotel 
on  Wednesday,  January  30,  1963.  The  meeting  was 
called  to  order  by  the  President,  Doctor  Arthur  E. 
Hardy,  at  3:10  p.m.  The  following  delegates  were 
in  attendance : 


BRISTOL  COUNTY 
Robert  W.  Drew,  m.d. 

KENT  COUNTY 
Bruno  Franek,  m.d. 
Edmund  Hackman,  m.d. 
John  M.  Vesey,  m.d. 

NEWPORT  COUNTY 
Philomen  Ciarla,  m.d. 
Charles  Dotterer,  m.d. 
PAWTUCKET 
DISTRICT 
Edmund  Billings,  m.d. 
Robert  C.  Hayes,  m.d. 

Earl  F.  Kelly,  m.d. 

Earl  J.  Mara,  m.d. 
WASHINGTON 
COUNTY 
Joseph  Ruisi,  m.d. 

Freeman  B.  Agnelli,  m.d. 
James  A.  McGrath,  m.d. 
WOONSOCKET 
DISTRICT 

Leonard  Staudinger,  m.d. 
Roger  Berard,  m.d. 

Roger  Fontaine,  m.d. 
OFFICERS  OF  THE 
RIMS 

(other  than  delegates) 
Arthur  E.  Hardy,  m.d. 
Robert  Baldridge,  m.d. 
Thomas  Perry,  Jr.,  m.d. 
Michael  DiMaio,  m.d. 

IMMEDIATE  PAST 
PRESIDENT  OF  RIMS 
Samuel  Adelson,  m.d. 


PROVIDENCE 
MEDICAL 
ASSOCIATION 
Robert  R.  Baldridge,  m.d. 
John  T.  Barrett,  m.d. 

Irving  A.  Beck,  m.d. 

J.  Robert  Bowen,  m.d. 
Bertram  H.  Buxton,  m.d. 
Wilfred  Carney,  m.d. 

Joseph  Caruolo,  m.d. 

Francis  Chafee,  m.d. 

Henry  Fletcher,  m.d. 

Frank  Fratantuono,  m.d. 
John  F.  W.  Gilman,  m.d. 
Seebert  J.  Goldowsky,  m.d. 
Stanley  Grzebien,  m.d. 

John  C.  Ham,  m.d. 

Waldo  Hoey,  m.d. 

Joseph  Lambiase,  m.d. 
Robert  V.  Lewis,  m.d. 

Frank  MacCardell,  m.d. 
William  J.  MacDonald,  m.d. 
William  S.  Nerone,  m.d. 
Arnold  Porter,  m.d. 

William  A.  Reid,  m.d. 

Ralph  D.  Richardson,  m.d. 
Jack  Savran,  m.d. 

Carl  S.  Sawyer,  m.d. 

Stanley  D.  Simon,  m.d. 

John  Turner,  II,  m.d. 

Elihu  S.  Wing,  Jr.,  m.d. 

PRESIDENT, 
RHODE  ISLAND 
MEDICAL  SOCIETY 
PHYSICIANS  SERVICE 
Charles  J.  Ashworth,  m.d. 


The  following  delegates  were  absent : 

Doctors  Peter  C.  Erinakes,  Philip  Lappin,  Joseph  Can- 
non, Warren  Francis,  J.  Merrill  Gibson,  Walter  S.  Jones, 
Gustavo  A.  Motta,  and  Francis  W.  Nevitt. 

The  Secretary  reported  that  Doctor  Harry 
Darrah,  President  of  the  Providence  Medical  Asso- 
ciation, had  named  as  alternate  delegates  for  this 
meeting  as  follows:  For  Doctor  J.  Merrill  Gibson 
and  Doctor  Gustavo  A.  Motta,  both  of  whom  were 


to  be  out  of  the  state  at  the  time  of  the  meeting, 
Doctors  Walter  E.  Hayes  and  Thomas  R.  Littleton. 

Also  present  at  the  meeting  were  Mr.  Charles  P. 
Williamson,  legal  counsel  of  the  Society;  John  E. 
Farrell,  sc.d.,  Executive  Secretary;  several  com- 
mittee chairmen,  and  several  members  of  the 
Society. 


Minutes  of  Previous  Meeting 
The  President  noted  that  the  minutes  of  the  pre- 
vious meeting  of  the  House  had  been  sent  to  the 
delegates,  and  had  been  published  in  the  Rhode 
Island  Medical  Journal. 

ACTION : A motion  was  made,  seconded  and 
passed  that  the  minutes  of  the  September  26, 
1962,  meeting  of  the  House  of  Delegates  be 
approved  as  presented,  and  placed  on  file. 

Report  of  the  Secretary 

Doctor  Michael  DiMaio,  Secretary,  read  his 
report,  copy  of  which  was  included  in  the  Dele- 
gates’ handbook. 

ACTION : A motion  was  made,  seconded  and 
passed  that  the  report  of  the  Secretary,  as  pre- 
sented, be  approved  and  placed  on  file. 

Report  of  the  Treasurer 

Doctor  J.  Murray  Beardsley,  Treasurer,  read  the 
summary  of  his  annual  financial  report,  copy  of 
which  was  included  in  the  Delegates’  handbook 
together  with  the  complete  financial  statement  for 
the  year. 

ACTION : A motion  was  made,  seconded  and 
passed  that  the  report  of  the  Treasurer  be 
approved  and  placed  on  file. 

Trustees  of  the  Medical  Library 
Doctor  Robert  R.  Baldridge,  Chairman  of  the 
Board  of  Trustees  of  the  Medical  Library,  read  his 
report,  copy  of  which  was  included  in  the  Delegates’ 
handbook. 

ACTION : A motion  was  made,  seconded  and 
passed  that  the  report  of  the  chairman  of  the 
Board  of  Trustees  of  the  Medical  Library  be 
approved  and  placed  on  file. 


continued  on  page  166 
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"relief  of  symptoms  is  striking  with  Rautrax-N”* 


Rautrax-N  decreases  blood  pressure  for  almost 
all  patients  with  mild,  moderate  or  severe 
essential  hypertension.  Rautrax-N  also  offers  a 
new  sense  of  relaxation  and  well-being  in  hyper- 
tension complicated  by  anxiety  and  tension.  And 
in  essential  hypertension  with  edema  and/or  con- 
gestive heart  failure,  Rautrax-N  achieves  diure- 
sis of  sodium  and  chloride  with  minimal  effects 
on  potassium  and  other  electrolytes. 

Rautrax-N  combines  Raudixin  (antihyperten- 
sive-tranquilizer) with  Naturetin  c K (anti- 
hypertensive-diuretic) for  greater  antihyper- 


tensive effect  and  greater  effectiveness  in  relief 
of  hypertensive  symptoms  than  produced  by  ei- 
ther component  alone.  Rautrax-N  is  also  flexi- 
ble (may  be  prescribed  in  place  of  Raudixin  or 
Naturetin  c K)  and  economical  (only  1 or  2 
tablets  for  maintenance  in  most  patients). 

Supply:  Rautrax-N  — capsule-shaped  tablets  provid- 
ing 50  mg.  Raudixin,  4 mg.  Naturetin  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified  — capsule- 
shaped tablets  providing  50  mg.  Raudixin,  2 mg. 
Naturetin  and  400  mg.  potassium  chloride. 

f Hutchison  J.  C.:  Current  Therap.  Res.  2:487  (Oct.)  1960. 


For  full  information,  see  your  Squibb  Product  Reference  or  Product  Brief. 


Rautrax-N' 

Squibb  Standardized  Rauwolfia  Serpentina  Whole  Root  (Raudixin) 
and  Bendroflumethiazide  (’Naturetin)  with  Potassium  Chloride 


Squibb 


Squibb  Quality  — 
the  Priceless  Ingredient 

SQUIBB  DIVISION  Olin 


'RAUDIXIN'®,  'RAUTRAX'®,  AND'  NATURETIN'®  ARE  SQUIBB  TRADEMARKS. 
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continued,  from  page  1 64 

Communications 

The  Secretary  noted  the  following  communica- 
tions to  which  reference  was  made  in  the  Delegates’ 
handbook : 

1.  Poll  on  Social  Security 

A report  from  the  Council  on  the  result  of  the 
poll  of  the  membership  of  the  Society  on  the  ques- 
tion of  compulsory  inclusion  under  the  Social 
Security  System  indicating  the  results  as  follows : 
Yes:  305  No:  259  No  Opinion:  33 
ACTION : A motion  was  made,  seconded  and 
passed  that  the  results  of  the  poll  be  published  in 
the  Rhode  Island  Medical  Journal,  and  also 
that  the  information  be  sent  directly  to  the  Sec- 
retary of  each  of  the  district  medical  societies. 

* * * 

2.  Resolution  from 

Newport  County  Medical  Society 
A resolution  from  the  Newport  County  Medical 
Society  recommending  the  advisability  of  a Rhode 
Island  Medical  Political  Action  Committee  was 
discussed. 

ACTION : A motion  was  made,  seconded  and 
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passed  to  receive  the  resolution  and  place  it 
on  file. 

^ ^ ^ 

3.  Nominees  as  Blue  Cross  Directors 

A report  from  the  Council  nominating  as  the 
Society’s  representatives  on  the  Blue  Cross  Board 
of  Directors  the  following  : 

Arnold  Porter,  m.d.  and  William  A.  Reid,  m.d. 

ACTION : A motion  was  made,  seconded  and 
passed  that  these  nominees  be  approved  by  the 
House. 

4.  Trustee  of  the  Benevolence  Fund 

A report  from  the  Council  nominating  Doctor 
Alfred  L.  Potter  to  complete,  until  1965,  the  unex- 
pired term  of  the  late  Doctor  Henry  J.  Hanley  as  a 
trustee  of  the  Society’s  Benevolence  Fund. 
ACTION : A motion  was  made,  seconded  and 
passed  that  the  nomination  of  Doctor  Potter  be 
approved  by  the  House. 

jjs 

5.  By-Law  Amendment 

Doctor  Samuel  Adelson  presented  the  following 
amendment  to  the  by-laws  of  the  Society  to  provide 
that  the  retiring  president  of  the  Society  shall  be  a 
voting  member  of  the  House  instead  of  a non-voting 
member  as  currently  provided  in  the  regulations  : 

Proposed  Amendment  to  the  Rules  and  By-Laws 
of  the  Rhode  Island  Medical  Society 
ARTICLE  VI  — HOUSE  OF  DELEGATES 
Section  2.  Composition. 

The  House  of  Delegates  shall  be  composed  of 
( 1 ) delegates  elected  by  the  component  societies, 
each  component  society  being  entitled  to  elect  one 
delegate  for  each  twenty  active  members  in  good 
standing,  or  major  fraction  thereof,  with  the  added 
provision  that  each  component  society  shall  be  en- 
titled to  elect  at  least  one  delegate;  and  (2)  the 
President,  the  President-Elect,  the  Vice  President, 
the  Secretary,  the  Treasurer  and  the  Retiring  Pres- 
ident, and  (3)  without  the  power  of  vote  unless 
elected  as  a delegate  from  a component  society, 
the  Editor  of  the  Rhode  Island  Medical 
Journal,  the  delegate  and  alternate  delegate  to  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation, the  Director  of  the  State  Department  of 
Health  in  Rhode  Island  and  the  President  of  the 
Rhode  Island  Medical  Society  Physicians  Service. 
ACTION : The  House  approved,  without  a dis- 
senting vote,  of  the  proposed  amendment  to  be 
submitted  to  the  membership  at  the  next  general 
meeting  of  the  membership  of  the  Society. 

ij<  >jc  ^ 

6.  Workmen’s  Compensation  Law  Conference 
Doctor  Arthur  Hardy,  President,  noted  that  at 

a recent  meeting  of  the  Providence  Medical  Asso- 
ciation the  medical  phases  of  the  state’s  workmen’s 
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There'll  be  stars  in  her  eyes . . 
when  you  wrap  her  in  an  irresist- 
ible Harris  Mink  scarf,  stole, 
jacket  or  coat! 


WILLIAM  H.. 
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New  England’s  Largest  Exclusive  Furrier 
400  Westminster  Street 
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compensation  law  had  been  discussed  by  members 
of  the  workmen’s  compensation  commission  and  by 
legal  counsels.  He  recommended  that  the  problem 
of  the  costs  of  medical  care  in  particular,  and  of  the 
program  in  general,  be  reviewed  at  a conference  of 
representatives  of  labor,  industry,  the  workmen’s 
compensation  commission,  the  legal  profession, 
insurance  carriers  writing  the  liability  coverage, 
and  physicians. 

ACTION : A motion  was  made,  seconded  and 
passed  that  the  President  be  authorized  to  call  a 
conference  for  a review  and  study  of  the  costs  of 
the  workmen’s  compensation  law  as  proposed. 

Reports  of  Comtnittees 

Cancer  Committee 

Doctor  George  V.  Coleman,  Chairman  of  the 
Cancer  Committee,  gave  a brief  oral  report,  stating 
that  the  annual  cancer  conference  would  not  be 
held  in  1963  and  that  instead  an  evening  program 
of  the  Providence  Medical  Association  and  a pres- 
entation on  the  subj  ect  of  cancer  at  the  annual  meet- 
ing of  the  Society  would  be  substituted.  He  also 
reported  briefly  on  two  community  projects  the 
committee  plans  to  undertake. 

ACTION:  A motion  was  made,  seconded  and 
passed  that  the  report  of  the  Cancer  Committee 
be  approved. 

>:<  % 

Child-School  Health  Committee 

Doctor  Rudolph  Jaworski,  Chairman  of  the 
Child-School  Health  Committee,  noted  that  the 
report  of  his  committee  was  included  in  the  Dele- 
gates’ handbook.  He  supplemented  the  report  with 
a brief  oral  discussion  of  recent  developments  in 
the  End  Polio  Campaign. 

ACTION : A motion  was  made,  seconded  and 
passed  that  the  report  of  the  Child- School  Health 
Committee  be  approved. 

Disaster  Committee 

In  the  absence  of  the  chairman,  Doctor  Francis 
Hanley,  the  Secretary  read  the  report  of  the  Disas- 
ter Committee. 

ACTION : A motion  was  made,  seconded  and 
passed  that  the  report  of  the  Disaster  Committee 
be  approved  and  placed  on  file. 

Mediation  Committee 

Doctor  Francis  B.  Sargent,  Chairman  of  the 
Mediation  Committee,  reported  orally  that  the 
committee  had  held  eight  regular  and  four  special 
meetings  during  the  past  year.  Seven  cases  involv- 
ing possible  legal  action  were  reviewed,  and  37 
cases  of  grievance,  the  majority  of  which  were  of  a 
trivial  nature,  were  investigated.  He  reported  an 
insurance  loss  ratio  in  Rhode  Island  because  of 
absence  of  mal-practice  situations,  and  no  court 
case  has  been  successful  in  a period  of  nine  years. 


ACTION : The  Mediation  Committee  was  com- 
mended, and  a motion  made,  seconded  and 
passed  accepting  with  approval  the  report  of  the 
chairman. 

Mental  Health  Committee 

The  President  noted  that  the  agenda  called  for  a 
report  from  the  Mental  Health  Committee,  but  no 
report  had  been  submitted. 

Public  Information  Committee 

Doctor  William  A.  Reid,  Chairman  of  the  Public 
Information  Committee,  reported  orally  that  one 
meeting  had  been  held  recently  with  only  Provi- 
dence and  Newport  representatives  in  attendance. 
He  discussed  briefly  some  of  the  major  tasks  facing 
the  committee  in  the  coming  months. 

ACTION : A motion  was  made,  seconded  and 
passed  that  the  report  as  given  by  the  chairman 
of  the  Public  Information  Committee  be 
approved. 

Public  Laws  Committee 

Doctor  Samuel  Adelson,  Chairman  of  the  Com- 
mittee on  Public  Faws,  noted  that  a summary  of 
the  legislation  introduced  in  the  General  Assembly 
through  mid-January  was  included  in  the  Dele- 
gates’ handbook.  He  called  for  strong  support  from 
each  district  society  in  the  task  of  defeating  legisla- 
tion that  would  allow  the  invasion  of  Physicians 
Service  by  chiropractic  physicians,  and  that  would 
seek  to  take  control  of  the  program  from  doctors 
of  medicine. 

ACTION : A motion  was  made,  seconded  and 
passed  that  the  report  of  the  Committee  on  Public 
Faws  be  approved. 

Scientific  Work  Committee 

The  Executive  Secretary,  John  E.  Farrell,  sc.d.. 
reported  that  Doctor  Jesse  P.  Eddy,  Chairman  of 
the  Committee  on  Scientific  Work,  had  planned  to 
attend  the  meeting  but  could  not  be  present.  Mr. 
Farrell  reported  briefly  for  Doctor  Eddy  on  the 
plans  for  the  152nd  Annual  Assembly  to  be  held  at 
the  Brown  University  gymnasium  on  May  8-9, 
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Social  Welfare  Committee 

Doctor  Peter  L.  Mathieu,  Chairman  of  the  Social 
Welfare  Committee,  noted  that  the  committee  re- 
port was  included  in  the  Delegates’  handbook. 
ACTION : A motion  was  made,  seconded  and 
passed  that  the  report  of  the  social  welfare  com- 
mittee be  approved. 

;j; 

Miscellaneous  Business 

Doctor  Stanley  D.  Simon  recpiested  a report  on 
any  action  taken  by  the  Council  on  the  request  of 
the  House  made  at  its  September  meeting  that  an 
assistant  be  engaged  to  the  Executive  Secretary. 
The  President  reported  that  the  matter  had  not  been 
taken  up  by  the  Council  at  its  December  meeting, 
but  that  it  would  be  considered  at  the  next  meeting. 
ACTION : A motion  was  made,  seconded  and 
passed  that  the  Council  take  action  on  the  mat- 
ter of  securing  an  assistant  to  the  Executive 
Secretary. 

;jj  jjc 

Report  of  Legal  Counsel 

Charles  P.  Williamson,  Esq.,  of  Edwards  and 
Angell,  counsel  for  the  Rhode  Island  Medical 
Society,  summarized  the  legal  arguments  against 
the  bill  introduced  in  the  current  session  of  the 
General  Assembly  requiring  Physicians  Service  to 
pay  chiropractors  for  services  they  may  legally  per- 
form and  which  are  compensable  under  a Medical 
Service  plan.  Similar  legislation  was  passed  in  1961 
requiring  inclusion  of  chiropodists  and  podiatrists. 
Unless  the  Society,  either  through  their  delegates 
on  the  Physicians  Service  Board  or  acting  by  itself, 
defeated  bills  such  as  these,  Physicians  Service 
would  be  turned  into  an  insurance  company  cover- 
ing a broad  spectrum  of  medical  and  semi-medical 
service.  He  reminded  the  meeting  that  there  was  no 
assurance  that  the  bills  in  question  were  unconsti- 
tutional, but  he  recommended  that  a determination 
of  this  question  be  made  in  the  courts  as  the  Wis- 
consin Medical  Society  had  decided  to  do  under 
quite  similar  circumstances. 

jj;  ^ 

Following  a discussion,  on  motion  duly  made  and 
seconded,  it  was 

VOTED:  That  the  Society’s  representatives  on 
the  Board  of  Directors  of  Physicians  Service  be 
and  hereby  are  instructed  to  use  every  possible 
means,  including  resort  to  legal  proceedings  if 
necessary,  to  defeat  the  bill  introduced  in  the 
present  session  of  the  General  Assembly  which 
includes  chiropractors  in  medical  service  pay- 
ment plans,  as  well  as  to  engage  special  counsel, 
if  necessary,  to  test  the  constitutionality  of  the 
legislation  passed  by  the  General  Assembly  in 
1960  including  chiropodists  and  podiatrists  in 
such  plans. 
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Medical  Economics  Committee 

Doctor  Stanley  D.  Simon  noted  that  a report  of 
the  Committee  on  Medical  Economics  was  included 
in  the  Delegates’  handbook.  He  discussed  this 
report  and  reported  in  addition  that  the  Investment 
Program  with  the  local  banks  which  was  initiated 
in  1962  had  shown  an  80%  return  up  to  this  time 
which  is  considered  favorable  in  the  light  of  the 
stock  market  action  during  the  past  year.  He  re- 
ported the  program  was  a good  one  for  the  members 
to  support. 

He  read  a supplemental  report  on  the  operation 
of  the  committee  relative  to  the  development  of 
revisions  to  the  schedule  of  indemnities  for  the 
Physicians  Service  programs,  and  he  reviewed  the 
failure  of  Physicians  Service  to  adopt  the  recom- 
mendations of  the  committee  on  the  fees  that  were 
approved  by  the  House  of  Delegates  in  April  and 
again  in  September.  1962. 

Members  of  the  Board  of  Directors  of  Physicians 
Service  explained  their  individual  views  on  the 
subject  to  the  House. 

The  complete  supplemental  report  of  the  Chair- 
man of  the  committee  is  made  part  of  the  official 
minutes  of  the  meeting. 

At  the  conclusion  of  the  discussion  Doctor  Simon 
read  a motion  which  he  stated  he  would  introduce 
at  the  meeting  of  the  Corporation  of  Physicians 
Service  for  amendment  of  its  by-laws  to  establish  a 
committee  to  supervise  the  arrangements  with 
physicians  concerning  participation,  fees,  and  the 
rendering  of  services. 

ACTION : A motion  was  made,  seconded  and 

passed  that  the  report  in  the  handbook  and  the 

supplemental  report  of  the  Committee  on  Medi- 
cal Economics  be  approved  and  placed  on  file. 

Nominations  as  Directors  of 
Physicians  Service 

The  President  noted  that  the  term  of  four  physi- 
cian members  of  the  Board  of  Directors  of  Physi- 
cians Service  expire  this  date,  and  he  called  for 
nominations  to  be  submitted  to  the  Corporation  of 
Physicians  Service. 

The  following  were  nominated : Samuel  Adel- 
son,  m.d.,  Stanley  D.  Simon,  m.d.,  Wilfred  I. 
Carney,  m.d.,  Edmund  T.  Hackman,  m.d.,  Arnold 
Porter,  m.d.,  William  J.  H.  Fischer,  m.d.,  Earl  J. 
Mara,  m.d.,  and  John  F.  W.  Gilman,  m.d. 

A motion  to  close  the  nominations  was  seconded 
and  passed. 

The  President  appointed  Doctors  Charles  Dot- 
terer  and  Frank  C.  MacCardell  as  tellers  for  the 
written  vote  on  the  nominees. 

The  tellers  reported  that  the  four  nominees  hav- 
ing the  majority  of  votes  were  : 

Samuel  Adelson,  m.d. 
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Edmund  T.  Hackman,  m.d. 

Arnold  Porter,  m.d. 

Stanley  D.  Simon,  m.d. 

The  President  declared  these  four  nominees  to 
be  the  House’s  selections  to  be  named  to  the  Corpo- 
ration of  Physicians  Service  for  election  to  its  board 
of  directors. 


AS  CLEAN 
AS  MODERN 

DAIRY  SCIENCE 
CAN  MAKE  IT  . . . 


Additional  Non-Physicians  on  the 
Board  of  Directors 

The  proposed  amendment  to  the  Physicians 
Service  by-laws  to  add  three  additional  non- 
phvsician  members  to  the  Board  of  Directors  was 
discussed  by  members  of  the  House.  Xo  action  was 
taken  on  the  matter  by  the  House. 

Film  on  Kerr-Mills  Law 

A motion  picture  prepared  under  the  auspices  of 
the  American  Medical  Association  which  illustrated 
the  importance  of  implementation  of  the  Kerr-Mills 
law  by  the  States  was  shown  to  the  delegates. 

Adjournment 

The  meeting  of  the  House  was  adjourned  at 
6 :50  p.m. 

Respectfully  submitted, 

Michael  DiMaio,  m.d.,  Secretary 

Report  of  the  Secretary 

The  Council  has  held  two  regular  and  one  special 
meeting  since  the  September  session  of  the  House 
of  Delegates.  Actions  taken  at  these  meetings  in- 
cluded the  following : 

1 . The  Council  heard  a report  on  oral  polio  vac- 
cine by  public  health  officials,  and  agreed  that  work 
on  the  mass  immunization  program  as  recom- 
mended by  the  child-school  health  committee  and  as 
approved  by  the  House  of  Delegates  should  be 
continued. 

2.  Plans  for  reorganization  of  the  State  Health 
Department  and  some  of  the  problems  with  which 
the  Department  is  faced  in  the  development  and 
improvement  of  service  programs  such  as  sanita- 
tion, sewerage,  water  supplies,  etc.,  were  reviewed 
by  Doctor  Joseph  Cannon,  Director,  with  the 
Council.  The  strengthening  of  liaison  between  the 
Division  of  Professional  Regulation  and  the  state 
medical  society  was  also  discussed. 

3.  The  Council  heard  a report  from  the  chairman 
of  the  Mediation  Committee  on  the  work  of  that 
committee. 

4.  Doctor  Earl  F.  Kelly  was  named  as  official 
delegate  of  the  Society  to  the  annual  Congress  on 
Medical  Education  and  Medical  Licensure  to  be 
held  under  AMA  sponsorship  in  Chicago. 

5.  The  Council  approved  of  the  Society  as  a 
co-sponsor  of  a national  conference  on  the  Medical 

continued  on  next  page 
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Aspects  of  Sports  to  be  held  at  the  University  of 
Rhode  Island  in  August,  1963. 

6.  The  Council  voted  to  co-sponsor  a Symposium 
on  Home  Care  Programs  with  the  R.  I.  Council  of 
Community  Services  to  be  held  January  17,  1963, 
and  it  voted  to  donate  $100  towards  the  expenses 
in  connection  with  the  symposium. 

7.  The  President  was  authorized  to  appoint  a 
committee  to  implement  the  AMP  AC  organization 
in  Rhode  Island. 

8.  The  request  of  the  chairman  of  the  Mental 
Health  Committee  that  he  he  permitted  to  utilize  a 
community  auxiliary  committee  to  work  with  the 
mental  health  committee  was  approved. 

9.  The  Council  heard  a report  from  the  chairman 
of  the  Committee  on  Public  Laws  relative  to  a 
meeting  with  the  Rhode  Island  Congressional 
delegation. 

10.  The  highlights  of  the  December  meeting  of 
the  House  of  Delegates  of  the  American  Medical 
Association  were  reported  by  Doctor  Charles  J. 
Ashworth,  delegate. 

11.  The  appointment  of  Doctor  John  C.  Ham  by 
the  R.  I.  Tuberculosis  and  Health  Association  as 
chairman  of  a committee  to  study  respiratory  dis- 
ease problems  was  approved  as  it  was  the  sense  of 
the  Council  that  it  endorse  in  principle  such  a study 
and  that  it  be  informed  periodically  of  any  findings. 

12.  A report  by  legal  counsel  of  preliminary  legal 
research  in  the  question  of  the  inclusion  of  other 
than  doctors  of  medicine  in  the  Physicians  Service 
program  was  heard  by  the  Council  which  requested 
that  counsel  report  at  the  next  meeting  of  the  House 
of  Delegates  on  the  matter. 

13.  The  Council  nominated  as  the  Society’s  rep- 
resentatives on  the  Board  of  Directors  of  Blue  Cross 
the  following : Doctors  Arnold  Porter  and  William 
A.  Reid. 

14.  The  Council  named  Doctor  Reuben  C.  Bates 
as  its  official  representative  on  the  Board  of  Direc- 
tors of  the  R.  I.  Quality  Milk  Association. 

15.  The  Chairman  of  the  Committee  on  Mental 
Health  was  named  as  the  Society’s  official  delegate 
to  the  9th  Annual  Conference  on  Mental  Health  to 
be  held  in  Chicago,  March  1-2,  1963. 

16.  The  award  of  six  prizes,  three  to  senior  high 
and  three  to  junior  high  students,  for  the  best  medi- 
cal and/or  health  displays  at  the  R.  I.  Secondary 
Schools’  Science  Fair  in  1963  was  approved. 

17.  Doctor  Alfred  L.  Potter  was  nominated  to 
fill  the  unexpired  term  until  1965,  of  Doctor  Henry 
J.  Hanley  on  the  Board  of  Trustees  of  the  Benevo- 
lence Fund. 

18.  The  annual  financial  statement  for  1962  as 
submitted  and  reviewed  with  the  Council  by  the 
Treasurer  was  approved. 

19.  The  Board  of  Trustees  were  authorized  to 
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proceed  with  improvements  to  the  medical  library, 
as  previously  reported  to  the  Council  and  House, 
and  to  award  the  construction  work  to  the  low 
bidder. 

Respectfully  submitted, 

Michael  DiMaio,  m.d.,  Secretary 

Annual  Report  of  the  Treasurer 

A complete  financial  statement  of  the  Society’s 
financial  status  is  appended  to  this  brief  summary 
report. 

Due  to  the  fact  that  the  Rhode  Island  Medical 
Journal  does  not  close  its  books  until  the  end  of 
the  month,  the  report  of  that  account  is  incomplete. 
It  does,  however,  indicate  a sizable  loss  due  to  the 
curtailment  of  national  advertising  from  pharma- 
ceutical and  allied  industries. 

The  General,  or  operating  account,  started  the 
year  with  a cash  balance  of  $26,751.02  which  in- 
cluded $11,933.22  accruing  from  the  Sesquicenten- 
nial  Year  assessment  on  the  membership.  Income 
for  the  year  was  $83,142.82,  which  included 
$8,642.78  from  Sesquicentennial  assessments  and 
from  Health  Fair  sponsors.  Expenses  for  the  year 
totalled  $96,270.31  of  which  $22,471.54  was  cred- 
ited to  the  Exposition  of  Health  Progress  as  the 
main  sesquicentennial  event. 

The  Exposition  of  Health  Progress  was  operated 
on  an  expense  of  $1,895.54  over  the  income  realized 
from  the  special  assessment  and  from  sponsors.  As 
a result  the  deficit  of  $1,895.54  was  met  out  of  the 
operating  fund  reserves. 

Continuing  inflation  has  affected  our  operations 
just  as  it  has  all  business  enterprises.  Increased 
committee  activity,  increased  communications  with 
the  membership,  and  rising  costs  in  general  are 
reflected  in  our  various  items  of  expense  for  the 
year.  Every  effort  is  made  to  continue  our  opera- 
tions within  the  budget  adopted  at  the  September 
meeting  of  the  House  of  Delegates. 

In  spite  of  the  downward  trend  of  the  stock 
market  during  the  year  our  investments  in  securi- 
ties of  high  quality  enabled  us  to  have  an  overall 
return  of  3.8%.  Our  investment  advisors  do  not 
believe  that  any  changes  are  necessary  in  our  port- 
folio of  stocks  and  bonds  at  this  time. 

Respectfully  submitted, 

J.  Murray  Beardsley,  m.d.,  Treasurer 
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Financial  Report , 1962  * 

SUMMARY 
Cash  Balance,  General  Account, 

Industrial  Nat’l  Bank,  Jan,  1,  1962 $ 26,751.02 

General  Funds : $14,817.80 
Sesquicentennial  Fund : $1 1,933.22 
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Receipts,  1962  


83,142.82 
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T otal $ 1 09,893 .84 

;j;  ^ 

Expenses,  1962  $ 96,270.31 

•if.  if. 

Cash  Balance.  Industrial  Nat'l  Bank, 

Jan.  1,1963 $ 13,623.53 

Investments  (Market  Values) 89,337.00 


Total  Cash  and  Invested  Assets $102,960.53 


J.  Murray  Beardsley,  m.d.,  Treasurer 

^Exclusive  of  R.  I.  Medical  Journal  account  which  closes 
January  31,  1963.  (Detailed  report  submitted  to  and 
approved  by  the  Council  and  the  House  of  Delegates.) 

Board  of  Trustees  of  the  Medical  Library 

With  the  approval  of  the  Council  and  the  House 
of  Delegates  the  Board  of  Trustees  of  the  Medical 
Library  have  proceeded  with  the  proposed  improve- 
ment to  the  reading  room. 

New  standing  shelves  have  been  purchased  and 
placed  in  the  center  of  the  room  to  allow  for  easy 
access  and  reference  to  the  newest  and  most  used 
texts  and  periodicals.  Storage  shelves  have  been 
erected  in  two  corner  recesses  for  housing  reprints, 
special  publications  and  reference  data. 

Mr.  Donald  Prout,  architect,  has  submitted  a 
draft  of  a proposed  enclosure  of  the  librarian’s 
working  area,  and  for  a combination  door  and 
window  frame  for  the  entrance  to  the  reading  room 
from  the  hall.  This  improvement  will  make  for  a 
quieter  reading  room  for  members  and  vistors,  and 
it  will  also  provide  the  library  staff  with  the  neces- 
sary privacy  for  the  more  efficient  handling  of  their 
assignments.  Bids  have  been  secured,  and  the  work 
will  be  given  to  the  lowest  bidder  approved  by  the 
trustees. 

Water  leakage  into  the  roof  cornice  on  the 
Francis  Street  side  which  caused  damage  to  the 
plaster  in  one  corner  of  the  auditorium  has  neces- 
sitated a careful  check  of  the  roof.  A sizable  expan- 
sion crack  in  the  tar  and  gravel  roof  on  the  main 
building  called  for  immediate  repair.  Later  in  the 
year  further  work  will  be  necessary  to  repair  pos- 
sible openings  in  the  lead  flashing,  and  pointing  of 
brick  to  eliminate  water  seeping  into  the  building. 

Necessary  minor  improvements  are  made  from 
time  to  time  in  the  building,  such  as  the  recent  addi- 
tion of  safety  treads  at  the  top  step  leading  to  the 
coat  room  hall,  and  to  the  basemen  level. 

In  the  Spring  the  exterior  walls  will  again  be 
inspected,  and  the  trustees  will  report  to  the 
Council  on  any  necessary  repairs.  In  addition,  the 
interior  of  the  auditorium  will  be  repaired  where 
damage  now  exists,  and  necessary  painting  of  win- 
dows, and  probably  the  exterior  window  frames 
also,  will  be  undertaken. 


Oflem&Mi  Sanik/iium 

Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conven- 
iently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

W.  H.  Lesovsky,  M.D.,  Ph.D. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 
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The  membership  should  realize  that  they  are 
fortunate  to  possess  a debt-free  building  in  as  excel- 
lent condition  as  is  the  Medical  Library  after  fifty 
years  of  usage.  When  we  note  the  assessments  on 
physicians  in  other  states  for  the  cost  of  erecting 
headquarter  buildings  alone  for  their  medical  soci- 
eties, we  should  realize  more  fully  our  indebtedness 
to  the  Society  members  who  secured  the  site  on 
Francis  Street  and  erected  our  building  in  1912  by 
their  personal  generosity. 

Respectfully  submitted. 

Robert  R.  Baldridge,  m.d.,  Chairman 

Child-School  Health  Committee 
End  Polio  Campaign 

With  the  approval  of  the  Council  of  the  Society, 
and  the  House  of  Delegates,  the  Child- School 
Health  Committee  has  proceeded  with  the  plans  for 
the  End  Polio  Campaign.  Weekly  meetings  have 
been  held  by  the  committee  at  the  Medical  Library 
since  early  December,  and  with  the  aid  of  Doctor 
James  E.  Bowes  of  the  State  Health  Department, 
as  full  time  co-ordinator,  and  with  the  engagement 
of  the  Bo  Bernstein  Agency  as  public  relations 
counsel,  the  program  is  rapidly  taking  shape  as  one 
of  the  greatest  public  health  campaigns  ever  staged 
in  Rhode  Island. 

All  publicity  has  been  directed  towards  the  fact 
that  the  campaign  is  sponsored  by  the  Rhode  Island 
Medical  Society,  and  undoubtedly  the  medical  pro- 
fession will  gain  much  in  public  esteem  as  the  result 
of  its  leadership  in  this  program. 

Here  are  some  of  the  recent  developments  and 
highlights  of  the  committee’s  work,  and  the  cam- 
paign’s progress : 

To  serve  as  the  administrative  financial  agency 
for  the  campaign  there  has  been  formed  a non-profit 
foundation  known  as  the  Rhode  Island  Oral  Polio 
Foundation.  This  Foundation  will  assume  the  finan- 
cial liability,  and  it  will  anticipate  sufficient  returns 
from  the  donations  to  be  asked  at  the  clinics  on  the 
two  Sundays  when  the  vaccine  will  be  given  to 
assure  the  financial  cost.  Experience  in  other  areas 
where  similar  programs  have  been  conducted  have 
indicated  an  80%  public  contribution — that  is, 
approximately  80%  of  the  persons  receiving  the 
vaccine  have  voluntarily  given  a minimum  donation 
of  25^  before  leaving  the  clinic  site.  If  the  same 
percentage  prevails  in  Rhode  Island,  and  we  have 
every  reason  to  expect  that  it  will,  a surplus  may 
result.  The  new  Foundation  will  be  the  authority  to 
distribute  any  surplus  to  the  Rhode  Island  Chapter 
of  the  National  Foundation  for  the  lifelong  medical 
treatment  and  care  of  disabled  paralytic  patients  in 
this  State. 

Doctor  Bowes  has  provided  estimates  on  the  pro- 
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jected  costs  of  the  campaign  and  his  projection 
indicates  that  if  better  than  1,400,000  persons  are 
vaccinated  as  a total  for  the  two  clinics,  and  50% 
contribute,  the  campaign  would  break  even  on  its 
costs,  but  if  75%  contribute  we  would  break  even 
after  a registration  of  500,000.  These  are  merely 
estimates,  taking  into  consideration  the  cost  of  the 
vaccine,  promotion  and  publicity,  and  miscellaneous 
expenses. 

The  Chairman  of  the  Child-School  Health  Com- 
mittee was  named  President  of  the  Foundation, 
Doctor  John  T.  Barrett,  Vice  President,  Mr.  George 
W.  Chaplin,  a vice  president  of  the  Industrial 
National  Bank,  Treasurer,  and  Mr.  Ernest  N. 
Agresti,  of  the  law  firm  of  Edwards  & Angell, 
Secretary,  and  Doctor  Bowes,  Assistant  Secretary- 
Treasurer. 

As  regards  the  campaign  activities,  we  cite  the 
following : 

1.  Approximately  70  clinic  sites  have  been  set  up 
throughout  the  state,  mainly  in  senior  and  junior 
high  schools. 

2.  A mailing  has  been  made  to  the  membership 
of  the  Rhode  Island  Medical  Society  to  inform  them 
of  the  campaign,  and  to  solicit  their  complete  sup- 
port. To  date  approximately  150  members  have 
volunteered  to  serve  as  medical  supervisors  at  the 
clinics  on  the  two  Sundays — March  3rd  and 
April  21st. 

3.  Medical  area  chairmen  have  been  named  by 
the  various  county  and  district  medical  societies, 
and  they  in  turn  are  to  organize  the  clinic  personnel 
in  their  areas.  Auxiliary  personnel  to  staff  the 
clinics  will  be  mobilized  from  the  various  commu- 
nities, with  special  appeals  being  made  to  nurses, 
professional  and  business  leaders,  organizations 
such  as  the  Parent-Teachers,  etc. 

4.  The  Bernstein  Agency  will  supervise  a state- 
wide promotional  program  which  will  include  bill- 
board advertising,  bus  signs,  posters  in  the  offices 
of  physicians,  dentists,  streamers  for  the  windows 
of  pharmacies,  super  markets,  etc. 

5.  Full  cooperation  is  assured  from  all  the  com- 
munications media,  and  a luncheon  was  held  last 
week  at  which  more  than  40  were  present  from 
newspapers,  television  and  radio  organizations  to 
be  briefed  on  the  campaign. 

6.  Governor  Chafee  will  serve  as  Honorary 
Chairman,  and  a proclamation  will  be  issued  by 
him  later  proclaiming  the  END  POLIO  CAM- 
PAIGN Sundays,  and  urging  full  public  support. 

7.  Types  I and  II  vaccine  will  be  distributed  on 
the  two  Sunday  dates,  and  next  Fall  it  is  expected 
that  Type  III  may  be  given.  After  the  March  3rd 
date  a check  will  be  made  immediately  of  any  area 
in  which  there  was  a poor  response,  and  on  the 
following  Sunday — March  10th — at  special  one  or 
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WHAT  IS  SO  IMPORTANT  ABOUT  THE  MOOD- 
ELEVATING  EFFECT  OF  DEXAMYL®  IN  OVERWEIGHT? 


It  is  not  unusuaL  i for  patients  on  a low-calorie  diet  to  feel 


low,  irritable, 

■* 

three  weeks." 
'Dexamyl' 
a feeling 


and  tired  during  the  first  two  or 
In  contrast,  the  dieting  patient  on 
usually  gains  a brighter  outlook, 
of  energy  and  general  well- 


being, and,  most  important,  confidence 


can  lose  weight  after  all!  In  addition 
effect,  one  'Dexamyl'  Spansule® 
lease  capsule  taken  in  the  morning 
curbs  appetite  all  day-both  at  and 


that  she  really 
to  its  mood 
sustained  re- 
ef fectively 
between  meals. 


*Matlin,  E.:  The  Obvious  in  Obesity,  Clin.  Med.  8:1071  (June)  1961. 


FORMULA:  Each  'Dexamyl'  Spansule  capsule  No.  2 
contains  15  mg.  of  Dexedrine®  (brand  of  dextro 
amphetamine  sulfate)  and  IJ2  gr.  of  amobarbital,  de- 
rivative of  barbituric  acid  [Warning,  may  be  habit 
forming].  Each  'Dexamyl'  Spansule  capsule  No.  1 con- 
tains 10  mg.  of  'Dexedrine'  (brand  of  dextro  ampheta- 
mine sulfate)  and  1 gr.  of  amobarbital  [Warning,  may 
be  habit  forming].  The  active  ingredients  of  the 
'Spansule'  capsule  are  so  prepared  that  a therapeutic 
dose  is  released  promptly  and  the  remaining  medi- 
cation, released  gradually  and  without  interruption, 
sustains  the  effect  for  10  to  12  hours. 

INDICATIONS:  (1)  For  control  of  appetite  in  over- 

Smith  Kline  & French  Laboratories 


weight;  (2)  for  mood  elevation  in  depressive  states. 

USUAL  DOSAGE:  One  'Dexamyl'  Spansule  capsule 
taken  in  the  morning  for  10-  to  12-hour  therapeutic 
effect. 

SIDE  EFFECTS:  Insomnia,  excitability  and  increased 
motor  activity  are  infrequent  and  ordinarily  mild. 

CAUTIONS:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds  or  barbiturates 
and  in  coronary  or  cardiovascular  disease  or  severe 
hypertension. 

SUPPLIED:  Bottles  of  50  capsules. 

Prescribing  information  October  i96Z 
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two  spots,  or  more,  clinics  will  be  held.  In  the  event 
of  severe  inclement  weather  on  March  3rd  the  vac- 
cinations will  be  given  on  March  10th  for  Type  I. 

8.  More  than  a million  pre-registration  forms 
will  he  printed  and  widely  distributed  in  order  to 
facilitate  the  activity  on  the  Sundays  at  the  clinics. 
The  major  utility  companies — telephone,  gas  and 
electric,  will  enclose  the  pre-registration  forms  in 
their  hill  mailings  in  February,  and  other  agencies, 
such  as  Blue  Cross,  will  also  distribute  the  forms. 

9.  In  anticipation  of  many  inquiries  from  the 
public,  a special  telephone  number  has  been  issued, 
and  initial  calls  will  he  handled  at  the  State  Health 
Department.  Then,  two  weeks  prior  to  the  cam- 
paign date,  volunteers,  probably  from  the  Woman’s 
Auxiliary,  will  he  asked  to  staff  8 or  10  telephones 
to  he  installed  on  a temporary  basis  in  the  Medical 
Library  basement.  The  personnel  staffing  these 
telephones  will  he  provided  with  answers  to  basic 
questions  that  may  he  posed — i.e.,  why  the  Sabin 
vaccination  when  we  have  already  had  Salk,  etc. 

Every  effort  will  he  made  to  keep  the  member- 
ship informed  of  developments  in  the  program,  and 
your  committee  sincerely  hopes  that  the  End  Polio 
Campaign  will  have  the  enthusiastic  and  complete 
support  of  every  physician. 

Immunity  Against  Small-Pox 

Each  state  medical  society  has  been  urged  by  the 
American  Medical  Association  to  join  in  a long 
range  program  designed  to  boost  the  national  level 
of  immunity  against  smallpox.  Xo  emergency  exists 
and  no  mass  program  is  necessary,  hut  there  is  evi- 
dence that  the  immunization  level  is  declining  and 
may  have  reached  a dangerous  low. 

In  its  campaign  the  medical  profession  will  seek 
help  from  public  and  private  health  agencies, 
parent-teacher  groups,  service  clubs,  and  education 
agencies,  hut  the  individual  physician  is  the  one  who 
will  determine  the  effectiveness  of  the  campaign  by 
his  support  of  the  campaign  in  his  private  office. 

As  the  statement  adopted  by  the  AMA  House  of 
Delegates  in  Los  Angeles  last  December  stated,  “a 
growing  amount  of  international  travel,  at  increas- 
ing speeds,  to  and  from  areas  of  the  world  in  which 
smallpox  is  prevalent,  persistently  threatens  to 
introduce  the  disease  into  the  United  States.  Recent 
outbreaks  in  other  Western  nations  emphasize  the 
need  for  attention  to  this  problem.” 

Therefore,  the  Committee  on  Child-School  Health 
urges  that  each  member  of  the  Society  effectively 
augment  a program  of  smallpox  immunization  with 
all  his  patients,  and  their  families,  and  that  the 
Society  bring  the  matter  to  the  attention  of  the 
general  public. 

Respectfully  submitted, 

Rudolph  A.  Jaworski,  m.d.,  Chairman 
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Committee  on  Medical  Aspects  of  Sports 

The  Committee  on  the  Medical  Aspects  of  Sports 
of  the  Rhode  Island  Medical  Society  and  the  Uni- 
versity of  Rhode  Island  will  co-sponsor  a National 
meeting  on  the  Medical  Aspects  of  Sports  which 
will  be  held  at  the  University  of  Rhode  Island  on 
August  22  and  23,  1963.  Invitations  have  already 
been  sent  to  nationally  prominent  leaders  in  the 
field  of  sports  medicine.  The  faculty  of  the  meeting 
will  also  include  a large  number  of  the  members  of 
the  Rhode  Island  Medical  Society. 

A.  A.  Savastano,  m.d.,  Chairman 

REPORT  of  LEGAL  COUNSEL 

ARGUMENTS  IN  SUPPORT  OF  UNCONSTITUTION- 
ALITY OF  AMENDMENT  TO  MEDICAL  SERVICE 
CORPORATION  STATUTE  (PHYSICIANS  SERVICE 
ENABLING  ACT) 

ENABLING  ACT) 

Facts 

A bill  has  been  introduced  into  the  General 
Assembly  which  would  require  Physicians  Service 
to  pay  chiropractors  for  services  which  they  may 
legally  perform  and  which  are  compensable  under  a 
medical  service  payment  plan.  Similar  legislation 
was  passed  in  1961  requiring  inclusion  of  chiropo- 
dists and  podiatrists. 

Summary  of  the  Bill 

Like  the  1961  amendment  covering  podiatrists 
and  chiropodists,  the  bill  does  not  require  inclusion 
of  chiropractors  in  Physicians  Service  plans  per  se. 
Physicians  Service  may  adopt  any  plan  it  desires. 
But  if  the  plan  provides  for  payment  to  subscribers 
for  services  of  the  type  which  may  legally  be  per- 
formed by  a chiropractor,  then  the  contracts  with 
subscribers  must  provide  for  payment  for  the  serv- 
ices, whether  such  services  are  performed  by  a 
doctor  of  medicine  or  a chiropractor. 

Question 

What  constitutional  arguments  may  be  made 
against  the  bill  ? 

Conclusion 

Further  research  will  be  required  since  no  case 
has  been  found  passing  upon  the  validity  of  legis- 
lation of  the  particular  type  presented.  We  are  in  a 
doubtful  area.  However,  our  immediate  problem  is 
to  defeat  the  bill  and  the  following  arguments  may 
be  used  at  a legislative  hearing  to  buttress  the  policy 
arguments  against  the  bill. 

1.  The  bill  constitutes  a taking  of  private  prop- 

erty without  due  process. 

2.  The  bill  will  result  in  the  impairment  of  exist- 

ing contracts. 

3.  The  bill  would  effect  a basic  change  of  corpo- 

rate purpose  beyond  the  reserved  power  of 

the  state. 
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Discussion 

1.  The  Bill  Constitutes  a Taking  of  Private 
Property  Without  Due  Process 
A wrong  to  the  corporation  and  to  its  members  is 
caused  by  the  taking  of  the  property  of  a corporation 
without  just  compensation  and  without  an  over- 
riding public  purpose.  Here  the  facilities,  funds  and 
know-how  of  a private  corporation  would  be  appro- 
priated for  the  use  of  an  outside  group.  There  is  a 
diminution  in  value  of  the  corporate  worth  as  to  its 
present  members  when  the  corporate  whole  is  per- 
mitted to  be  shared  by  others.  Such  a legislative  fiat 
constitutes  a taking  from  a corporation  and,  in  order 
to  be  constitutional,  must  be  in  the  furtherance  of 
the  overriding  public  welfare.  In  addition,  if  the 
taking  is  any  substance,  compensation  must  be  paid. 

In  the  instant  case,  the  taking  would  appear  to  be 
substantial,  and,  of  course,  no  compensation  is  being 
paid.  However,  even  if  it  is  assumed  to  be  minor, 
the  legislation  serves  no  proper  purpose  under  the 
police  power,  which  requires  that  legislation  benefit 
the  public  health,  welfare  or  morals  or  must  be  for 
furtherance  of  the  economic  good  of  the  public.  The 
principle  is  well  stated  by  Mr.  Justice  Frankfurter 
in  a dissent  in 

International  Harvester  Corp.  v.  Goodrich, 

350  U.S.  537  (1956),  p.  549: 

“Property  is  included  within  the  triad  of  in- 
terests protested  by  the  Due  Process  Clause  of 
the  Fourteenth  Amendment.  . . .When  one  man’s 
property  is  taken  and  given  to  another  or,  as  in 
this  case,  is  taken  to  satisfy  the  debts  of  another, 
a justifying  public  purpose  must  meet  the  re- 
quirements of  the  Due  Process  Clause.” 
and  by  Mr.  Justice  Brandeis  in 

Thompson  y . Consolidated  Gas  Util.  Corp., 

300  U.S.  55  (1937), 

”...  this  Court  has  many  times  warned  that  one 
person’s  property  may  not  be  taken  for  the  benefit 
of  another  private  person  without  a justifying 
public  purpose,  even  though  compensation  be 
paid.” 

The  Medical  Society  and  the  doctors  of  medicine 
have  expended  great  time,  energy  and  sums  of 
money  to  build  up  Physicians  Service  to  its  present 
status.  There  is  in  a real  sense  a proprietary  interest 
in  the  medical  service  corporation  possessed  by  the 
participating  doctors  of  medicine.  By  passage  of  the 
proposed  legislation  the  legislature  would  take  a 
portion  of  this  property  away  and  hand  it  to  out- 
siders and  permit  these  outsiders  use  of  facilities 
they  did  not  in  any  way  develop.  The  public  pur- 
pose claimed  for  the  bill  would  be  the  availability  of 
chiropractic  services  to  subscribers.  However,  these 
services  are  available  outside  of  the  Plan  at  present 
and  the  chiropractors  are  free  at  any  time  to  estab- 
lish their  own  plan,  as  the  dentists  have  done. 


2.  The  Bill  Will  Result  in  an  Impairment 

of  Existing  Contracts 

The  proposed  legislation  would,  if  passed,  impair 
existing  contracts  between  subscribers  and  Physi- 
cians Service  in  violation  of  Article  1,  section  8 of 
the  United  States  Constitution.  Existing  contracts 
do  not  provide  for  payment  of  chiropractor’s  serv- 
ices ; the  proposed  legislation  would  require  it. 
Physicians  Service  contracts  are  in  essence  insur- 
ance contracts,  and  in  several  instances  regulatory 
legislation  which  has  had  the  effect  of  altering 
insurance  contracts  has  been  struck  down  as  invalid. 

Although,  under  certain  circumstances,  a proper 
exercise  of  the  police  power  through  legislation  can 
overcome  the  prohibition  against  impairment  of 
contract,  it  would  seem  that  an  even  more  compel- 
ling public  purpose  would  have  to  be  shown  here 
than  in  the  case  of  a taking,  as  above,  to  justify 
overcoming  the  sanctity  of  contract. 

3.  The  Bill  Would  Effect  a Basic  Change  of 

Corporate  Purpose  Beyond  the  Reserved 

Power  of  the  State 

There  is  some  doubt  whether  or  not  the  proposed 
legislation  constitutes  an  amendment  of  the  charter 
of  Physicians  Service.  It  is  arguable  that  it  is  not  an 
amendment  to  the  charter  because  the  statute  itself 
is  not  the  charter  and  only  permits  organization  of 
corporations  under  its  provisions.  On  the  other 
hand,  the  argument  may  be  made  that  this  consti- 
tutes an  amendment  to  the  charter  because  any 
medical  service  corporation  formed  under  the 
enabling  act  adopts  the  provisions  of  the  statute. 

Whether  or  not  this  constitutes  an  amendment  to 
the  charter  in  the  technical  sense,  it  may  serve  the 
same  purpose  as  an  amendment  where  it  changes 
the  purpose  of  the  corporation.  It  is  a well-estab- 
lished principle  of  law  that  even  under  the  reserved 
power  of  a state  to  amend  corporate  charters,  the 
legislature  may  not  change  or  authorize  a change  in 
a corporate  charter  which  alters  the  nature  of  the 
corporation  in  any  fundamental  way  or  changes  its 
purpose. 

continued  on  next  page 
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If  the  proposed  legislation  is  enacted,  the  basic 
purpose  of  Physicians  Service  will  be  changed.  The 
enabling  act  as  originally  passed  contemplated  medi- 
cal insurance  for  services  performed  only  by  doctors 
of  medicine.  The  proposed  amendment,  like  the 
prior  legislation  bringing  podiatrists  and  chiropo- 
dists under  Physicians  Service,  turns  the  corpora- 
tion into  an  insurance  company  covering  a broad 
spectrum  of  medical  and  semi-medical  services.  The 
legislature  is  attempting  to  turn  Physicians  Service 
into  a general  health  insurance  company  rather  than 
an  organization  designed  for  the  protection  of  doc- 
tors of  medicine  and  persons  attended  by  doctors  of 
medicine. 

The  proposed  legislation,  to  the  extent  that  it 
constitutes  a charter  amendment,  must  also  qualify 
as  a proper  exercise  of  the  police  power  despite  the 
existence  of  the  reserved  power.  If  appropriation  to 
the  public  use  would  be  barred,  certainly  appropria- 
tion to  another  private  use  would  be  barred.  In 
short,  a change  in  the  charter  of  a corporation  must, 
like  any  regulatory  legislation,  be  consonant  with 
due  process  of  law. 

Edwards  & Angell 

COMMITTEE  on  MEDICAL  ECONOMICS 

The  Committee  on  Medical  Economics  has  held 
several  meetings  since  the  last  session  of  the  Efouse 
of  Delegates.  It  reports  at  this  time  on  two  major 
items. 

CATASTROPHIC-HOSPITAL- NURSE 
EXPENSE  PLAN 

In  December  members  of  the  Society  insured 
under  the  Continental  Casualty  Company’s  pro- 
gram, handled  for  us  by  the  R.  A.  Derosier  Agency 
in  Providence,  received  notice  of  a change  in  policy 
effective  with  renewal  in  February.  The  Committee 
immediately  initiated  a review  of  the  problem,  and 
it  was  advised  that  under  the  present  plan  of  100% 
reimbursement  the  outlay  by  the  company  for  the 
year  promises  to  exceed  income  by  an  estimated 
$11,000.  Total  claims  to  date  have  been  48,  of 
which  one  was  for  the  maximum  of  $10,000  and 
three  others  were  over  $2,000. 

Practically  all  insurance  companies,  and  Blue 
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Shield  Plans  offering  this  catastrophic  coverage, 
limit  their  liability  to  80%  reimbursement,  and 
Continental  is  now  adopting  that  figure  for  its 
program.  Members  subscribing  to  the  program  have 
already  received  a second  notice  from  the  company 
of  the  new  coverage,  which  is  summarized  as 
follows : 

Summary  of  New  Coverage 

1.  80%  of  AV-Hospital  expense,  rather  than  the 
present  100% 

2.  80%  of  NURSE  expense,  IN-Hospital, 
rather  than  75% 

3.  $30  per  day  limit  of  ROOM  and  BOARD 
allowance,  rather  than  the  present  unlimited 

4.  IN  or  OUTside  Hospital: 

a.  Physiotherapist  treatment 

b.  Dental  treatment  for  fractured  jaw,  or 
injury  to  natural  teeth 

Improvements 
ADDED  COVERAGE 
(not  in  OLD  policy) 

c.  Professional  ambulance  service 

d.  Drugs  and  medicines  dispensed  by  a li- 
censed pharmacist,  blood,  blood  plasma, 
artificial  eyes  and  limbs,  anaesthetic,  surgi- 
cal dressings,  casts,  splints,  trusses,  braces, 
crutches,  rental  of  wheelchairs,  hospital 
beds,  iron  lung,  oxygen  and  rental  of  auxil- 
iary equipment 

5.  Coverage  may  be  continued  for  Insured  De- 
pendents of  Members  who  die 

6.  Provision  for  Plan  to  be  renewable  for  LIFE, 
rather  than  expiring  at  age  70 

7.  Insurance  may  be  continued  for  Dependent 
Children  to  age  25,  if  a full-time  college 
student 

8.  All  Currently  Insured  Members  and  their 
Dependents  may  be  Continuously  Covered, 
with  no  break  in  coverage,  provided  they  send 
in  their  application  for  continuance  and  pre- 
mium payment  within  the  allotted  time. 

P.  S.  Please  note  rate  comparison  appears  quite 
reasonable  in  view  of  previous  experience  and 
added  benefits. 


ANNUAL  PREMIUMS  FOR  THE  $500  DEDUCTIBLE  AMOUNT 


One  or  More 

Attained  Age  of  Male  Female  Children 

Insured  Member  (new)  Previous  (new)  Previous  (new)  Previous 

Under  age  40 $13.50  $9.00  $18.50  $14.00  $11.50  $9.00 

Age  40-49  25.50  16.00  30.50  21.00  11.50  9.00 

Age  50-59  42.50  25.00  47.50  31.00  11.50  9.00 

Over  age  60  72.00  47.00  75.00  53.00  11.50  9.00 
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EXPERIENCE  TO  DATE 


Premiums 

Claims 

Year 

Received 

Paid 

1959  

$ 8,067.05 

$ 3,866.00 

1960  

9,749.00 

12,544.22 

1961  

10,056.00 

19,217.61 

1962  (to  Oct.  31) 

10,409.50 

7,648.60 

$38,281.55  $43,275.43 


^ ^ 

PHYSICIANS  SERVICE 
SCHEDULE  OF  INDEMNITIES 

The  Committee  has  been  concerned  that  the 
schedule  of  indemnity  revisions  adopted  by  the 
House  last  April  has  not  been  adopted,  and  it  has 
met  with  members  of  the  board  of  directors  on  the 
matter. 

An  oral  report  of  the  Committee’s  views  on  this 
important  issue  will  be  made  to  the  House  of  Dele- 
gates. However,  included  as  part  of  this  report  is  a 
confidential  comparison  of  claim  payments  by  spe- 
cialties for  the  year  1961  with  estimated  claim 
payments  based  on  the  proposed  revisions  in  Plans 
“A”  and  “B”.  Please  read  this  comparison  carefully. 

Stanley  D.  Simon,  m.d.,  Chairman 


NEW  GENERALIZATIONS  IN 
RESPECT  TO  HOMEOSTASIS 

concluded  from  page  152 

34Cope,  O.,  and  Litwin,  S.  B.:  Contribution  of  the  Lym- 
phatic System  to  the  Replenishment  of  the  Plasma  Vol- 
ume Following  a Hemorrhage.  Ann.  Surg.  156  :655,  1962 
35Moore,  F.  D.:  Volume  and  Tonicity  in  Body  Water. 

Surg.  Gynec.  Obstet.  114:276,  1962 
36Moore,  F.  D. : Regulation  of  the  Serum  Sodium  Concen- 
tration. Am.  J.  Surg.  103  :302,  1962 
37Edelman,  I.  S. ; Leibman,  J. ; O’Meara,  J.  P.,  and  Birken- 
feld,  L.  W. : Interrelation  Between  Serum  Sodium  Con- 
centration, Serum  Osmolarity,  Total  Exchangeable 
Potassium  and  Total  Body  Water.  J.  Clin.  Invest.  37 : 
1236,  1958 


J.  E.  BRENNAN  & COMPANY 

Leo  C.  Clark,  Jr.,  B.S.,  Reg.  Pharm. 


Two  Convenient  Locations 
5 North  Union  Street  Pawtucket,  R.  I. 

140  Central  Avenue  Seekonk,  Mass. 

7 Registered  Pharmacists 

Pharmacy  License  #226 


Wherever  you  go 
forget  your  telephone 
calls.  We'll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 
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DISASTER  CARE  IN  RHODE  ISLAND 

concluded,  from  page  154 

The  state  committee  should  similarly  urge  Civil 
Defense  and  Public  Health  authorities  to  activate 
mass  immunization  programs  against  tetanus  and 
other  controllable  communicable  diseases  to  pre- 
vent the  outbreak  of  epidemics  in  the  wake  of  com- 
munity disasters.  It  should  request  the  State  to 
make  a study  of  areas  of  unusually  high  disaster 
hazard  with  a view  to  understanding  the  risks, 
reducing  the  hazards  and  preparing  to  deal  with 
such  problems. 

The  Disaster  Committee  of  the  Rhode  Island 
Medical  Society  should  further  request  the  State 
Health  Department  to  acquire,  organize  and  make 
available  to  the  medical  profession  information  on 
radiation  hazards  and  the  treatment  of  radiation 
victims.  As  “preventive  medicine”  this  Committee 
should  insist  that  Civil  Defense  authorities  activate 
a fully  organized  Fallout  Shelter  Program  at  once 
and  likewise  immediately  crystallize  instructions  to 
local  communities  as  to  procedures  to  be  followed 
by  occupants  of  schools,  theatres,  business  and  com- 
mercial buildings,  and  other  public  gathering  places 
in  the  event  of  a thermonuclear  attack  on  this  coun- 
try. The  Committee  should  satisfy  itself  that  the 
State  Health  Department  is  prepared  to  carry  out 
immediate,  large-scale  control  of  public  health  prob- 
lems following  a major  catastrophe  including  sup- 
plying and  purifying  water,  disposal  of  sewage, 
control  of  rodents  and  insects,  and  decontamination 
of  essential  areas  and  buildings  rendered  hazardous 
by  radio  active  fallout. 

For  the  Disaster  Committee  of  the  Rhode  Island 
Medical  Society  to  carry  out  the  tasks  indicated 
above  will  require  the  expenditure  of  time,  effort 
and  money.  Since  this  entire  Disaster  Care  Pro- 
gram is  a project  from  which  all  the  people  of  the 
state  will  benefit,  the  cost  should  be  borne  by  the 
government  at  municipal,  state,  and  federal  levels. 
There  is  no  more  reason  for  the  Rhode  Island  Med- 
ical Society  to  absorb  the  expense  of  this  community 
protection  project  than  there  is  for  firemen  to  pay 
for  the  fire  trucks  they  operate.  The  Chairman  of 
the  Disaster  Committee  should  be  a physician  who 
is  a full  time  employee  of  a branch  of  government. 
Chairmanship  of  this  Committee  should  be  one  of 
his  duties.  His  office  should  supply  the  increased 
secretarial  help  necessary  for  the  efficient  operation 
of  this  program.  He  should  be  assigned  to  obtain 
the  equipment  needed  by  the  Mobile  Disaster 
Teams.  Since  the  Office  of  Civil  Defense  supplies 
funds  to  communities  for  the  purchase  of  fire  trucks, 
rescue  wagons,  radio  equipment,  and  dump  trucks, 
it  should  reasonably  be  expected  to  equip  Mobile 
Disaster  Teams.  This  community  protection  pro- 
gram is  a financial  responsibility  of  government. 
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The  preceding  material  outlines  one  approach  to 
the  manner  in  which  the  medical  profession  of  this 
state  can  prepare  itself  to  make  an  efficient  contri- 
bution to  the  care  of  casualties  resulting  from  a 
sudden  disaster.  It  further  indicates  areas  wherein 
the  profession  can  exert  initiative  and  leadership  in 
making  reasonable  efforts  to  increase  the  survival 
rate  in  the  event  of  a thermonuclear  holocaust. 

References 

^Christian  Toftemark.  M.D.,  Deputy  Director  General. 
Danish  National  Health  Service  ; Chairman  NATO  Medi- 
cal Committee 

2Daniel  Thomson,  M.D.,  Deputy  Chief  Medical  Officer, 
Ministry  of  Health,  London,  England 
3A.  C.  Hardman,  M.D.,  Chief,  Emergency  Health  Services, 
Department  of  National  Health  and  W elfare,  Ottawa, 
Canada 

All  references  are  to  addresses  presented  at  the  Thir- 
teenth County  Medical  Societies  Conference  on  Disaster 
Medical  Care  (A.M.A.),  November  3-4,  1962,  Chicago,  111. 


POTENT  INDEED! 

(The  following  item  was  culled  from  one  of  our 
respected  contemporary  journals.) 

Potent  presumption 

In  a decision  of  interest  in  November,  1962,  the 
Appellate  Division,  Third  Department,  reversed  a 
lower  court  which  had  granted  a divorce  on  the 
ground  that  the  wife  had  committed  adultery  with 
an  unknown  correspondent. 


Curran  & Burton,  Inc. 


INDUSTRIAL 
AND  WHOLESALE 


COAL  OIL 

17  CUSTOM  HOUSE  STREET 
PROVIDENCE,  R.  I. 

DExter  1-3315 


FOR  SALE 

Allison  Walnut  Suite,  1 Examination  Table, 

1 Instument  Cabinet,  Physicians  Stool, 
Waste  Receiver,  Sun  Lamp,  Heat  Lamp, 

2 Physicians  Bags,  ANO  Projector  Chart, 
Desk,  Few  Instruments. 

Contact:  Mrs.  Mihran  Missirlian 
102  High  Service  Ave. 

North  Providence,  R.  I. 
Phone:  EL  3-2771 


MARCH,  1963 


179 


THE  AMERICAN  ASSOCIATION 
DF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

H.  P.  HOOD  & SONS,  135  Harris  Ave.,  Providence,  DE  1-3024 

Produced  at  Hood  Certified  Farm,  Beverly,  Mass. 

WHITING  MILK  CO.,  40  Tockwotton  St.,  Providence,  GA  1-5363 

Produced  at  Hampshire  Hills  Farm,  Wilton,  N.  H. 
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BOOK  REVIEWS 


Todd-Sanford  CLINICAL  DIAGNOSIS  B\ 
LABORATORY  METHODS.  Edited  by 
Israel  Davidsohn,  m.d.,  and  Benjamin  B.  Wells, 
m.d.,  Thirteenth  Edition.  W.  B.  Saunders  Co., 
Phil.,  1962.  $16.50 

This  completely  rewritten  edition  of  Todd  and 
Sanford  for  the  first  time  since  its  initial  publication 
is  a work  of  multiple  authorship.  This  would  appear 
to  lend  authoritative  and  recent  information  par- 
ticularly in  certain  areas  of  the  rapidly  expanding 
scope  of  clinical  pathology.  In  this  new  edition  the 
subjects  of  hematology,  immunohematology,  and 
clinical  chemistry  have  been  revised  and  expanded 
to  great  advantage,  and  it  seems  that  the  main  use- 
fulness of  the  book  lies  in  these  areas.  The  chapter 
entitled  “The  Blood”  covers  201  pages  with  a 
bibliography  of  284  references.  There  are  separate 
chapters  on  the  blood  groups  and  the  hemorrhagic 
disorders  so  that  the  subject  of  hematology  em- 
braces about  one-third  of  the  book.  Immunohema- 
tology, a relatively  newcomer  in  clinical  pathology, 
is  given  due  recognition  as  a key  to  the  understand- 
ing of  many  diagnostic  problems. 

The  chapter  titled  “Clinical  Chemistry”  is  con- 
cerned mainly  with  fundamental  principles  and 
basic  techniques  which  are  essential  in  the  modern 
clinical  laboratory.  Special  phases  of  this  subject 
are  treated  in  five  separate  chapters  which  are  new 
in  this  edition. 

The  text  is  liberally  supplied  with  illustrative 
material  including  charts,  drawings  or  diagrams 
together  with  photographs  to  demonstrate  distinc- 
tive diagnostic  features.  The  organization  of  the 
content  is  such  that  the  material  is  easy  to  read  and 
to  review  by  students  of  laboratory  medicine  or 
medical  technology.  It  will  be  noted  that  at  the  end 
of  each  chapter  there  is  an  impressive  reference 
listing  which  has  been  updated  through  1960. 

The  outstanding  criticism  which  cannot  be  over- 
looked relates  to  the  relatively  meager  treatment 
given  the  general  field  of  clinical  microbiology,  in- 
cluding the  various  subjects:  bacteriology,  parasi- 
tology, mycology,  virus  and  rickettsial  agents,  and 
serology  or  microbiologic  immunology.  One  will 
note  that  the  previous  edition  devoted  416  pages  to 
these  subjects  ; the  new  edition  handles  the  material 
in  some  288  pages.  Parasitology  and  bacteriology 
were  treated  in  separate  chapters  in  the  older  edi- 


tion ; the  newer  text  condenses  this  material  into 
one  chapter  titled,  “Bacteria.  Protozoa,  Helminths 
and  Arthropods”  with  the  elimination  of  some  50 
pages.  This  sort  of  treatment  is  not  in  keeping  with 
the  tremendous  advances  being  made  presently  in 
all  phases  of  clinical  microbiology.  The  chapter  on 
virus  and  rickettsial  diseases  contains  a general  dis- 
cussion of  materials  and  methods  used  for  the  iden- 
tification of  viruses  and  rickettsiae  and  very  little 
step-by-step  procedure  information. 

It  would  seem  that  the  disciplines  of  laboratory 
medicine  are  becoming  so  expansive  and  unwieldy, 
it  is  impossible  to  compress  all  essential  information 
into  one  volume.  In  this  regard  the  student  or 
worker  in  clinical  pathology  will  tend  to  collect 
books  by  more  than  one  group  of  authors  in  order 
that  adequate  treatment  of  selected  subjects  will  be 
available. 

Raymond  M.  Young,  ph.d. 

TEXTBOOK  OF  OPHTHALMOLOGY  by 

Francis  Heed  Adler,  m.d.  W.  B.  Saunders  Co.. 
Phil.,  1962.  $9.00 

Welcome  is  the  advent  of  a textbook  in  ophthal- 
mology which  emphasizes  the  symptoms  of  an  eye 
patient,  along  with  the  objective  features  which  are 
clarified  by  illustrations,  both  black  and  colored. 

In  perusing  the  pages,  the  trend  toward  regard- 
ing the  eye  as  a part  of  the  entire  human  body 
seems  to  need  some  revival  in  terms  of  a physiologi- 
cal approach  more  emphatic  to  the  beginner  who 
refers  to  “Functions  of  the  Eye”  on  page  53  wherein 
the  light,  color  and  visual  fields  are  mentioned  with- 
out naming  motility  correlated  with  our  everyday 
activities,  although  the  beginning  sentence  does  say, 
“The  eye,  as  a sense  organ,  performs  a number  of 
functions  which  may  be  examined  separately.” 

Some  references  as  to  procedure  tend  to  indicate 
consultation  at  a later  date,  when  specific  treatment 
early  might  be  warranted  for  visual  evaluation  and 
aid  to  the  patient.  In  particular,  with  accidental 
involvement  of  eyes  with  chemicals,  immediate 
flushing  is  imperative.  Also  for  help  in  lime  burns 
the  use  of  EDTA  is  not  mentioned. 

In  general,  this  text  meets  its  goal  as  a volume 
that  “the  medical  student  and  general  practitioner 
can  use  in  their  daily  work.” 

F.  Charles  Hanson,  m.d. 
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for 

inflamed, 
infected, 
itching 
skin  lesions 


‘CORTISPORIN’OINTMENT 

brand  , . . 

anti-inflammatory  / bactericidal  / antipruritic 


• relieves  pain  and  itching 

• reduces  inflammation  and  edema 

• provides  bactericidal  action  against 
most  gram-positive  and  gram-negative 
organisms,  including  Pseudomonas 
aeruginosa 

• rarely  sensitizes 

General  Indications:  Wherever  inflam- 
mation or  infection  occurs  and  is  acces- 
sible for  topical  therapy,  as  in  burns, 
wounds,  skin  grafts;  and  plastic,  proc- 
tologic, gynecologic,  or  general  surgi- 
cal procedures. 

Dermatologic  Indications:  Atopic,  con- 
tact, stasis,  infectious  eczematoid,  and 
lichenoid  dermatitis;  neurodermatitis, 
eczema,  pyoderma;  anogenital  pruritus; 


primary  dermatoses  with  or  without  sec- 
ondary infection;  external  otitis. 
Caution:  As  with  other  antibiotic  prep- 
arations, prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organ- 
isms. 

Available:  In  tubes  of  V2  oz.  with  appli- 
cator tip  and  Vs  oz.  with  ophthalmic  tip. 
Although  the  Vs  oz.  tube  is  intended  for 
ophthalmic  use,  it  may  be  used  topically. 

Each  gram  contains: 

‘Aerosporin’®  brand 

Polymyxin  B*  Sulfate 5,000  Units 

Zinc  Bacitracin 400  Units 

Neomycin  Sulfate  5 mg. 

(equivalent  to  3.5  mg.  Neomycin  Base) 

Hydrocortisone  10  mg.  (1  %) 

Special  White  Petrolatum q.s. 

*U.S.  PAT.  NOS.  2,565,057  AND  2,695,261 


.UU  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


Jostle  a peck  of  potatoes  long  enough 
and  the  little  ones  will  fall  to  the  bot- 
tom; the  big  ones  work  their  way  to  the 
top.  So  do  the  larger  particles  of  an 
admixture  of  powdered  chemicals.  Un- 
less steps  are  taken  to  keep  particle 
sizes  uniform,  the  active  ingredients  will 


not  be  evenly  dispersed  throughout  an 
excipient.  That  is  why  Lilly  pharma- 
ceutical chemists  establish  precise  speci- 
fications; maintain  rigid  controls.  A few 
more  steps  are  added  and  the  cost  is 
slightly  increased,  but  priceless  uniform- 
ity is  assured  in  the  finished  product. 


Eli  Lilly  and  Company 


Indianapolis  6,  Indiana , U.S.  A. 


390024 


188 


RHODE  ISLAND  MEDICAL  JOURNAL 


ttttttttttttttttttttttttttttttttttttttttttttttttttttttt  ttttt  tttttttttttttt 


THE  WASHINGTON  SCENE 

A summary  Report  Prepared  by  the  W as  bin gt  on  Office 
of  the  American  Medical  Association 


The  American  Medical  Association  urged 
changes  in  the  federal  income  tax  law  that 
would  increase  allowable  deductions  for  medical 
expenses  of  older  persons. 

Percy  E.  Hopkins,  m.d.,  Chicago,  Chairman  of 
the  AMA  Board  of  Trustees,  and  Francis  C.  Cole- 
man, m.d.,  Des  Moines,  Iowa,  Chairman  of  the 
AMA  Council  on  Legislative  Activities,  outlined 
the  Association’s  position  before  the  House  Ways 
and  Means  Committee. 

Most  of  the  amendments  proposed  by  the  AMA 
involve  changes  in  the  Internal  Revenue  Code 
affecting  those  65  and  over  and  persons  contribut- 
ing to  their  support.  These  changes  include : 

— Permission  for  a taxpayer  to  deduct,  without 
regard  to  the  amount  of  support  contributed,  any 
medical  expense  paid  for  an  aged  dependent. 

— Reduction  of  the  income  tax  liability  of  lower 
income  persons  among  the  aged  who  have  large 
medical  expenses. 

— Permission  for  aged  taxpayers  to  receive  full 
tax  benefit  for  medical  expenses  by  use  of  the 
carry-forward  and  carry-back  method,  just  as  busi- 
nesses are  presently  permitted  to  offset  losses  in 
one  year  against  profits  in  another  year. 

— Removal  of  the  one  per  cent  floor  on  drugs 
and  medicines  for  taxpayers  65  and  older. 

The  AMA  recommended  the  tax  law  changes  to 
the  House  committee  shortly  after  President 
Kennedy  had  sent  to  Congress  a special  message 
asking  again  for  congressional  approval  of  his  plan 
that  would  put  limited  health  care  of  the  aged  under 
social  security. 

The  American  Medical  Association  reiterated  its 
determined  opposition  to  such  legislation. 

The  Administration’s  new  health  care  plan  gen- 
erally was  similar  to  the  King-Anderson  bill  which 
the  Senate  rejected  last  year.  The  major  change 
would  extend  the  health  coverage  to  the  2.5  million 
older  persons  not  covered  by  Social  Security. 

A variable  hospitalization  benefit  program  would 
be  available  to  all  aged  social  security  beneficiaries 
with  costs  paid  from  funds  provided  by  an  increase 
in  social  security  taxes.  Coverage  for  those  not  par- 
ticipating in  social  security  programs  would  be 
paid  from  general  tax  revenues. 

Beneficiaries  would  have  the  option  of  selecting 
from  three  coverage  plans  — 45  days  of  hospitaliza- 


tion with  no  deductible ; 90  days  with  a maximum 
$90  deductible ; or  180  days  with  the  insured  pay- 
ing a deductible  equal  to  2 y2  days  of  average  hos- 
pital costs. 

Home  nursing  facilities,  out-patient  diagnostic 
services  and  up  to  240  home  health-care  visits  a 
year  by  community  visiting  nurses  and  physical 
therapists  also  would  be  provided. 

Administration  officials  estimated  the  cost  would 
be  $7  billion  for  the  first  five  years.  Insurance  offi- 
cials predicted  the  cost  would  be  substantially 
higher. 

Under  the  proposal,  Social  Security  taxes  for 
both  employers  and  employees  would  be  increased 
one-quarter  of  one  per  cent.  The  Social  Security 
tax  for  the  self-employed  would  be  hiked  two-fifths 
of  one  per  cent. 

President  Kennedy  also  requested  that  the  annual 
earnings  base  from  which  Social  Security  taxes  are 
collected  be  raised  to  $5,200  from  the  present 
$4,800.  The  plan  would  start  January  1,  1965,  and 
require  an  extra  $27.50  contribution  yearly  from 
both  the  employee  and  employer  where  the  em- 
ployee makes  $5,200  or  more.  Maximum  added 
cost  to  the  self-employed  would  be  $42.40  a year. 

George  M.  Fister,  m.d.,  President  of  the  Amer- 
ican Medical  Association,  said  the  Administration’s 
new  plan  “proposes  a government-controlled  pro- 
gram which  would  force  increased  taxes  on  wage 
earners  and  employers  to  buy  limited  hospitaliza- 
tion, nursing  home  and  nursing  care  for  millions  of 
people  over  65  who  are  financially  able  to  take  care 
of  themselves.” 

“The  use  of  tax  funds  to  provide  benefits  to  an 
entire  population  group  regardless  of  need,  the 
wealthy  and  well-to-do  included,  is  just  as  unwise 
and  economically  unsound  today  as  it  was  last  year 
and  the  year  before  that,”  Doctor  Fister  said. 

“The  American  Medical  Association  believes  in 
helping  those  who  need  help,  using  tax  funds  where 
they  may  be  required.  We  believe  citizens  of  what- 
ever age  who  are  able  to  take  care  of  themselves 
should  not  become  a burden  on  the  taxpayers.  We 
believe  the  vast  majority  of  Americans  share  our 
view.” 

^ ^ ^ 

The  American  Medical  Association  endorsed  the 
Kennedy  Administration’s  mental  health  and  men- 
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solid  results! 


This  is  the  kind  of  response  you  can  expect  with 
Robinul  therapy. 

Because  Robinul’s  anticholinergic  action  is  so 
specific,  so  intense,  and  so  consistent,  it  pro- 
vides a favorable  internal  environment  for  ulcer 
healing. 

Positive  suppression  of  gastric  acid  volume. 

Moeller1  demonstrated  that  2 mg.  of  Robinul  de- 
creases the  volume  of  HCI  secreted  by  73%  within 
one  hour  and  85%  within  two.  Epstein2  described 
Robinul’s  “intensive  antisecretory  action”  as  “ex- 
emplary.” 

Significant  increase  in  gastric  pH.  In  his  studies 
comparing  the  effect  of  anticholinergics  on  gastric 
pH,  Sun3  found  that  the  optimum  effective  dose  of 
Robinul  “. . . produced  suppression  of  gastric  acidity 
to  pH  4.5  or  higher  in  all  16  patients  examined.” 
Posey4  reported  “an  excellent  reduction  of  gastric 
acidity  ...  in  12  of  15  patients ” 

Desirable  antimotility  effect.  Young  and  Sun5  found 
that  although  Robinul  (given  subcutaneously)  dem- 
onstrated its  ability  to  suppress  antral  motility,  a 
2 mg.  oral  dose  “did  not  affect  gastric  emptying  or 
intestinal  transit  time”  in  six  patients  with  duodenal 
ulcer. 


New  freedom  from  side  effects.  Robinul  has  shown 
that  an  anticholinergic  need  not  be  plagued  with  a 
high  percentage  of  side  effects.  Of  1705  patients 
in  clinical  investigations,  many  of  whom  were 
studied  on  above-normal  doses,  fewer  than  7% 
experienced  side  effects  of  a moderate-to-severe 
degree,  with  only  3%  requesting  discontinuance  of 
the  medication. 

PRESCRIBING  INFORMATION: 

Robinul  and  Robinul-PH  have  provided  good  to  excellent 
results  in  83.1%  of  795  reported  cases  of  peptic  ulcer. 
side  effects:  Dryness  of  mouth,  blurred  vision,  urinary 
difficulties,  and  constipation  are  seldom  troublesome  and 
may  generally  be  controlled  by  reduction  of  dosage.  Other 
unwanted  effects  such  as  rash  have  been  reported,  but 
only  very  rarely. 

precautions:  Administer  with  care  to  patients  with  incip- 
ient glaucoma.  Contraindicated  in  acute  glaucoma,  pros- 
tatic hypertrophy,  and  in  presence  of  urinary  bladder  neck 
obstruction  or  pyloric  obstruction  or  stenosis  with  signifi- 
cant gastric  retention.  Robinul-PH  is  contraindicated  in 
patients  sensitive  to  phenobarbital  or  with  advanced 
hepatic  or  renal  disease. 

references:  1.  Moeller,  H.C.:  Ann.  New  York  Acad.  Sc.  99:158, 
Feb.  28,  1962.  2.  Epstein,  J.  H.:  Am.  J.  Gastroent.  37:295,  1962. 
3.  Sun,  D.C.  H.:  Ann.  New  York  Acad.  Sc.  99:153,  Feb. 

28,  1962.  4.  Posey,  E.  L.,  Jr.:  Am.  J.  Digest.  Dis.  7:863, 

1962.  5.  Young,  R.,  and  Sun,  D.  C.  H.:  Ann.  New  York 
Acad.  Sc.  99:174,  Feb.  28,  1962. 

A.  H.  Robins  Co.,  Inc.  Richmond  20,  Virginia 


ANTICHOLINERGIC 


Robinul 
Robinul-PH 


Brand  of  glycopyrrolate,*  1 mg.  per  tablet 


ANTICHOLINERGIC/SEDATIVE 


Glycopyrrolate,  1 mg.,  and  phenobarbital,  Va  gr.  per  tablet 


*0.  S.  PATENT  NUMBER  2,956,062 
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tal  retardation  program. 

Testifying  before  the  Senate  Committee  on  Labor 
and  Public  Welfare,  Doctor  Leo  H.  Bartemeier, 
former  Chairman  of  the  AMA's  Council  on  Mental 
Health  and  medical  director  of  Seton  Psychiatric 
Institute,  Baltimore,  said: 

“We  believe  these  measures  should  be  imple- 
mented in  such  a way  as  to  guarantee  every  Amer- 
ican the  very  best  in  medical  care  and  treatment, 
and  we  stand  ready  to  help  achieve  this  standard. 
There  is  little  doubt  that  these  bills  are  of  the 
utmost  importance  in  our  common  goal  of  improv- 
ing the  nation’s  mental  health  profile.” 

The  AMA  particularly  supported  the  basic 
approach  to  the  Administration  hills,  namely  that 
the  mental  health  program  should  concentrate  on 
development  of  community  facilities  for  care  of 
patients  at  a local  level. 

“The  American  Medical  Association  heartily 
approved  of  the  concern  shown  by  the  President  of 
the  United  States  and  by  this  Committee  over  what 
we  consider  to  be  America’s  most  pressing  and 
complex  health  problem,”  Doctor  Charles  L.  Hud- 
son, Cleveland,  O.,  a member  of  the  AMA  Board  of 
Trustees,  said. 

All  witnesses,  representing  other  health  organ- 
izations and  state  governments,  also  supported  the 
legislation.  Some,  including  the  AMA,  recom- 
mended minor  changes. 


DID  YOU  KNOW ? 

• That  the  Texas  Department  of  Public  Safety 
has  found  that  one  of  the  most  common  causes 
of  fatigue  is  the  failure  to  breathe  enough. 

o That  this  failure  is  sometimes  caused  by  slouch- 
ing in  a chair,  thus  crowding  the  lungs  and 
restricting  the  normal  intake  of  air. 

® That  if  you  sit  in  a stuffy  room  even  deep  breaths 
may  not  give  you  as  much  oxygen  as  you  would 
get  from  normal  breaths  in  an  airy,  well  venti- 
lated room. 


I.  E.  BRENNAN  & COMPANY 

Leo  C.  Clark,  Jr.,  B.S.,  Reg.  Pharm. 


Two  Convenient  Locations 
5 North  Union  Street  Pawtucket,  R.  I. 

140  Central  Avenue  Seekonk,  Mass. 

7 Registered  Pharmacists 

Pharmacy  License  #226 
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A CAESAREAN,  A.D.  1863 

From:  L’Imparziale  (The  Impartial) , gior- 
nale  degli  interessi  scientifici,  pratici,  morali 
e projessionali  della  classe  medica,  Florence, 
Italy,  volume  3,  p.  38,  January  16, 1863. 

Report  of  a Caesarean  operation  on  a living 
woman  by  Doctor  G.  Ricci,  in  Pisa. 

A 26-year-old  woman,  born  rachitic,  walked 
with  her  buttocks  until  the  age  of  14.  At  puberty 
she  started  to  walk  a little  better  and  would  prob- 
ably have  remained  alive,  but  for  the  urge  of  being 
called  mother. 

She  reached  the  9th  month  without  difficulty.  A 
consultation  between  the  midwife  and  a surgeon, 
decided  the  case  needed  hospitalization.  The  cervix 
was  dilated  and  the  pains  increased.  Pinches  of 
ergot  were  administered,  but  with  little  hope, 
because  of  the  pelvic  malformation.  The  pains 
increased,  but  progress  was  not  obtained.  The  for- 
cep  was  introduced  with  great  difficulty  and  two 
attempts  at  extraction  failed.  Established  that  the 
fetus  was  alive,  not  to  commit  an  infanticide  and 
perhaps  lose  the  mother  too,  after  proper  consulta- 
tion, it  was  decided  for  the  Caesarean  section. 

The  patient,  given  the  comforts  of  faith  and 
after  again  hearing  the  signs  of  a living  fetus, 
Doctor  Ricci  proceeded  to  open  the  abdomen  and 
the  uterus,  easily  extracting  the  fetus  and  suturing 
the  wounds. 

A healthy  male  infant  came  into  the  world  and  is 
still  living  and  well. 

The  woman  became  pale  and  cold,  the  pulses 
very  small.  An  exciting  potion  was  administered 
and  cold  on  the  abdomen.  Also  concentrated  broth 
and  Bordeau  wine  to  give  her  strength.  Uncontrol- 
lable vomiting  followed.  Mustard  was  applied  to 
the  extremities.  Bismuth,  opium,  ice,  gaseous  bev- 
erages failed  to  stop  the  vomiting,  as  the  Bordeau 
wine  failed  to  support  the  cardiovascular  system  and 
the  end  came  the  second  day  after  the  operation. 

(There  is  no  mention  of  anesthesia,  transfusions, 
antibiotics,  nursing  care,  or  hospitalization  ex- 
penses. Ed.) 


Wednesday,  June  26 
Golf  Tournament  of  the 
PROVIDENCE  MEDICAL 
ASSOCIATION 
at  the  Metacomet  Club 


The  RHODE  ISLAND  MEDICAL  JOURNAL 


VOL.  XLVI 


APRIL,  1963 


NO.  4 


A 1962  Fiske  Prize  Essay  . . . 

PROGRESS  IN  THE  RELIEF  OF  HEARING  DEFECTS 

Jules  Kaplan,  m.d. 


The  Author.  Jules  Kaplan,  M.D.,  of  Chicago,  Illinois. 
Member  of  staff  of  Chicago  Wesley  Memorial,  Colum- 
bus, and  Cuneo  Hospitals;  Member  of  the  Faculty, 
Otolaryngology  Department,  and  Research  Associate 
in  Otology,  N orthwestern  University  Medical  School. 


Introduction 

Tt  must  be  stated  at  the  outset  that  the  vast 

majority  of  advances  for  the  relief  of  hearing 
impairment  have  been  in  the  field  of  surgical  correc- 
tion of  conductive  hearing  losses.  Similar  advances 
have  not  been  made  in  neurosensory  hearing  losses, 
aside  from  the  electronic  marvels  of  smaller  and 
better  hearing  aids ; at  the  present  time  only 
labyrinthine  hydrops  (Meniere’s  disease),  and 
psychogenic  hearing  impairment  are  amenable  to 
significant  improvement  by  medical  means.1  This 
paper  then  will  deal  with  the  remarkable  surgical 
advances  for  conductive  hearing  impairment. 
Approximately  half  of  all  hearing  losses  with  or 
without  a neurosensory  component,  are  of  the  con- 
ductive type.2,3  Simply  stated,  a conductive  hearing 
loss  may  be  caused  by  a defect  in  the  proper  func- 
tioning of  any  part  of  the  conduction  apparatus  of 
the  ear.  The  conduction  apparatus  consists  of  the 
outer  ear  or  pinna,  the  external  auditory  canal,  the 
tympanic  membrane,  the  air-filled  tympanic  cavity 
and  eustachian  tube,  the  auditory  ossicles,  and  the 
oval  and  round  windows.  It  is  clear,  however,  that 
the  presence  or  absence  of  the  pinna  alone  con- 
tributes little  to  hearing  loss4  and  is  actually  of 
significant  value  only  in  cosmesis.  Similarly,  the 
perilymphatic  fluid,  strictly  speaking,  must  be  con- 
sidered as  part  of  the  conduction  mechanism. 

Etiology  of  conductive  hearing  loss  falls  into  one 
or  more  of  the  following  categories : 

1.  Occlusion  of  the  external  auditory  canal  or 
meatus 

2.  Occlusion  of  the  eustachian  tube  (and  its 
sequelae) 

3.  Perforation  of  the  pars  tensa  of  the  tympanic 
membrane 

4.  Purulent  otitis  media 

5.  Chronic  adhesive  otitis  media 


6.  Anomaly  of  the  ossicular  chain 

7.  Discontinuity  of  the  ossicular  chain 

8.  Clinical  otosclerosis 

Effective  methods  for  dealing  with  occlusion  of 
the  external  auditory  canal  and  with  many  cases  of 
eustachian  tube  obstruction  have  been  known  for 
many  years.  This  is  also  true  of  suppurative  otitis 
media  and  its  sequelae. 

However,  it  is  only  in  the  past  five  years  that 
reconstructive  microsurgery  of  the  middle  ear  has 
evolved  into  a complex  multi-techniqued  surgical 
discipline  of  high  reliability.5  It  is  the  application  of 
these  microsurgical  techniques  based  on  sound 
physiologic  principles,  abetted  by  antibiotics  and 
the  surgical  microscope,  that  constitute  the  bulk  of 
recent  advances  in  the  relief  of  conductive  hearing 
defects. 

Physiology 

It  is  not  the  purpose  of  this  paper  to  describe 
fully  the  physiology  of  the  middle  ear  ; three  factors 
of  the  physiology  must  be  stressed,  however. 

1.  The  lever  effect  of  the  ossicles  refers  to  the 
length  of  the  malleus  handle  compared  to  the  length 
of  the  long  process  of  the  incus.  This  represents  an 
increase  of  pressure  at  the  oval  window  of  1.3  times. 
The  lever  effect  is  of  small  consequence  compared 
to  the  second  factor. 

2.  The  Sound  Pressure  Transformer: 

The  sound  pressure  transformer  consists  of  the 

tympanic  membrane,  the  auditory  ossicles  and  the 
stapedial  footplate.  For  purposes  of  simplicity,  the 
ossicular  chain  may  be  considered  as  a strut  or 
columella  (as  found  in  birds)6  interposed  between 
the  tympanic  membrane  and  the  stapedial  footplate 
or  similar  mobile  covering  of  the  oval  window.  The 
tympanic  membrane  area  receives  sound  of  a cer- 
tain pressure  and  transmits  it  as  a force  (P  X A). 
The  small  area  of  the  footplate  receives  the  trans- 
mitted force  (P  X A),  resulting  in  this  equation: 

Px  x Ai  — P2  x A2 

Where  Pi  is  the  pressure  and  Ax  the  area  of  the 
drumhead,  the  force  (P2  X A2)  is  undiminished  at 
the  footplate.  The  pressure  (P2)  on  the  footplate 
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must  increase  since  the  footplate  area  (A2)  is 
so  much  smaller  than  the  area  of  the  eardrum. 
Therefore:  P2  — Pi  Ai 

A2 

The  force  is  undiminished ; the  equation  repre- 
sents a pressure  increase.  The  effective  area  of  the 
tympanic  membrane  is  55  square  mm. ; the  area  of 
the  stapedial  footplate  is  3.2  square  mm.  The  ratio 
is  17  :1  for  the  human  ear.7 

3.  The  third  factor  is  of  small  significance  surgi- 
cally if  an  intact  sound  pressure  transformer  is 
functioning  properly.  This  third  factor  is  the  phase 
difference  between  the  oval  and  round  windows. 
Sound  is  conducted  more  rapidly  by  the  solid  sub- 
stance of  the  ossicles  or  strut,  than  by  the  air  in  the 
tympanic  cavity.8  Therefore,  the  intact  transformer 
guarantees  a phase  difference  between  windows. 
The  intact  eardrum  tends  to  dampen  the  sound 
effect  on  the  round  window.  If  the  sound  impulse 
arrived  at  each  window  simultaneously,  the  wave 
would  be  cancelled  out  in  the  perilymph  and  so 
preclude  significant  motion  in  the  basilar  membrane 
and  hearing. 

Methods  and  Techniques 

Knowing  the  preceding,  it  is  not  difficult  to 
understand  why  a perforation  of  the  eardrum  causes 
hearing  loss.  Part  of  the  sound  pressure  transformer 
is  defective,  so  that  the  17:1  ratio  no  longer  holds 
true.  In  addition  there  is  less  of  a phase  difference 
between  the  oval  and  round  windows.  Not  all  ear- 
drum perforations  cause  a significant  hearing  loss, 
but  if  possible  they  should  all  be  closed  by  office 
treatment,  myringoplasty  or  tympanoplasty. 

For  dry,  uncomplicated  perforations  of  the  tym- 
panic membrane  an  established  office  treatment 
method  is  Derlacki’s  acid  cautery  and  patching.9 
Surgical  recourse  is  necessary  in  large  perforations, 
in  those  that  will  not  close  or  those  unsuitable  for 
office  treatment,  and  some  cases  of  traumatic 
myringo-rupture.10  Grafting  material  for  surgical 
repair  has  been  post-auricular  skin,  canal  skin,  vein, 
and  fascia.  Careful  surgical  techniques  have  re- 
sulted in  about  90  per  cent  successful  results.  The 
vein  graft,  taken  from  the  dorsum  of  the  hand  or 
the  anticubital  fossa,  seems  to  have  the  most  loyal 
advocates.  Post-aural  skin  had  been  used  in  the 
past  with  early  gratifying  results.  Later  reports 
indicated  graft  break-down  occurred  months  later 
in  a significant  number  of  cases.  Canal  skin  and  vein 
seem  to  have  given  the  best  results.11 

Inspection  of  the  middle  ear  and  ossicles  under 
the  operating  microscope  and  audiograms  before 
and  after  surgery  are  a requisite.  The  ossicular 
chain  must  be  inspected  and  palpated  to  ascertain 
its  integrity  prior  to  closure  of  the  perforation.  This 
is  true  in  all  surgical  repairs,  but  particularly  in 
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trauma  cases.  The  possibility  of  cholesteatoma  must 
always  be  kept  in  mind  when  inspecting  the  middle 
ear.  A moist,  running,  or  infected  ear  should  not  be 
closed  by  grafting. 

Anomalies  and  other  causes  of  discontinuity  of 
the  ossicular  chain  are  often  amenable  to  therapy 
using  the  newer  techniques.  Referring  to  the  sound 
pressure  transformer  concept  again,  it  is  clear  that 
interruption  of  the  ossicular  chain  will  result  in  a 
serious  conductive  hearing  impairment.12  An  intact 
eardrum  in  the  presence  of  a disrupted  chain  will 
cause  a more  profound  loss  than  if  a perforation  is 
present.  The  use  of  polyethelene  tubing  and  tanta- 
lum wire  alone  or  in  combination  as  prosthetics  to 
re-establish  ossicular  continuity  is  not  new.  Wull- 
stein13  and  Zollner14  attempted  and  later  abandoned 
the  use  of  the  artificial  plastic  stapes.  Eventual  tissue 
rejection  of  the  foreign  body  was  their  experience. 
However,  Armstrong15  used  polyethelene  tubing 
for  months  in  cases  of  chronic  secretory  otitis  media 
without  apparent  tissue  reaction.  Schuknecht16  used 
tantalum  wire  in  the  middle  ear  while  Shea17  used 
polyethelene  tubing  to  establish  continuity  of  the 
ossicular  chain. 

In  1959  our  paper  “Prosthetics  in  the  Middle 
Ear”  described  various  methods  of  reconstructing 
continuity  of  the  sound  pressure  transformer  of  the 
middle  ear  using  tantalum  wire  and  polyethelene 
tubing  (alone  or  in  combination)  where  the  middle 
ear  sound  conducting  apparatus  has  been  inter- 
rupted by  disease,  congenital  malformation,  or 
stapedial  fracture.  Both  tantalum  wire  and  poly- 
ethelene plastic  seemed  to  be  well  tolerated  by  living 
tissues.  The  cases  which  were  reoperated  upon 
showed  no  significant  foreign  body  reaction.  In 
fact,  tissue  reaction  was  notable  by  its  absence.18 
The  methods  used  were  tailored  to  the  pathology 
encountered,  but  generally  fell  into  one  of  three 
categories : 

1 . In  cases  of  crural  absence  due  to  malformation, 
disease,  or  crural  fracture  due  to  stapes  mobilization, 
the  appropriate  length  of  #50  or  #90  polyethelene 
tubing  is  interposed  between  the  lenticular  process 
of  the  incus  and  the  stapedial  footplate. 

2.  When  absence  of  the  lenticular  process  of  the 
incus  as  well  as  absence  of  its  long  process  is  en- 
countered, there  is  no  focus  of  attachment  for  the 
polyethelene  tube.  Here  a 4-0  tantalum  wire  is  used. 
An  open  loop  at  one  end  allows  the  previously  meas- 
ured and  accurately  bent  wire  to  be  firmly  fastened 
to  the  remnant  of  the  incus.19  It  is  preferable  to  have 
a “foot”  with  viable  tissue  at  the  stapedial  and  of 
the  wire  rather  than  a point. 

3.  Where  a mobile  footplate  remains,  but  the 
ossicles  and  drumhead  are  absent,  a columella  effect 
may  be  produced  utilizing  a polyethelene  tube  be- 
tween footplate  and  substitute  tympanic  membrane. 
However,  even  with  the  distal  extremity  of  the 
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tube  flared  to  avoid  decubitus  ulceration  of  the 
grafted  tympanic  membrane,  some  tubes  are 
extruded. 

These  methods  attempt  to  restore  the  integrity  of 
the  sound  pressure  transformer.  The  Type  IV  tym- 
panoplasty based  on  sound  protection  of  the  round 
window  may  be  converted  to  the  Type  III  or  colu- 
mella effect  described.  The  operating  microscope  is 
necessary  in  all  of  these  procedures. 

In  the  first  stage  of  our  laboratory  series,  pre- 
pared temporal  bones  of  experimental  animals, 
which  underwent  similar  surgical  procedures  under 
sterile  operating  room  conditions,  were  sacrificed 
four  to  seven  months  post-operatively.20  Examina- 
tion of  the  middle  ear  under  16-40  power  magnifica- 
tion of  the  operating  microscope  revealed  neither 
neoplastic  nor  inflammatory  tissue  reaction  to  poly- 
ethelene or  tantalum  wire. 

Otosclerosis 

The  most  remarkable  and  successful  strides, 
however,  have  been  made  in  clinical  otosclerosis. 
Clinical  otosclerosis  is  the  most  common  cause  of 
progressive  conductive  hearing  loss  m young  and 
middle  aged  adults.21 

“Otosclerosis  is  the  primary  focal  disease  of  the 
labyrinthine  capsule  that  may  in  some  cases 
invade  the  oval  window  causing  fixation  of  the 
stapes  ; in  other  cases  cause  cochlear  degeneration 
or  a combination.  Improvement  in  hearing  by 
surgery  is  possible  in  hearing  loss  due  to  oto- 
sclerotic  stapes  fixation,  but  not  in  hearing  loss 
of  cochlear  origin.  The  selection  of  cases  for 
surgery  requires  an  accurate  assessment  of  the 
conductive  and  perceptive  components  of  the 
hearing  loss  in  each  patient  with  otosclerosis,  as 
well  as  a clear  comprehension  of  the  diagnosis, 
pathology  and  natural  history  of  this  unique 
disease.”22 

Abandoned  in  1900, 23  stapes  surgery  received  its 
modern  impetus  from  Rosen  of  New  York  who 
“discovered”  (during  a surgical  procedure  prelimi- 
nary to  the  fenestration  operation)  that  the  oto- 
sclerotically  fixed  stapes  could  be  mobilized.  From 
this  indirect  mobilization  in  195324  to  stapedectomy 
and  prosthetic  replacement25  in  1958,  the  effective- 
ness of  microsurgery  for  otosclerosis  has  improved 
from  less  than  30  per  cent  to  greater  than  80  per 
cent.26  Materials  of  fat,  vein,  absorbable  gelatin 
sponge  (Gelfoam®),  polyethelene,  and  wire,  both 
stainless  and  tantalum,  have  been  used  as  replace- 
ment for  all  or  a part  of  the  otosclerotic  stapes. 

The  sites  of  predilection  of  otosclerosis  in  the 
human  temporal  bone  are : the  anterior  part  of  the 
stapes,  the  round  window  area,  and  the  footplate 
center — in  that  order.27  Otosclerosis  is  found  in  no 
other  animal  but  man,  and  in  man  it  is  limited  solely 
to  the  temporal  bone. 


A questionnaire  we  recently  sent  out  was  an- 
swered by  seventeen  otologists  performing  a large 
number  of  cases  of  stapes  surgery  annually.28  The 
compilation  represented  about  10,000  cases  of  oto- 
sclerosis. This  is  the  largest  group  of  cases  available 
in  the  literature.  Some  of  the  questions  were  unan- 
swered, so  that  part  of  the  material  to  follow  is 
based  upon  less  than  the  total  of  10,000.  This  is 
clearly  indicated. 

The  pathology  is  presented  in  some  detail,  since 
it  is  germane  to  understanding  why  one  group  tends 
to  prefer  “radical”  total  stapedectomy  and  replace- 
ment in  all  operable  cases  of  otosclerosis,  while  a 
more  conservative  group  advocates  the  need  for  the 
“graduated  by-pass  technique,”  depending  on  the 
pathology  encountered. 

The  pathology  could  be  divided  into  the  following 
groups : 

1.  anterior  focus  only 

2.  posterior  focus 

3.  bipolar 

4.  circumferential 

5.  total  otosclerosis 

A.  solid 

B.  obliterative 

The  compilation  of  results  from  our  questionnaire 
based  on  approximately  7,000  cases  revealed  that 
bipolar  fixation  appeared  to  be  the  most  common 
pathology  of  the  footplate  found  at  surgery.  This 
type  of  fixation  accounted  for  30  per  cent  of  cases. 
This  was  interesting  in  view  of  the  observation 
made  by  Ruedi  et  al.29  (1957),  that  an  anterior 
focus  only  may  so  invade  the  stapedio-vestibular 
articulation  anteriorly  that  the  footplate  is  pushed 
posteriorly,  resulting  in  a posterior  impaction  with 
secondary  ankylosis.  This  has  been  clearly  demon- 
strated by  Ruedi  et  al.29  in  histopathologic  sections. 
Therefore,  what  may  appear  to  be  bipolar  oto- 
sclerosis may  in  reality  be  otosclerosis  limited  to 
the  anterior  part  of  the  footplate.  There  are  three 
possibilities  to  account  for  bipolar  fixation.30 

1.  Independent  primary  otosclerotic  foci,  one  at 
each  end  of  the  footplate : Since  posterior 
focus  alone  is  rare  (and  some  of  the  corre- 
spondents doubted  its  existence),  we  felt  that 
it  was  unlikely  for  independent  foci  to  occur. 
It  is  no  more  probable  for  a posterior  focus  to 
occur  in  conjunction  with  an  independent  an- 
terior focus  than  it  is  to  occur  alone. 

2.  An  anterior  otosclerotic  focus  which  has  ex- 
tended along  the  superior  or  inferior  margin 
(or  both)  and,  having  reached  the  posterior 
pole,  causes  a posterior  fixation.  This  should 
be  classed  as  a circumferential  lesion. 

3.  An  anterior  focus  only  with  a posterior  im- 
paction and  secondary  ankylosis  probably 
accounts  for  the  most  common  variety  of  bi- 
polar fixation.31 


continued,  on  next  page 
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The  foregoing  is  important  as  a consideration  for 
those  who  consider  the  graduated  by-pass  technique 
as  the  safest  method  of  handling  otosclerotic  lesions. 
In  the  section  of  this  paper  on  Operative  Pro- 
cedures for  Otosclerosis  the  by-pass  techniques 
will  be  described. 

Otosclerosis  confined  only  to  the  anterior  third  of 
the  footplate  accounted  for  about  25  per  cent  of  all 
cases.  In  view  of  the  fact  that  bipolar  fixation  was 
considered  to  be  (pathologically  speaking)  most 
commonly  an  anterior  focus  with  posterior  impac- 
tion, we  may  consider  the  anterior  focus  alone  to 
account  for  25  to  55  per  cent  of  all  otosclerosis. 

Circumferential  otosclerosis  may  be  considered 
the  pathologic  type  when  any  margin  is  invaded. 
Polar  involvement  may  or  may  not  be  present. 
About  20  per  cent  of  all  cases  were  classified  in  this 
category. 

Total  otosclerosis  refers  to  those  footplates  show- 
ing no  blue  area  remaining.  When  distinct  margins 
are  present,  the  subtype  is  total  solid  otosclerosis.32 
This  probably  represents  primary  footplate  oto- 
sclerosis.33 When  the  margins  are  not  clearly  de- 
fined (obliterated),  the  subtype  is  total  obliterative 
otosclerosis.34 

Operative  Procedures  for  Otosclerosis 

Mobilization  of  the  stapes  by  breaking  through 
the  otosclerotic  lesion  probably  tends  toward  refixa- 
tion in  the  majority  of  cases.  Hence  the  term 
“by-pass”  refers  to  the  attempts  to  create  a mobile 
stapes  by  “by-passing”  the  otosclerotic  lesion.  A 
graduated  by-pass  technique  is  the  utilization  of 
several  effective  procedures,  choosing  the  one  best 
fitted  to  the  pathology  encountered  at  surgery.  The 
proponents  of  this  method,  or  series  of  techniques, 
feel  that  the  most  radical  technique  (stapedectomy) 
should  be  reserved  for  the  most  serious  cases  (total 
otosclerosis).  This  group  uses  techniques  they  be- 
lieve have  a lower  incidence  of  cochlear  loss.  Just 
what  these  cochlear  losses  are  and  how  frequently 
they  occur  will  be  discussed  under  Results  of 
Stapes  Surgery  for  Otosclerosis. 

The  current  procedures  of  choice  for  each  lesion 
are  based  upon  the  avoidance  of  breaking  through 
the  pathologic  focus.  These  techniques  either  isolate 
or  remove  the  lesion  in  the  footplate.  The  latter 
method,  carried  to  its  extreme,  leads  to  total  re- 
moval of  the  footplate  (stapedectomy).  The  trend 
of  otologic  surgeons  is  more  and  more  toward  total 
stapedectomy.  The  former  method  leaves  a mobile 
non-involved  portion  of  a functioning  stapes.  Theo- 
retically, these  techniques  should  be  rewarded  with 
success  if  the  otosclerotic  lesion  does  not  progress, 
if  the  prosthetic  device  remains  in  position,  and  if 
there  is  no  cochlear  damage.  Based  upon  approxi- 
mately 10,000  cases  the  procedures  of  choice  are, 
according  to  our  questionnaire,  the  following : 
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A.  Basek  and  Fowler's33  original  technique 
leaves  a mobile  non-involved  portion  of  the  stapes, 
while  the  otosclerotic  focus  is  left  in  place.  A meticu- 
lous shaving  of  the  anterior  crus  creates  a gap.  This 
is  followed  by  a careful  fracture  of  the  footplate 
through  a normal  area  just  beyond  the  lesion,  leav- 
ing a mobile  stapes.  This  technique  is  notable  for 
its  significantly  low  incidence  of  cochlear  loss. 

B.  An  alternative  method  is  the  use  of  a poly- 
ethelene tube  strut  interposed  between  the  lenticular 
process  of  the  incus  and  the  uninvolved  blue  foot- 
plate. The  superstructure  (head,  neck,  and  crura ) 
must  be  removed,  the  poly-tube  placed  with  special 
instruments  under  the  16-power  operating  micro- 
scope, and  the  footplate  then  fragmented.36  This 
re-establishes  both  mobility  and  continuity  of  the 
sound  pressure  transformer. 

C.  Stapedectomy  : Partial  stapedectomy37  re- 
moves all  or  a part  of  the  pathologic  lesion.  There 
must  be  a sufficient  portion  of  the  stapes  remaining 
to  maintain  continuity  and  mobility.  Total  stapedec- 
tomy refers  to  removal  of  the  entire  stapes,  with 
replacement  by  a prosthetic  material.  There  seems 
to  be  no  clear-cut  evidence  at  this  time  to  support 
one  material  in  preference  to  another.38  Fat,  fascia, 
vein,  absorbable  gelatin  sponge  (Gelfoam®)  used 
with  wire,  steel  tubes,  or  polyethelene  tubes  all 
have  been  used. 

Those  who  use  a graduated  by-pass  technique 
reserve  stapedectomy  for  total  otosclerosis  and  for 
circumferential  or  “bipolar”  otosclerosis  when  there 
remains  an  insufficient  area  of  normal  footplate  to 
use  practically.  For  anterior  focal  lesions  they  tend 
toward  anterior  crurotomy  or  the  polyethelene 
strut.  Partial  stapedectomy  is  used  for  anterior 
lesions  also.  Those  who  believe  that  stapedectomy 
is,  at  this  time,  the  best  answer  to  otosclerosis  use 
total  stapedectomy  and  prosthetic  replacement 
solely. 

Results  of  Stapes  Surgery  for  Otosclerosis 

The  results  are  really  excellent  and,  although 
some  claims  are  higher  than  95  per  cent,  they  prob- 
ably average  between  80  and  90  per  cent.  What 
criteria  are  the  results  based  upon?  The  improve- 
ment in  hearing  after  surgery  can  be  measured  very 
accurately  by  the  audiometer.  The  surgeon  uses 
speech  tests  for  discrimination  and  pure  tone  tests 
to  determine  accurate  pre-operative  air  and  bone 
conduction  thresholds  at  125  through  4000  cycles 
per  second  (cps).  These  give  an  accurate  baseline 
with  which  post-operative  results  can  be  compared. 
The  air-bone  gap  refers  to  the  difference  in  levels 
between  the  cochlear  reserve  (or  bone  conduction 
level)  and  the  air  conduction  thresholds  on  the 
audiogram.  This  difference  represents  the  conduc- 
tive hearing  loss  of  the  patient.  Closure  of  the 
air-bone  gap  to  within  10  decibels  of  the  bone  curve 
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at  the  one-year  test  was  achieved  in  approximately 
80  per  cent  of  10,000  cases  in  our  questionnaire. 
Poorest  results  were  in  cases  of  total  obliterative 
otosclerosis.  The  post-operative  losses  were  of  both 
the  sensori-neural  (cochlear  damage)  and  conduc- 
tive types.  Slipping  of  the  prosthesis,  tympanic  ad- 
hesions, and  refixations  were  causes  of  conductive 
loss  post-operatively.  Even  when  total  stapedectomy 
is  performed,  it  is  possible  for  the  otosclerosis  again 
to  close  the  oval  window  niche,  although  this  is  not 
frequent. 

According  to  the  9.000  cases  in  our  question- 
naire, sensori-neural  losses  amounted  to  about 
4 per  cent.  Claims  from  different  surgeons  vary 
from  0.5  to  8 per  cent,  but  the  overall  average  was 
4 per  cent  cochlear  loss  post-operatively.  The  total 
obliterative  type  of  otosclerosis  gave  a higher  inci- 
dence of  cochlear  loss  than  any  other  pathologic 
type. 

It  is  not  possible  at  this  time  to  reach  definite 
conclusions  regarding  the  incidence  of  cochlear 
losses  after  stapedectomy  compared  with  less  radi- 
cal techniques.  One  factor  stands  out  prominently : 
the  particularly  low  incidence  of  cochlear  loss  after 
anterior  crurotomy.  In  view  of  the  thought  previ- 
ously expressed  that  anterior  lesions  may  account 
for  the  largest  number  of  cases,  anterior  crurotomy 
should  not  be  discarded.  Otosclerosis  and  the  sur- 
gery attendant  upon  it  is  unique.  It  deals  with  the 
smallest  bone  in  the  body ; it  is  the  most  delicate  of 
all  surgical  procedures,  and  requires  a microscope 
for  its  success ; the  disease  occurs  only  in  the  tem- 
poral bone  of  the  human  being ; results  of  surgery 
can  be  measured  with  mathematical  accuracy ; and, 
last  but  hardly  least,  one  may  expect  a successful 
outcome  in  eight  or  nine  cases  out  of  ten. 

Tympanoplasty 

Tympanoplasty  refers  to  plastic  reconstructive 
surgery  of  the  middle  ear  and  implies  inspection  of 
the  attic,  antrum,  and  all  of  the  tympanum  for  pos- 
sible disease  beside  that  of  hearing  loss.  All  of 
the  methods  previously  mentioned  may  be  used  in 
various  types  of  tympanoplasty.39  The  details  of 
prosthetic  techniques  plus  skin  and  vein  grafts  as 
substitute  tympanic  membranes  illustrate  plastic 
reconstruction.  There  are  five  kinds  of  tympano- 
plasty, according  to  Wullstein.  Actually,  there  are 
many  modifications  and  subdivisions  when  the  re- 
sources of  prosthetic  materials  are  used. 

Conclusion 

Diseases  of  tympanosclerosis,  cholesteatoma  and 
destruction  of  parts  of  the  middle  ear,  congenital 
anomalies  and  otosclerosis — in  short,  all  conductive 
hearing  losses — are  theoretically  amenable  to 
reconstructive  microsurgery.  Theoretically  is  an 
important  word.  The  facts  belie  the  theory.  Only  in 


otosclerosis  and  myringoplasty  have  results  been  so 
excellent  that  fact  and  theory  are  not  in  conflict. 

Each  case,  whether  it  is  infection  and  its  sequelae 
or  congenital  malformation,  must  be  evaluated  indi- 
vidually to  give  a meaningful  prognosis.  Often, 
prognostication  is  not  of  real  value  until  the  surgical 
field  is  open.  In  otosclerosis  a figure  of  80  to  85 
per  cent  good  results  may  be  quoted  with  the  single 
exception  of  cases  of  obliterative  otosclerosis. 

The  strides  in  this  most  delicate  of  surgical  fields 
have  been  made  possible  by  antibiotics,  the  operat- 
ing microscope,  and  the  ingenuity  of  otologic  sur- 
geons. When  otosclerosis  alone  is  considered,  the 
major  share  of  credit  must  go  to  American  otologists. 
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Introduction 

In  the  past  fifteen  years,  increasing  interest 
has  developed  among  clinicians,  geneticists,  and 
investigators  in  many  research  areas  about  the  eti- 
ologies and  treatments  of  congenital  anomalies.  In 
part,  this  may  be  attributed  to  developments  in  the 
application  of  contemporary  biochemical  knowl- 
edge, which  permits  convenient  identification  of 
some  diverse  biochemical  defects.  Also,  the  devel- 
opment of  new  techniques  for  genetic  study,  includ- 
ing chromosomal  analysis,11’24  interference  micro- 
scopy, and  specialized  cytologic  toolsls  have  aroused 
great  clinical  awareness,  and  some  of  these  have  led 
to  the  identification  and  investigation  of  syndromes 
hitherto  unrecognized.  The  present  discussion  will 
be  limited  to  considerations  of  our  present  state  of 
knowledge  about  congenital  anomalies  of  several 
different  types,  and  with  more  specific  groups  of 
disorders  which  illustrate  the  progress  and  limita- 
tions in  clinical  and  laboratory  investigations  of 
these  problems. 

The  incidence  of  congenital  anomalies  among  the 
general  population  was  bound  to  attract  the  atten- 
tion of  workers  in  population  genetics,  and  in  the 
past  few  years  several  studies  have  been  made  on 
the  incidence  of  congenital  anomalies  in  various 
parts  of  the  world.  Schull,  finding  that  increased 
congenital  malformations  occur  in  consanguineous 
marriages,  suggested  genetic  factors  in  their  eti- 
ology.40 In  1961  Stevenson,  in  a discussion  of  this 
problem,  illustrated  its  complexity.42  He  stated  that 
of  every  one  hundred  conceptions,  thirty  fail  to 
produce  a viable  child ; in  at  least  half  of  this  pre- 
natal loss,  defects  of  the  ovum  or  foetus  are  demon- 
strable. Estimates  of  the  incidence  of  disabling 
congenital  defects  vary,  but  some  investigators  be- 
lieve that  the  incidence  is  increasing. 

Stevenson  investigated  etiologic  factors  in  fifty 
newborns  with  congenital  anomalies,  and  found 
that  twenty-five  of  these  had  obvious  malforma- 
tions. Of  these,  five  had  identifiable  enzyme  dis- 


orders, but  the  remaining  twenty  had  unexplained 
anomalies.  In  this  study,  rubella  or  other  infections 
could  account  for  only  a small  proportion  of  anom- 
alies. The  twenty-five  infants  who  had  no  actual 
malformations  included  eight  with  recognized 
single-enzyme  disorders,  at  least  four  with  chromo- 
somal anomalies,  and  others  in  which  no  cause  could 
be  determined. 

The  difficulties  in  classification  of  congenital 
anomalies  by  etiology  are  well  shown  by  the  above 
studies.  In  order  to  establish  a basis  for  discussion 
of  certain  disorders,  however,  congenital  anomalies 
are  arranged  in  groups  according  to  our  present 
state  of  understanding: 

I.  Those  due  to  undetermined  causes. 

II.  Those  due  to  effects  of  exogenous  influences. 

A.  mechanical  (constriction  bands) 

B.  chemical  (prenatal  influences  of  drugs) 

C.  physical  (irradiation) 

D.  infectious  (rubella) 

III.  Those  due  to  intrinsic  abnormalities  of  the 
zygote  resulting  from  chromosomal  abnormalities 
of  ovum,  sperm,  or  both  which  may  be  subject  to 
genetic  determination  in  some  instances. 

A.  X and  Y chromosome  anomalies 

(Turner’s  syndrome) 

B.  Trisomies  (mongolism) 

IV.  Those  due  to  chromosomal  aberrations  of  the 
foetus,  occurring  during  cleavage  division,  which 
may  sometimes  be  genetically  determined  (mosaic- 
ism ) . 

V.  Anomalies  caused  by  the  expression  of  certain 
genes,  which  are  not  necessarily  (in  fact,  probably 
rarely  are)  associated  with  altered  chromosome 
morphology,  as  determined  by  present  techniques. 

A.  common  skeletal  defects41 

B.  glucose-6-phosphate  dehydrogenase 

deficiency45 

C.  haemoglobinopathies45,44 

D.  phenylketonuria45 

E.  neurofibromatosis41 

Discussion 

According  to  the  survey  results  available  at  the 
present  time,  congenital  anomalies  due  to  unknown 
causes  outnumber  those  in  which  we  are  able  to 
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identify  a specific  biochemical  or  chromosomal  ab- 
normality. It  is  obvious  that  even  in  instances  where 
a responsible  gene,  enzyme,  chromosome  or  irri- 
tant factor  is  identified,  the  mechanisms  by  which 
the  phenotype  is  produced  remain,  for  the  most 
part,  obscure.  In  fact,  it  is  fair  to  say  that  only  a 
small  beginning  has  been  made  in  the  understanding 
of  morphogenesis,  and  until  the  underlying  proc- 
esses which  control  and  mediate  normal  develop- 
ment are  understood,  the  “causes"  of  abnormal  de- 
velopment, as  distinct  from  the  etiologies  as  we  are 
discussing  them,  will  remain  unexplained. 

Many  examples  of  the  effects  of  exogenous  influ- 
ences on  foetal  development  have  been  documented, 
and  it  is  in  this  group  of  anomalies  that  we  may 
logically  anticipate  maximum  progress  in  terms  of 
prevention.  The  dramatic  awakenings  occasioned 
by  the  recent  thalidomide  tragedies  have  at  least 
served  to  focus  public  and  medical  attention  on  the 
problem  of  prenatal  injury  from  medications,  which 
regrettably  is  not  limited  to  thalidomide.26  It  may 
be  that  the  group  of  deformed  infants  resulting 
from  similar  mechanisms  of  other  less  publicized 
substances  is  larger  than  we  suspect.  It  is  hoped 
that  further  investigations  may  lead  to  a preventive 
medicine  program  on  this  level. 

The  dangers  of  irradiation  to  unborn  children  are 
well  appreciated.29  Increased  incidence  of  foetal 
anomalies  have  been  correlated  with,  among  other 
things,  prenatal  irradiation.  Recently,  considerable 
progress  has  been  made  in  understanding  of  the 
processes  involved  in  radiation  damage  to  cells,  but 
much  remains  to  be  done.  Radiation  is  particularly 
detrimental  to  dividing  cells.  If  peripheral  blood 
cells  are  cultured  from  normal  individuals  following 
diagnostic  X-ray  studies,  striking  chromosomal 
aberrations  including  translocations  and  chromo- 
some breaks  may  be  seen.46  The  amount  of  damage 
produced  by  radiation  to  cells  depends  not  only  on 
dosage  of  ionizing  radiation,  but  on  sensitivity  of  the 
cells  and  on  other  factors.  It  is  dependent,  among 
other  things,  on  environmental  factors  such  as  oxy- 
gen (which  increases  the  chromosome  aberrations 
produced)  and  on  certain  chemical  substances  con- 
taining sulfhydrvl  groups  (which  lessen  the  detri- 
mental effect).44 

Maternal  infections  during  pregnancy  are  some- 
times associated  with  foetal  anomalies,  but  the  time 
of  gestation  and  the  nature  of  the  infectious  agent 
determine  whether  damage  will  occur.  In  addition, 
unknown  factors  seem  to  play  a role.  Originally, 
investigators  felt  that  rubella  infection  during  the 
first  trimester  of  pregnancy  was  associated  with  a 
high  incidence  of  foetal  anomalies,  particularly  in- 
volving the  eye  and  heart.  Since  further  studies  have 
been  undertaken,  most  observers  agree  that  the 
incidence  of  defects  is  not  as  high  as  was  originally 


anticipated.  It  has  been  established,  moreover,  that 
rubella  is  not  the  only  viral  illness  which  may  com- 
promise the  development  of  the  foetus ; a recent 
study  by  Coffey  and  Jessup  suggests  that  an  in- 
creased incidence  of  congenital  malformations  may 
also  follow  after  Asian  influenza.10  Detrimental 
effects  are  not  limited  to  viral  infections,  since 
clinically  unrecognized  toxoplasmosis  in  the  mother 
may  give  rise  to  fatal  disease  in  the  infant.7  Since 
the  clinical  expression  of  such  diseases  is  so  variable 
in  adults,  it  may  well  be  that  more  foetal  anomalies 
are  due  to  such  infectious  agents  than  we  can  pres- 
ently document. 

Chromosomal  Anomalies 

Very  extensive  investigation  is  under  way  pres- 
ently on  chromosomal  anomalies  which  result  in 
the  birth  of  children  with  characteristic  clinical 
syndromes.  Thus  far,  such  disorders  fall  into  two 
main  categories : 

I.  Autosomal  abnormalities,  in  which  one  or 
more  of  the  twenty-two  pairs  of  normal  human 
chromosomes  not  concerned  with  sex  determination 
are  absent,  reduplicated,  or  otherwise  anomalous. 

II.  Sex  chromosome  abnormalities,  in  which  the 
X and  Y chromosomes  concerned  with  determina- 
tion of  sex  are  abnormally  constituted  or  distributed. 

The  human  chromosomes  had  been  suspected  for 
many  years  as  playing  a role  in  certain  disease 
states.  Until  recently,  only  imperfect  preparations 
of  chromosomes  could  be  achieved ; consequently 
studies  based  upon  them  were  not  satisfactory.  For 
many  years,  it  was  believed  that  the  normal  number 
of  chromosomes  in  man  was  48.  Not  until  Tjio  had 
developed  a method  of  preparation  of  cells  which 
permitted  accurate  examination  was  it  discovered 
that  the  normal  chromosomal  number  in  man  was 
46. 47  Of  these,  44  comprised  the  “autosomes”  and 
2 were  “sex  chromosomes”  (Figure  I). 


Figure  I.  Chromosome  spread  of  human  bone  mar- 
row cell  from  a normal  individual.  Arrows  point  to 
X and  Y chromosomes. 
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The  importance  of  Tjio’s  work  was  almost  imme- 
diately appreciated  in  many  areas  of  research  and 
clinical  practice.  Within  a short  time,  several  tissues 
were  being  utilized  in  tissue  culture  work  to  provide 
dividing  cells  for  chromosome  examination,  and 
these  cells  were  harvested  and  examined  to  deter- 
mine chromosome  number  and  morphology.  At 
present,  three  tissues  are  the  most  popular  sources 
for  dividing  cells  : (1)  blood,28  (2)  bone  marrow,11 
and  (3)  skin,  or  subcutaneous  tissue.  It  is  worth- 
while to  review  some  of  the  significant  develop- 
ments which  have  made  chromosome  study  prac- 
tical on  a clinical  level,  and  particularly  to  point  out 
the  limitations  of  such  procedures  at  the  present 
time. 

The  first  advances  in  the  culture  of  peripheral 
blood  for  chromosome  study  were  made  by  Nowell, 
who,  utilizing  Osgood’s  gradient  culture  method,32 
discovered  that  the  phytohaemagglutinin  used  to 
separate  red  blood  cells  from  freshly  drawn  blood 
had  another  important  action.  In  addition  to  agglu- 
tinating erythrocytes,  it  possesses  the  ability  to 
stimulate  mitosis  in  mononuclear  blood  cells.31 
Until  Nowell’s  discovery,  it  was  known  that  certain 
mononuclear  blood  cells  had  the  ability  to  synthe- 
size desoxyribosenucleic  acid,  and  therefore  were 
presumably  capable  of  mitosis.3  Phytohaemagglu- 
tinin, extracted  from  the  bean  Phaseolus  vulgaris37 
has  a factor  which  promotes  division  of  normal 
peripheral  mononuclear  blood  cells  within  24  to  48 
hours  in  vitro.  It  has  now  been  established  by  sev- 
eral investigators  using  a variety  of  techniques  that 
the  propagating  cells  of  peripheral  blood  are  prob- 
ably members  of  the  lymphocytic  series  ( Figure  II ) . 

Bone  marrow  has  been  used  in  two  ways  for  the 
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Figure  II.  Chromosomes  of  a cultured  normal  peri- 
pheral blood  cell  of  male  subject.  Y chromosome  is 
marked.  Two  areas  of  satellite  association  of  acro- 
centic  chromosomes  are  also  present. 
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study  of  chromosomes.  Actively  dividing  cells  are 
normally  present  in  bone  marrow,  and  fresh  aspi- 
rated marrow  has  been  used  in  several  laboratories 
to  study  chromosome  constituency  of  individuals 
with  suspected  abnormalities.11  In  these  prepara- 
tions, dividing  cells  consist  primarily  of  myelocytic 
and  erythrocytic  cells,  so  that  dividing  cells  of  blood 
(probably  lymphocytic)  and  marrow  represent  dif- 
ferent cell  series.  In  addition,  a method  has  been 
devised  for  the  cultivation  and  chromosome  study 
of  the  fibroblast-like  cells  of  marrow  particles,  which 
are  believed  to  represent  stromal  elements  and  not 
haemic  cells15,14  (Figure  III). 


Figure  III.  Fibroblast-like  cells  of  marrow  culture 
showing  several  mitotic  figures.  A few  smaller  haemic 
cells  are  also  present. 


Skin  fragments  have  been  cultured  for  chromo- 
some study  by  many  investigators,  and  offer 
another  suitable  tissue  for  analysis.  One  basic  prob- 
lem in  tissue  culture  of  cells  from  whatever  origin 
is  the  tendency  of  the  cells  to  divide  at  a rapid  rate 
in  vitro,  which  increases  the  opportunity  for  “acci- 
dents” to  occur  in  the  separation  of  chromosomes. 
Also,  the  lack  of  whatever  substances  mediate  cell 
division  in  the  body  probably  contributes  to  the 
tendency  for  aneuploidy  in  such  cells.  In  most  of  the 
culture  systems  mentioned,  a tendency  for  “endo- 
reduplication”  of  cells  occurs.  These  cells  contain 
twice  the  normal  number  of  chromosomes  and  are 
readily  identified  in  culture  preparations  (Figure 
IV).  They  result  from  the  failure  of  dividing  cells 
to  separate,  with  subsequent  synthesis  of  another 
set  of  chromosomes. 

Certain  pitfalls  exist  in  the  interpretation  of  data 
derived  from  these  in  vitro  studies.  The  limited 
scope  of  blood  and  bone  marrow  in  terms  of  cell 
series  represented  has  been  emphasized.  In  most 
instances,  either  of  these  tissues  reflects  the  body 
karyotype,  but  in  certain  cases  they  may  give  an 
incomplete  picture.  In  the  culture  of  skin,  migrat- 
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Figure  IV.  Endoreduplication  in  marrow  fibroblast- 
like cell.  46  chromosome  pairs  (92  chromosomes) 
are  present. 

ing  and  proliferating  cells  have  not  always  been 
traced  with  certainty.  They  are  assumed  to  be 
fibroblasts,  epithelial  cells,  vascular  components,  or 
combinations  of  these.  Preliminary  studies  which 
we  are  conducting  on  this  problem  indicate  that 
more  than  one  cell  series  may  participate  in  this 
outgrowth,  under  some  in  vitro  circumstances.16 

In  most  instances  of  chromosomal  abnormality 
where  the  cell  population  is  homogeneous,  any  of 
the  three  methods  described  yield  adequate  infor- 
mation for  diagnosis,  if  a sufficient  number  of  cells 
is  examined.  From  a practical  standpoint,  periph- 
eral blood  cells  offer  the  minimum  of  technical 
problems,  and  maximum  convenience  in  sampling. 
In  other  conditions  such  as  mosaicism,  such  sam- 
pling may  be  insufficient,  as  will  be  seen. 

Autosomal  Abnormalities 

The  autosomal  abnormality  most  well-known  to 
investigators  from  a clinical  standpoint  is  mongol- 
ism or  “Down’s  syndrome’’  as  it  is  now  popularly 
called.  Early  manuscripts  on  mongolism  contrib- 
uted classical  descriptions  of  the  physical  and  intel- 
lectual stigmata,  and  in  the  past  thirty  years  or 
more,  extensive  investigations  of  the  physical  and 
chemical  aspects  of  the  disorder  have  been  made. 
Within  the  past  few  years,  a common  denominator 
has  been  found  among  patients  with  this  disorder, 
which  probably  explains  at  least  in  part  the  great 
similarity  in  clinical  observations  on  mongoloid 
children;  it  has  also  opened  the  way  for  unsus- 
pected basic  genetic  considerations  in  humans. 

Mongoloid  patients  have  47  chromosomes  in- 
stead of  the  normal  46. 23  The  extra  chromosome, 
identical  in  all  patients  studied,  is  number  21,  a 
short  acrocentric  (Figure  V).  In  most  instances 


all  body  cells  are  affected,  and  the  diagnosis  of  mon- 
golism may  be  established  by  examination  of  blood, 
bone  marrow,  skin,  or  any  other  tissue.  In  mongol- 
ism, the  clinical  findings  are  usually  remarkably 
consistent  from  patient  to  patient.  Classical  physi- 
cal stigmata  include  clinodactvly,  webbing  of  the 
toes,  simian  lines,  epicanthal  folds,  and  a high  inci- 
dence of  visceral  anomalies.  Mental  retardation  is 
characteristic.  The  chromosomal  anomaly  associ- 
ated with  this  picture  may  result  from  abnormalities 
of  sperm,  or  more  often  ovum,  in  which  during 
maturation  division,  a non-disjunction  occurs  and 
one  chromosome  lags  behind.  This  leaves  the  re- 
sulting daughter  cells  with  one  extra  chromosome 
and  one  missing  chromosome  respectively.  It  is 
believed  that  cells  which  lack  an  autosome  are  not 
viable  in  most  instances,  but  the  remaining  daugh- 
ter cell,  with  24  instead  of  the  normal  23  chromo- 
somes may  participate  in  the  formation  of  the 
zygote. 

When  an  ovum  or  sperm  containing  24  chromo- 
somes joins  with  an  ovum  or  sperm  possessing  the 
normal  23,  the  resulting  zygote  has  47  chromo- 
somes. Recent  investigations  reveal  that  mongol- 
ism, with  the  extra  21  chromosome,  represents 
only  one  of  a group  of  trisomies.  To  date,  several 
syndromes  have  been  described  involving  chromo- 
somes 13-15  through  22. 33-13  In  most  of  these  dis- 
orders, mental  retardation,  congenital  heart  dis- 
ease, skeletal  malformations  and  eye  defects  are 
most  commonly  seen.  Some  of  the  syndromes  have 
special  features,  such  as  small  mouth  in  17  trisomy, 
and  ear  and  finger  malformations  in  18  trisomy. 

continued  on  next  page 


Figure  V.  Composite  photograph  of  a cultured  cell 
from  a patient  with  mongolism  ( Down’s  sydrome ) . 
Forty-seven  chromosomes  are  present. 
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It  is  of  interest  that  no  trisomies  involving  the 
largest  chromosomes  have  been  recognized,  and  it 
has  been  suggested  that,  while  duplication  of 
genetic  material  contained  on  the  smaller  chromo- 
somes is  compatible  with  life,  gross  imbalances  in 
genetic  material  produced  by  larger  chromosome 
duplications  may  be  lethal. 

This  mechanism  of  non-disjunction,  then, 
appears  to  be  responsible  for  a certain  proportion 
of  congenital  anomalies  of  the  type  described  above. 
The  determination  of  factors  which  influence  non- 
disjunction in  man  are  of  primary  importance,  in 
terms  of  prevention  of  these  disorders.  Although 
studies  have  been  made  of  the  trisomic  state  in 
some  animals  (Drosophila),  the  causes  of  non- 
disjunction in  man  remain  obscure.  It  has  been 
known  for  many  years  that  one  factor  which  is 
frequently  associated  with  increased  incidence  of 
mongolism  is  increased  maternal  age.35  Whether 
non-disjunction  of  germ  cells  is  increased  in  human 
subjects  with  aging  has  not  been  established  in  any 
predictable  way,  but  clinical  evidence  suggests  that 
this  is  so. 

The  incidence  of  mongolism  is  1 in  600  live 
births.  While  the  chances  of  a second  mongoloid 
child  being  born  to  parents  of  one  mongoloid  are 
slightly  higher  than  this,  there  is  no  definite  evi- 
dence that  mongolism  is  transmitted  by  specific 
genes. 

A single  exception  to  the  above  occurs  in  a small 
minority  of  patients  with  mongolism.  When  large- 
scale  studies  of  mongoloid  patients  began,  it  was 
soon  found  that  an  occasional  patient  had  only  46 
chromosomes  visible  in  each  cell,  rather  than  47. 
At  first,  it  appeared  that  the  syndrome  was  not 
inevitably  related  to  the  presence  of  2 1 trisomy,  but 
the  discrepancy  was  soon  explained  on  a different 
basis.  It  was  found  that  the  patients  who  appeared 
to  have  only  46  chromosomes  actually  had  the 
genetic  material  of  47  chromosomes,  including  the 
extra  21.  Because  of  a translocation,  between  chro- 
mosomes of  the  13  to  15  group  and  a 21,  only  46 
countable  chromosomes  were  present,  but  the 
extra  21  was  there,  attached  to  one  of  the  larger 
acrocentric  chromosomes.5  Investigations  of  the 
parents  and  siblings  of  such  patients  brought  to 
light  an  unexpected  situation.  One  parent  had  nor- 
mal chromosomes.  The  other  parent  had  only  45 
countable  chromosomes,  but  actually  had  the  nor- 
mal genetic  material  contained  in  46,  since  the  same 
attachment  of  a 21  chromosome  to  a larger  one  was 
seen.  A comprehensive  discussion  of  the  mecha- 
nisms of  inheritance  of  translocation  mongoloids 
has  been  provided  by  Breg  and  others.5 

It  has  been  stated  that  translocation  mongoloids 
are  “hereditary.”  It  is  true  that  the  chromosomal 
complement  resulting  in  mongolism  is  passed  from 
parent  to  child  in  this  situation.  It  is,  however, 
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quite  a different  situation  from  the  “hereditary” 
transmission  of  disease  as  we  are  accustomed  to 
think  of  it.  In  most  instances,  hereditary  diseases 
are  the  result  of  specific  determinants  in  genetic 
material  which  are  reflected  in  the  phenotype  of 
the  affected  individual.  In  the  case  of  translocation 
mongolism,  however,  an  abnormal  phenotype  of  the 
offspring  results  from  abnormal  distribution  of  pre- 
sumably normal  genetic  material.  It  appears  to  be, 
then,  a mechanical  kind  of  accident,  and  represents 
a special  kind  of  heredity  unique  in  the  annals  of 
human  disease. 

Another  feature  of  mongolism  deserves  special 
mention,  because  it  may  be  related  to  other  chromo- 
some abnormalities.  It  has  been  known  for  many 
years  that  mongoloids  have  a higher  incidence  of 
leukemia  than  the  normal  population,  both  in  in- 
fancy and  in  adult  life.  An  abnormality  in  chromo- 
some 21  is  characteristic  of  leukemia  cells  from 
patients  with  chronic  myelocytic  leukemia  (Figure 
VI).  Because  chromosome  21  is  abnormal  in  both 


Figure  VI.  Myeloid  cell  from  uncultured  bone  mar- 
row, chronic  myelocytic  leukemia.  One  of  the  small 
acrocentric  chromosomes,  a number  21,  is  abnorm- 
ally short.  This  Philadelphia  chromosome  is  found 
in  leukemic  cells,  but  not  in  normal  body  cells  of 
other  types. 

disease  states,  Tough  and  associates  have  sug- 
gested that  a haematopoietic  locus  may  exist  on 
chromosome  21,  and  that  the  association  of  leu- 
kemia with  mongolism  may  be  related  to  an  imbal- 
ance of  factors  produced  by  the  extra  21.  This 
attractive  idea  remains  to  be  explored  ; leukemia  has 
been  reported  in  family  members  of  patients  with 
other  chromosome  disorders,  however.  It  is  possible 
that  the  disease  may  be  related  to  a variety  of 
chromosome  anomalies,  and  not  to  any  specific  one. 

With  the  exception  of  trisomies,  no  consistent 
abnormalities  of  autosomes  have  been  documented. 
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Large  satellites  on  certain  chromosomes  from 
patients  with  Marfan’s  syndrome  have  been  re- 
ported, but  these  observations  were  not  confirmed.29 
The  significance  of  secondary  constrictions  found 
in  certain  chromosomes  in  some  cells  has  not  been 
determined.12  A wide  variety  of  abnormalities, 
ranging  up  to  complete  trisomy,  has  been  reported 
in  certain  instances  of  severely  anomalous 
individuals.4 

Sex  Chromosomes 

An  equal  amount  of  interest  has  developed  in  the 
wide  variety  of  clinical  and  chromosomal  abnor- 
malities involving  chromosomes  X and  Y.24  It  is  of 
interest  again  to  note  that,  while  anomalies  of  the 
largest  autosomes  seem  incompatible  with  life,  sex 
chromosome  anomalies  are  relatively  common,  and 
even  the  widest  deviations  from  the  normal  chro- 
mosome complement  are  tolerated  in  terms  of  sur- 
vival, albeit  with  distressing  clinical  accompani- 
ments in  many  instances. 

The  simplest  of  the  sex  chromosome  disorders 
are  Klinefelter’s  syndrome  and  Turner's  syndrome. 
Klinefelter’s  syndrome  encompasses  a wide  clinical 
group  of  individuals  who  show,  classically,  sterility, 
hyalinization  of  testicular  tubules,  and  a variable 
display  of  gynecomastia.  Chromosomally,  it  is  char- 
acterized by  an  XXY  complement,  rather  than  the 
normal  XY  male  complement.  That  is,  each  cell 
contains  47  chromosomes,  and  the  extra  chromo- 
some is  an  X.  Turner's  syndrome  shows  clinical 
manifestations  of  short  stature,  variable  webbing 
of  the  neck,  increased  carrying  angles  of  the  arms, 
and  failure  of  ovarian  development.  Patients  with 
Turner’s  syndrome  have  only  45  chromosomes  in 
each  cell,  and  the  sexual  karyotype  is  XO,  since  the 
missing  chromosome  is  an  X.  Both  of  these  dis- 
orders are  thought  to  arise  from  the  non-disjunc- 
tion mechanism  described  in  the  discussion  of  mon- 
golism, but  in  contrast  to  mongolism  other  than 
translocation  type,  many  instances  of  familial  inci- 
dence of  sex  chromosome  abnormalities  have  been 
described.  This  suggests  that  genetic  factors  may 
play  a significant  role  in  non-disjunction  in  humans, 
at  least  in  some  instances. 

The  literature  is  now  replete  with  individual  case 
reports  of  a wide  variety  of  sex  chromosome  abnor- 
malities.22 A comprehensive  discussion  of  the  clini- 
cal and  chromosomal  implications  of  all  of  these 
entities  would  be  beyond  the  scope  of  the  present 
discussion.  A word  is  in  order,  however,  about  the 
clinical  management  of  the  “intersex”  problems, 
whether  chromosomal  or  otherwise. 

When  a problem  case  arises  in  which  definition 
of  sex  is  in  question,  it  is  not  unusual  for  all  avail- 
able tools  to  be  brought  to  bear  on  the  problem  of 
diagnosis.  With  the  aid  of  buccal  smears,  peripheral 
blood  or  marrow  study  of  chromosomes,  and  occa- 
sionally surgical  exploration,  a definitive  diagnosis 


of  chromosomal  sex  can  ordinarily  be  made.  While 
this  diagnosis  is  of  great  interest  academically,  it 
may  in  some  cases  be  irrelevant  to  the  assigning  of 
sex  to  the  patient.  This  point  is  occasionally  not 
appreciated  by  enthusiastic  investigators.  Most 
workers  who  have  had  the  exacting  task  of  handling 
such  situations  agree  that,  while  chromosomal  and 
practical  “sex  assignments”  are  usually  in  agree- 
ment, unfortunate  exceptions  occur.  For  all  prac- 
tical purposes,  two  principles  may  be  used  as 
guides : ( 1 ) The  sex  assignment  of  the  individual 
of  questionable  status  should  be  determined  pri- 
marily by  the  ultimate  functional  result  which  may 
be  achieved  as  regards  sex  organs  and  social  orien- 
tation. (2)  If  a sex  role  has  been  assigned,  young 
children  become  oriented  very  early  in  life  ; in  most 
instances,  attempting  to  change  the  role  to  conform 
with  results  of  laboratory  investigations  may  pro- 
voke serious  psychological  problems. 

Mosaics 

Soon  after  chromosome  studies  reached  their 
present  state  of  popularity,  certain  discrepancies 
were  noted  in  studies  of  patients  with  suspected  sex 
chromosome  anomalies.  A concept  familiar  in  ex- 
perimental genetics  was  soon  found  applicable  in 
man. 

Normally,  when  a zygote  begins  with  46  chromo- 
somes, successive  cleavage  divisions  produce  daugh- 
ter cells  which  also  contain  46  chromosomes,  and 
ultimately  almost  all  body  cells  contain  the  same 
number.  (Occasional  “renegade”  cells  may  appear 
in  normal  individuals.)  In  mosaicism,  on  the  other 
hand,  two  or  more  cell  populations  or  stemlines 
exist  in  the  same  person,  so  that  different  karyo- 
types exist  in  various  cells  and  organs.  Mosaicism 
results  from  non-disjunction,  but  this  occurs  dur- 
ing cleavage  divisions  of  the  zygote,  rather  than  in 
the  germ  cells.  Thus,  a zygote  may  begin  with  46 
chromosomes,  and  in  the  course  of  one  cleavage 
division  with  non-disjunction,  produce  two  daugh- 
ter cells  : one  with  47  chromosomes,  and  one  with  45. 

The  relative  proportion  of  cells  of  either  type  in 
the  mature  individual  will  be  dependent  on  the 
time  at  which  non-disjunction  occurs.  If  it  occurs 
in  the  first  cleavage  division  of  the  embryo,  theo- 
retically 50  per  cent  of  body  cells  will  have  45 
chromosomes,  and  50  per  cent  will  have  47  chromo- 
somes, although  other  factors  may  determine  varia- 
tions in  preferential  selection  of  any  one  stem  line 
over  another.  If  non-disjunction  occurs  later  in 
development,  three  cell  types  will  result : ( 1 ) nor- 
mal cells,  (2)  the  resulting  cell  type  with  an  extra 
chromosome,  and  ( 3 ) the  resulting  cell  type  with  a 
missing  chromosome. 

Accordingly,  many  types  of  mosaics  have  been 
described  during  the  past  two  years,  most  of  the 
instances  in  individuals  with  sex  chromosome  varia- 
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tions.  Even  more  interesting  are  recent  descriptions 
of  autosomal  mosaicism.9,17  For  example,  a case  of 
mongolism  has  been  described  in  which  most  stig- 
mata were  present  in  a child  with  normal  intellect. 
In  this  patient,  chromosomal  mosaicism  was  found, 
in  which  part  of  the  cells  contained  the  extra  21 
chromosome  typical  of  mongolism,  and  part  of  the 
cells  did  not.  It  was  suggested  that  central  nervous 
system  components  might  be  composed  of  normal 
rather  than  abnormal  cells,  so  that  mongolism  with- 
out retardation  resulted.  This  supposition  has  not 
been  verified. 

In  contrast  to  the  relatively  easy  chromosome 
analysis  diagnosis  of  the  more  common  chromo- 
somal anomalies,  the  adequate  work-up  of  a mosaic 
patient  is  difficult.  Because  the  quantity  and  distri- 
bution of  the  chimeric  types  of  cells  in  any  mosaic 
is  unpredictable,  skin,  blood,  or  bone  marrow  speci- 
mens from  different  locations  may  show  varying 
karyotypes.  Extensive  sampling  of  different  tissues 
from  different  locations  must  be  carried  out  to  in- 
sure an  accurate  and  complete  picture.  The  amount 
of  time  and  work  necessary  to  screen  such  a patient 
properly  can  hardly  be  overestimated.  Variability 
which  may  be  encountered  in  mosaicism  is  demon- 
strated in  Table  1.  The  subject  had  three  popula- 
tions of  cells,  with  a karyotype  of  XO/XY/XYY. 
The  proportions  of  normal  and  abnormal  cells  found 
in  blood  and  bone  marrow  on  different  occasions 
are  illustrated.  In  the  interpretation  of  such  data, 
care  must  be  taken  that  consistent  abnormalities 
are  demonstrated,  and  conclusions  may  be  drawn 
only  if  the  same  chromosome  is  absent  or  extra  in 
all  cells  with  an  abnormal  number  of  chromosomes. 

The  incidence  of  mosaicism  in  the  general  popula- 
tion is  not  known,  and  very  extensive  screening 
procedures  may  be  necessary  to  determine  its  inci- 
dence. Since  it  is  not  always  associated  with  obvi- 
ous clinical  abnormalities,  it  may  be  found  to  be 
relatively  common. 

No  comprehensive  treatment  of  the  chromosome 
disorders  has  been  provided,  but  the  main  cate- 
gories in  which  clinical  interest  is  developing  have 
been  mentioned.  It  is  well  to  emphasize,  in  spite  of 
the  progress  which  has  been  made,  that  our  under- 
standing of  these  problems  is  limited.  Many  severe 


TABLE  1* 


Number 

Cells 

44 

44 

45 

46 

47 

48 

48 

Peripheral  Blood 

113 

2 

1 

2 

100 

8 

Fresh  marrow  (I) 

51 

4 

1 

41 

3 

1 

1 

Cultured  marrow  (I) 

43 

16 

3 

23 

1 

Cultured  marrow  (II) 

42 

1 

2 

1 

28 

10 

T otal 

249 

7 

3 

20 

172 

44 

2 

1 

^Courtesy  of  B.  E.  Barker  and  H.  Fanger;  Department  of 
Pathology,  Rhode  Island  Hospital. 
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and  disabling  congenital  anomalies  show  no  chro- 
mosome abnormalities  with  present  techniques. 
Some  apparently  normal  individuals  have  been  re- 
ported with  unusual  chromosome  complements.  The 
factors  underlying  the  non-disjunction  which  lead 
to  trisomic  and  mosaic  individuals  are  obscure. 
Hopeful  progress  is  being  made  in  further  refine- 
ments of  techniques  which  should  provide  more 
information. 

Most  of  the  techniques  which  have  been  devel- 
oped in  the  past  few  years  have  had  application 
mainly  in  the  diagnosis  of  chromosomal  disorders. 
Considering  the  state  of  knowledge  in  this  field  ten 
years  ago,  the  progress  achieved  to  date  has  been 
impressive.  Nevertheless,  much  remains  to  be  done. 

Single-Enzyme  Disorders 

One  of  the  most  interesting  groups  of  congenital 
anomalies  is  that  comprised  of  “gene-enzyme”  dis- 
orders. Several  of  these  will  be  discussed,  with 
particular  attention  to  those  in  which  new  knowl- 
edge has  been  brought  to  bear  on  older  clinical 
observations,  or  in  which  new  principles  have  come 
to  light.  The  disorders  which  will  be  considered  in 
some  detail  in  this  category  are  : ( 1 ) haemoglobino- 
pathies,  (2)  glucose-6-phosphate  dehydrogenase 
deficiency,  (3)  phenylketonuria,  and  (4)  neuro- 
fibromatosis. 

The  consideration  of  the  “single  gene-single 
enzyme”  disorders  necessitates  a discussion  of  some 
basic  contemporary  concepts  of  genic  inheritance,  as 
well  as  recent  biochemical  data  which  is  just  begin- 
ning to  explain  how  genes,  enzymes,  and  amino  acids 
interact  in  cells.  One  must  begin  at  a sub-chromo- 
somal level  and  consider  the  interaction  of  desoxy- 
ribosenucleic  acid  (DNA),  ribosenucleic  acid 
(RNA),  and  enzymes  and  amino  acids  as  they  are 
presently  understood.  This  information  must  be  con- 
sidered in  the  context  of  our  present  state  of  knowl- 
edge, with  a suspicion  (based  on  past  experience) 
that  theories  concerning  many  of  the  mechanisms 
may  undergo  radical  change  in  the  future.36,45,44 

Genes  are  located  on  chromosomes  and,  as  nearly 
as  we  can  tell,  consist  of  the  same  material  as 
chromosomes,  DNA.  The  total  number  of  genes  in 
the  chromosomes  of  man  has  not  been  determined, 
but  current  estimates  are  in  the  neighborhood  of 
several  thousand.  Each  gene  is  felt  to  control  a spe- 
cific action,  and  in  many  instances  consists  of  a 
system  of  activators,  repressors,  inhibitors,  and 
other  controlling  mechanisms.  DNA,  which  exists 
as  a double  helix  of  purine  and  pyrimidine  bases 
coupled  with  sugar  and  phosphate  groups,  produces 
RNA.  The  exact  way  in  which  RNA  is  produced 
has  not  been  explained,  but  presumably  it  arises  in 
a groove  on  the  double  stranded  DNA  molecule 
and  depends  on  both  strands  for  synthesis.  RNA 
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exists  in  several  forms  in  the  cell,  including  mes- 
senger RNA,  transfer  RNA,  and  fixed  RNA. 
Fixed  RNA  accounts  for  most  of  the  substance, 
and  is  located  in  the  microsomes.  It  is  believed  that 
the  information  in  the  DNA  (chromosomes)  is 
transmitted  to  this  RNA.  Since  RNA  mediates  and 
controls  protein  synthesis  in  the  cell,  the  metabolic 
processes  of  the  cell  are  directed  by  this  system. 
The  ways  in  which  RNA  goes  about  controlling 
protein  synthesis  are  unique  and  deserve  at  least 
brief  description. 

Proteins  consist  of  polypeptides,  and  the  arrange- 
ment of  amino  acid  determines  the  specificity  of  the 
protein.  Since  peptide  chains  consist  of  large  num- 
bers of  amino  acids  in  particular  arrangements,  it 
is  evident  that  careful  control  of  amino  acid  posi- 
tions plays  a critical  role  in  the  synthesis  of  the 
required  proteins.  Certainly  such  an  arrangement 
leaves  nothing  to  chance,  since  there  is  no  room 
for  error. 

According  to  the  most  recent  data,  RNA  bears 
the  assignment  or  message  from  DNA,  and  pro- 
ceeds from  the  nucleus  of  the  cell  to  the  cytoplasm. 
In  the  cytoplasm,  specific  functions  of  a particular 
RNA  molecule  depend  upon  which  messages  have 
been  built  into  it.  For  example,  certain  RNA  mole- 
cules are  responsible  for  picking  up  certain  amino 
acids  and  getting  them  ready  for  incorporation  into 
peptides.  Other  RNA  molecules  seem  to  have  the 
task  of  setting  up  the  appropriate  amino  acid 
sequence.  It  is  known  that  all  of  the  RNA  molecules 
concerned  with  picking  up  amino  acids  have  a 
certain  sequence  of  terminal  bases  in  common : 
cytosine-cytosine-adenine.  This  group,  present  at 
the  end  of  each  RNA  molecule  of  this  kind,  pro- 
vides the  basis  for  the  attachment  of  high  energy 
phosphate  bonds  of  adenosine  triphosphate,  which 
are  needed  to  pick  up  the  amino  acid.  The  remain- 
der of  each  RNA  molecule  contains  the  information 
as  to  which  amino  acid  is  to  be  attached.  All  of  this 
is  mediated  by  specific  enzymes  (produced  by  other 
RNA)  so  that  the  final  combination  product  is 
specific  RNA-specific  enzyme-specific  amino  acid. 
The  various  amino  acids  are  trapped  by  their  spe- 
cific complexes  and  transported  off  to  the  micro- 
somes, where  individual  places  await  each  complex. 
When  all  amino  acids  are  in  pla^e,  they  are  hooked 
up  to  form  the  appropriate  peptide.  Many  potential 
sources  of  error  exist  in  such  a scheme  which  could 
result  in  errors  of  the  final  synthesized  protein. 

Haemoglobinopathies 

The  haemoglobinopathies  are  of  particular 
interest  as  examples  of  genic  congenital  disorders, 
because  of  the  extensive  biochemical  investigation 
which  has  been  done  on  the  haemoglobin  molecule. 
W hile  in  many  congenital  disorders  certain  bio- 
chemical defects  are  suspected,  in  the  abnormal 


haemoglobins  many  of  the  exact  molecular  changes 
are  known.45  In  addition,  this  group  of  diseases 
illustrates  how  a position  change  or  substitution  of 
one  amino  acid  in  a peptide  chain  may  produce  pro- 
found biochemical  and  physiological  results. 

For  many  years,  clinicians  have  been  familiar 
with  sickle  cell  anemia  and  its  particularly  high 
incidence  in  patients  of  Negro  or  Mediterranean 
ancestry.  The  hereditary  nature  of  the  illness  was 
known.  Certain  physiological  characteristics  of  the 
“sickle”  erythrocytes  were  utilized  for  diagnosis. 
But  it  was  not  until  Pauling,  working  with  haemo- 
globin from  abnormal  individuals,  began  to  com- 
pare the  constituent  amino  acids  that  the  underly- 
ing defect  was  identified.34  Since  methods  have 
been  developed  to  break  down  the  haemoglobin 
molecule  and  chart  the  electrophoretic  mobilities  of 
the  fractions  obtained,  investigators  have  discov- 
ered that  sickle  cell  (S)  haemoglobin  differs  from 
normal  (A)  haemoglobin  in  only  one  amino  acid 
among  the  hundreds  of  amino  acids  which  comprise 
its  chains. 

In  “Peptide  4,”  a residue  of  the  haemoglobin 
molecule,  a single  glutamic  acid  is  replaced  by 
valine,  and  the  electrical  charge  of  the  molecule  is 
altered  by  this  substitution.  The  substitution  of 
lysine  for  glutamic  acid  in  the  identical  position 
results  in  the  formation  of  another  haemoglobin 
(C)  which  is  also  associated  with  clinical  manifes- 
tations of  anemia.20  Haemoglobins  S,  C,  and  A are 
known  to  be  alleles  of  each  other ; that  is,  they  are 
carried  on  the  same  loci  of  homologous  chromo- 
somes. Thus,  A and  C may  be  present  in  the  same 
individual,  or  S and  C,  or  S and  A.  These  genes  are 
involved  in  the  chemical  formation  of  the  “beta” 
chains  of  haemoglobin  ; each  haemoglobin  molecule 
consists  of  two  alpha  chains  and  two  beta  chains. 

Haemoglobin  abnormalities  of  the  type  described 
may  involve  the  beta  chains  or  the  alpha  chains. 
Biochemical  studies  have  established  that  haemo- 
globins S,  C,  G,  H (Saskatoon),  M (Milwaukee) 
and  D (beta,  Punjab)  have  single  amino  acid  sub- 
stitutions of  the  beta  chain  of  haemoglobin,  and  in 
most  instances  the  amino  acid  interchange  repre- 
sents exchange  of  some  other  amino  acid  for  glu- 
tamic acid,  although  histidine  and  valine  are  also 
replaced  in  some  of  the  disorders.44  Alpha  chain 
abnormalities  described  include  haemoglobins  I,  G 
(Honolulu),  Norfolk,  M (Boston)  and  G (Phila- 
delphia) all  of  which  have  one  amino  acid  substitu- 
tion.44 A unique  haemoglobin  is  H,  which  consists 
of  four  beta  chains. 

The  idea  that  such  a small  change  in  one  amino 
acid  may  be  responsible  for  such  severe  defects  of 
erythrocytes  and  the  corresponding  clinical  dis- 
eases is  a little  alarming.  Nevertheless,  all  data 
indicate  that  this  is  the  case.  When  the  electrical 
charge  of  the  molecule  is  altered  significantly,  as  in 

continued  on  next  page 


210 

S haemoglobin,  the  normal  configuration  of  the 
molecule  is  changed.  It  is  felt  that  such  changes  are 
probably  responsible  for  affecting  the  physiological 
properties  of  the  erythrocytes.  The  change  in  the 
charge  of  the  molecule  is  also  responsible  for  the 
altered  mobility  during  electrophoresis,  so  that  each 
abnormal  haemoglobin  may  be  separated  conven- 
iently and  identified.  In  this  way,  using  paper, 
starch  or  agar,  the  new  haemoglobins  have  been 
identified  and  assigned  letters.  During  the  course 
of  such  investigations,  two  other  haemoglobin  mole- 
cules have  been  identified  which  occur  in  normal 
individuals  in  small  amounts. 

Haemoglobin  F is  present  normally  in  foetal  life 
and  in  trace  amounts  in  adult  human  erythrocytes. 
This  molecule  is  composed  of  the  same  two  alpha 
chains  which  make  up  part  of  normal  (A)  haemo- 
globin, but  the  beta  chains  are  replaced  by  two 
chains  of  different  amino  acid  composition,  called 
gamma  chains.  Certain  severe  anemias,  familial  and 
otherwise,  may  be  characterized  by  elevations  in 
haemoglobin  F. 

Another  interesting  molecular  variety  present  in 
normal  individuals  is  A2  haemoglobin.  It  comprises 
1 or  2 per  cent  of  haemoglobin  A in  normal  people 
and  is  known  to  be  increased  in  some  cases  of 
thalassemia.  It  has  been  utilized  as  a helpful  diag- 
nostic tool  in  this  disease.  A2  haemoglobin  consists 
of  two  alpha  chains  and  two  delta  chains. 

With  the  discovery  that  these  genetic  determi- 
nants could  be  identified  by  their  molecular  prod- 
ucts, it  is  hoped  that  some  way  may  be  found  to 
influence  production  of  normal  haemoglobin  by  the 
cells  which  produce  abnormal  types.  An  important 
and  promising  series  of  investigations  reported  last 
year  by  Krauss  may  point  the  way.21  She  found,  in 
tissue  culture  experiments,  that  cells  whose  genetic 
determinants  caused  them  to  produce  abnormal 
haemoglobin  molecules  could  be  induced  to  produce 
haemoglobin  A by  exposure  to  DNA  derived  from 
normal  cells.  This  discovery  shows  that  abnormal 
cells  can  be  caused  to  do  some  normal  things  (at 
least  in  vitro  in  this  instance)  by  exposing  them  to 
normal  directing  substances. 

The  most  important  considerations  of  any  con- 
genital anomalies  are  the  measures  which  may  be 
taken  to  prevent  or  cure  them.  The  chances  for  cure 
of  the  alphabet  haemoglobinopathies  seem  remote 
in  spite  of  the  promising  experiences  with  in  vitro 
cells.  Attempts  to  apply  such  studies  clinically  are 
often  discouraging  and  impractical.  The  most 
appropriate  approach  to  prevention  of  these  diseases 
at  the  present  time  seems  to  be  in  screening  and 
genetic  counseling  of  prospective  parents,  no  mean 
task  in  itself. 

Glucose-6-phosphate  Dehydroegenase  Deficiency 

Glucose-6-phosphate  dehydrogenase  deficiency 
of  erythrocytes  was  chosen  for  special  discussion 
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because  it  illustrates  an  interesting  aspect  of  medi- 
cal history,  and  because  the  clinical  manifestations 
associated  with  it  are  wide-spread  and  often  pre- 
ventable. This  enzyme  defect  has  been  recognized 
for  only  a few  years,  but  the  disorders  referable  to  it 
have  been  known  for  much  longer.  The  well-known 
haemolytic  states  produced  by  fava  beans  and 
naphthalene  derivatives  in  certain  “susceptible” 
individuals  have  been  familiar  clinical  problems. 
When  anti-malarial  drugs  (particularly  during 
World  War  II)  and  Furadantin®  derivatives 
became  popular,  it  was  noted  that  many  people, 
especially  Negroes,  developed  haemolysis  upon 
exposure  to  such  drugs.  For  a time  this  was 
ascribed  to  individual  idiosyncrasies  to  the  drugs, 
but  it  soon  became  clear  that  such  side  effects  were 
the  results  of  a specific  enzyme  abnormality  in  the 
erythrocytes  of  the  affected  people.6 

Glucose-6-phosphate  dehydrogenase  action  on 
glucose  results  in  the  production  of  reduced  tri- 
phosphopyridine  nucleotide.  This  substance  main- 
tains reduced  glutathione,  which  has  been  shown  to 
be  necessary  to  protect  erythrocytes  from  injury  by 
endogenous  substances.  Even  in  affected  individ- 
uals, the  young  erythroid  cells  contain  sufficient 
amounts  of  it  to  insure  protection  of  the  cells,  but 
older  cells  which  lack  enough  reduced  glutathione 
become  susceptible  to  injury. 

This  enzyme  deficiency  is  found  primarily  in 
Negroes  and  people  of  Mediterranean  descent ; data 
on  familial  incidence  indicates  that  this  gene  is 
located  on  this  X chromosome.  Thus,  males  who 
possess  one  gene  for  the  defect  show  phenotypic 
penetration  of  the  characteristic,  since  they  have  no 
normal  counterpart  to  temper  the  effect.  Females, 
depending  on  the  balance  between  the  two  genes 
(one  on  each  X chromosome),  show  various  inter- 
mediate clinical  manifestations.8 

Now  that  specific  tests  are  available  which  allow 
identification  of  persons  with  this  defect,  many 
haemolytic  complications  secondary  to  drug  therapy 
may  be  avoided. 

Phenylketonuria 

One  of  the  most  interesting  and  well-known 
clinical  syndromes  in  which  a single  enzyme  is 
known  to  be  involved  is  phenylketonuria,  sometimes 
known  as  “phenylpyruvic  oligophrenia.”  This  dis- 
order is  of  particular  interest  not  only  because  the 
biochemical  lesions  have  been  determined,  but  also 
because  it  is  one  of  the  few  congenital  hereditary 
diseases  in  which  therapeutic  progress  has  been 
made. 

Phenylalanine,  an  essential  amino  acid,  is  con- 
verted to  tyrosine  in  normal  metabolism,  and  tyro- 
sine participates  in  the  production  of  melanin  and 
a variety  of  products.49  The  conversion  of  phenyl- 
alanine to  tyrosine  is  blocked  in  patients  with  phe- 
nylketonuria because  the  enzyme  phenylalanine 
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hydroxylase  is  markedly  diminished  or  absent.27’48 
It  has  been  shown  that  liver  tissue  from  these 
patients  lacks  the  enzyme.  As  a result,  phenylala- 
nine accumulates  in  blood  and  cells,  and  eventually 
conversion  to  phenylpyruvic  acid  and  its  products 
occurs.  Normal  phenylalanine  blood  levels  are 
approximately  1 mg.  per  cent,  but  levels  in  phenyl- 
ketonuria may  reach  50  or  100  times  this  level.44 

Phenylketonuria  is  not  a common  disease ; the 
incidence  in  the  population  is  1 : 25,000.  The  genetic 
relationships  have  been  investigated,  and  the  dis- 
ease appears  to  be  caused  by  a homozygous  state 
for  the  gene.1  The  clinical  consequences  of  this 
metabolic  block  are  well  known.  Because  of  the 
interruption  of  tyrosine  production,  melanin  for- 
mation is  depressed.  Children  with  this  disorder 
have  fair  hair  and  skin,  and  almost  invariably  blue 
eyes.  The  production  of  excess  by-products  of  phe- 
nylalanine leads  to  increased  urinary  excretion  of 
phenylpyruvic  acid.  This  plethora  of  by-products 
is  the  basis  for  the  ferric  chloride  urine  test  which 
has  been  widely  used  in  screening  for  early 
diagnosis. 

The  most  distressing  feature  of  phenylketonuria 
is,  of  course,  mental  retardation.  This  feature  of  the 
disease  has  been  used  as  a clinical  indicator  in 
therapeutic  trials.  If  one  could  provide  a diet  from 
which  phenylalanine  was  excluded,  the  metabolic 
block  might  become  inconsequential.  (Phenylala- 
nine is  not  synthesized  in  the  body.)  In  1954,  Bickel 
attempted  to  create  a very  low  phenylalanine  diet 
and  placed  a phenylketonuric  child  on  it.2  Dramatic 
improvement,  related  to  the  reduced  dietary  amino 
acid,  was  seen. 

The  first  trials  of  this  therapy  established  the 
fact  that  one  critical  factor  in  successful  treatment 
was  the  age  at  which  treatment  began.  It  is  now 
thought  that  immediate  diagnosis  and  treatment 
within  the  early  neonatal  period  usually  results  in 
normal  mental  development.  Apparently  critical 
and  irreparable  central  nervous  system  damage 
occurs  early  in  the  absence  of  definitive  therapy. 
Whether  patients  with  this  disorder  will  require 
life-long  phenylalanine  restriction  cannot  be  stated 
at  present. 

The  potential  survival  of  these  patients  (growing 
to  adulthood  with  normal  intelligence)  poses  a 
problem  in  population  genetics,  of  which  phenyl- 
ketonuria is  only  one  example.  At  present,  the  gene 
frequency  for  phenylketonuria  in  the  “normal” 
population  is  calculated  at  about  1 : 160,  and  the 
frequency  of  carrier  about  1 : 80.  With  survival  and 
reproduction  of  homozygotes,  it  is  easily  seen  that 
the  gene  frequency  will  rise  in  the  population, 
since  all  progeny  of  affected  individuals  will  be 
carriers.  It  may  be  presumed  that  over  a period  of 
generations,  an  increased  incidence  of  the  disorder 
will  be  seen,  should  treatment  of  the  present  cases 


prove  successful.  The  survival  and  reproduction  of 
patients  with  many  other  potentially  lethal  or  dis- 
abling disorders  comes  to  mind.  In  this  sphere, 
perhaps  more  than  in  any  other,  we  may  see  how 
new  knowledge  and  its  applications  open  the  door 
to  new  problems  which  are  not  so  readily  solved. 
The  developing  field  of  genetics  counseling  must 
cope  with  such  problems,  and  the  tasks  which  await 
specialists  in  that  field  are  in  many  instances  unen- 
viable ones. 

In  some  cases  of  metabolic  hereditary  diseases, 
investigators  have  discovered  ways  of  identifying 
heterozygous  carriers,  so  that  genetics  counselors 
may  realistically  predict  risks.  Phenylketonuria  is 
one  of  the  disorders  in  which  studies  have  been 
made  along  this  line. 

Because  normal  individuals  are  understandably 
reluctant  to  be  subjected  to  liver  biopsy  for  phenyl- 
alanine hydroxylase  determination,  other  means  of 
determining  enzyme  activity  in  prospective  carriers 
have  been  devised.  Hsia  and  associates  have  found 
that  heterozygotes  metabolize  phenylalanine  more 
slowly  than  normal  individuals  ;19  these  observa- 
tions have  become  the  basis  for  a tolerance  test  for 
phenylketonuria.  Such  tests  maybe  useful  in  heredi- 
tary disorders  of  other  types  also,  in  which  the 
heterozygote,  although  he  appears  “normal,”  dem- 
onstrates an  intermediate  metabolic  defect  when 
subjected  to  the  appropriate  challenge. 

N eurofibromatosis 

Neurofibromatosis  (or  von  Recklinghausen’s 
disease)  which  occurs  about  once  in  every  3000 
births41  is  characterized  clinically  by  wide-spread 
neurofibromas  and  cafe-au-lait  pigmented  cutane- 
ous lesions.25  This  disease,  like  many  other  congeni- 
tal disorders,  is  not  expressed  as  an  “all-or-none” 
disease.  Clinical  manifestations  vary,  and  range 
from  nevi  or  pigmented  areas  to  neurofibromas 
affecting  peripheral  nerves.  The  most  severe  cases 
may  show  wide-spread  cutaneous  and  visceral 
lesions,  which  in  some  instances  may  develop  malig- 
nant characteristics.  In  addition,  meningiomas, 
gliomas,  and  pheochromocytomas  have  been  de- 
scribed in  such  patients.  Variation  in  clinical  sever- 
ity of  the  disease  is  illustrative  of  forme-fruste 
manifestations  often  encountered  in  hereditary  dis- 
eases. Other  syndromes  which  have  variable  clinical 
manifestations  include  Marfan’s  syndrome,  and 
Treacher  Collins  syndrome.7,29  The  reasons  for 
varying  expression  of  these  characteristics  are  not 
clear,  but  in  some  cases  the  recognition  of  the 
minimal  stigmata  are  of  importance  in  terms  of 
counseling. 

Summary 

Etiological  factors  in  congenital  anomalies  are, 
for  the  most  part,  yet  to  be  determined.  In  recent 
years  certain  factors  have  been  discovered  which 
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are  contributory  to  the  increasing  incidence  of  such 
disorders.  Among  these,  physical,  chemical,  and 
infectious  factors  have  been  identified. 

Recently,  it  has  become  practical  to  study  chro- 
mosomal morphology  in  normal  and  abnormal  indi- 
viduals with  a variety  of  techniques.  Such  studies 
have  led  to  the  identification  of  several  trisomic 
disorders  and  a variety  of  sex  chromosome  abnor- 
malities. From  these  studies,  “mosaic”  chromosome 
patterns  have  also  been  identified  in  humans. 

Among  best  studied  congenital  anomalies,  single 
enzyme  disorders  lead  the  field.  Examples  such  as 
haemoglobinopathies,  glucose-6-phosphate  dehy- 
drogenase deficiency,  and  phenylketonuria  illustrate 
the  progress  in  this  field.  Other  genic  disorders,  of 
which  neurofibromatosis  is  representative,  show 
spectra  of  clinical  manifestations  ranging  from 
slight  to  lethal. 

The  problem  of  prevention  and  treatment  of  this 
wide  variety  of  diseases  is  one  of  the  most  perplex- 
ing which  faces  medicine  today.  While  considerable 
advances  have  been  made  in  individual  disorders, 
the  magnitude  of  the  remaining  problems  is  impres- 
sive. Further  progress  is  most  likely  through  mass 
screening  programs,  particularly  prenatal  ones, 
through  genetic  counseling  programs,  and  hope- 
fully, as  a result  of  increased  knowledge  through 
biochemical  and  experimental  genetic  research. 
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Tetanus  as  a clinical  entity  now  occurs  but 
rarely  (only  four  cases  were  admitted  to  the 
Newport  Hospital  within  the  last  forty-six  years). 
As  a consequence,  there  is  a prevailing  lack  of  perso- 
nal experiences  among  physicians  in  handling  such 
cases.  Considering  the  limitations  of  a small  com- 
munity hospital,  should  a tetanus  case  be  referred 
to  a fully-equipped  medical  center  for  treatment? 
We  feel  that  this  is  not  necessary. 

The  following  report  is  of  a very  recent  experi- 
ence with  tetanus  at  the  Newport  Hospital. 

Case  Report 

A 50-year  white  female  ten  days  before  entry  to 
the  Newport  Hospital  fell  down  some  stairs  sus- 
taining lacerations  of  the  forehead  and  right  knee. 
The  lacerations  were  sutured  in  a physician’s  office 
following  cleansing  with  green  soap,  water,  and 
Merthiolate.®  The  sutures  were  removed  6 days 
later  at  which  time  all  wounds  appeared  to  have 
healed  well.  On  the  day  before  admission,  she  com- 
plained of  some  difficulty  in  talking  and  that  night 
did  not  sleep  very  well.  She  reported  to  the  Acci- 
dent Room  on  the  day  of  admission  complaining  of 
inability  to  open  her  mouth. 

Pertinent  findings  on  admission  were  trismus 
(the  upper  and  lower  dentures  were  tightly  clamped 
and  could  not  be  removed),  moderate  nuchal  rigid- 
ity and  tenderness,  as  well  as  moderate  paraverte- 
bral muscle  spasms.  There  were  two  healed  wounds 
in  the  forehead  above  the  left  eyebrow  and  another 
wound  over  the  right  patella  open  at  one  end  and 
with  some  evidence  of  necrosis. 

Initial  hemogram  revealed  a hemoglobin  of  12.6 
grams,  white  blood  count  of  14,900  per  cubic  milli- 
meter of  blood,  and  a differential  count  of  83  per 
cent  neutrophiles  and  17  per  cent  lymphocytes. 
Venereal  Disease  Research  Laboratory  test 
( YDRL)  was  non-reactive,  and  urea  nitrogen  was 
less  than  7.5  milligrams  per  cent.  Lumbar  puncture 
was  done  revealing  normal  dynamics  and  chemistry. 
The  wound  of  the  right  knee  was  incised  and 


debrided,  and  30,000  units  of  tetanus  antitoxin  were 
injected  into  the  wound  following  a negative  test 
for  sensitivity  to  the  serum.  Tetanus  toxoid,  one 
milliliter  intramuscularly,  was  concomitantly  ad- 
ministered. 1,000  milliliters  of  5 per  cent  dextrose 
in  saline  with  40,000  units  of  tetanus  antitoxin  were 
profused  by  vein.  60,000  units  more  of  antitoxin 
were  added  to  the  solution  which  was  absorbed 
within  five  hours.  The  patient  shortly  became  rest- 
less. Demerol®  50  mg.  and  Sparine®  25  mg.  intra- 
muscularly were  administered  as  needed. 

About  12  hours  following  admission,  the  patient 
had  her  first  convulsive  seizure.  The  dentures  were 
finally  removed  with  some  difficulty  and  a small 
oral  air-way  inserted.  Phenobarbitol  sodium  0.42 
grams  was  given  intravenously  through  a drip  with 
1,000  milliliters  of  5 per  cent  dextrose  in  water 
together  with  another  60,000  units  of  tetanus  anti- 
toxin. Patient  continued  to  be  restless  but  did  not 
have  another  convulsion  until  20  hours  later.  On 
the  third  hospital  day,  she  had  another  convulsive 
seizure  complicated  by  air-way  problems.  Patient 
became  very  cyanotic  necessitating  performance  of 
a tracheostomy.  Oxygen  at  a rate  of  6 liters  per 
minute  was  introduced  via  the  trachea  and  a humidi- 
fier shield  placed  over  the  tracheal  opening.  The 
tracheostomy  was  suctioned  as  needed.  During  this 
time,  patient  continued  to  receive  a daily  dose 
of  60,000  units  of  tetanus  antitoxin  and  intravenous 
fluids  containing  phenobarbitol  sodium  0.6  grams. 

On  the  sixth  day,  patient  appeared  to  have  im- 
proved. A Levin  tube  was  inserted,  through  which 
feeding  was  administered  in  the  form  of  Sustagen®- 
water  (1  : 1 ) . Patient  developed  diarrhea  the  next 
day,  egg-nog  was  substituted  and  was  well  tol- 
erated. The  patient  received  massive  doses  of  peni- 
cillin throughout  her  hospital  course.  Parenteral 
fluids  in  the  first  7 days  were  limited  to  her  meas- 
urable fluid  output  plus  insensible  loss. 

On  the  tenth  hospital  day,  the  feeding  tube  was 
removed,  and  patient  was  given  increasing  fluids  by 
mouth.  She  was  able  to  tolerate  this  without  much 
difficulty.  On  the  thirteenth  hospital  day,  the 
tracheostomy  tube  was  removed.  Patient  was  then 
given  a regular  diet  and  allowed  to  ambulate  grad- 
ually. On  the  fourteenth  hospital  day,  however,  she 
began  to  complain  of  left  calf  pain,  and  she  was 
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returned  to  bed  rest.  The  clinical  findings  being 
consistent  with  phlebothrombosis,  anticoagulation 
therapy  was  started  on  the  next  day  with  heparin. 
This  was  maintained  for  5 days  after  which  bis- 
hydroxycoumarin  (Dicumarol®)  was  used.  Patient 
again  started  gradual  ambulation  on  the  eighteenth 
hospital  day  and  was  discharged  on  the  twenty- 
fourth  day  recovered. 

The  patient  was  provided  with  round-the-clock 
nursing  care  during  the  critical  period.  Effort  was 
made  to  maintain  her  level  of  sedation  at  a reactive 
but  non-convulsive  plane,  the  rationale  being  to 
avoid  loss  of  muscle  mass  and  to  limit  the  detrimen- 
tal effects  of  recumbency.  Observations  at  the  Park- 
land Memorial  Hospital  and  Children’s  Medical 
Center  in  Dallas  indicated  that  patients  maintained 
in  a deep  level  of  sedation  for  a considerable  time 
lose  muscle  mass  comparable  to  the  loss  which 
occurs  with  motor  paralysis.1  No  determined  effort 
was  made  to  demonstrate  the  presence  of  Clostri- 
dium tetani  in  our  case,  as  this  was  considered  to  be 
of  academic  rather  than  practical  value.  The  patient 
received  about  twice  the  usual  recommended  dose 
of  tetanus  antitoxin  (220,000  units  in  3 days  in  our 
case)  by  the  intravenous  route.  This  was  consid- 
ered justifiable  in  the  absence  of  a practical  method 
to  determine  blood  levels  of  tetanus  toxin. 

Another  salient  point  in  the  management  of  this 
patient  was  the  introduction  of  a naso-gastric  tube 
for  feeding.  Some  authors  object  to  the  use  of 
this  procedure,  as  well  as  the  administration  of 
fluids  or  food  orally,  fearing  regurgitation  and 
aspiration  of  stomach  contents  or  laryngospasm 
during  an  opisthotonic  or  clonic  episode  or  in- 
coordinate attempt  at  swallowing.  Others  advocate 
gastric  feeding  to  neutralize  gastric  acidity,  thus 
possibly  limiting  hemorrhagic  complications  of 
stress  ulceration  which  occasionally  occur. 

Serious  Injury  Not  Necessary  for  Tetanus ; 

Tetanus  a Preventable  Disease 

That  tetanus  can  be  disastrous  to  a non-immu- 
nized  population  was  demonstrated  in  the  Battle 
for  Manila  during  World  War  II.  Among  approxi- 
mately 12,000  wounded  susceptible  civilians  there 
was  an  incidence  of  40  per  thousand  with  an  82.1 
per  cent  mortality.2  That  it  is  a preventable  disease 
was  also  demonstrated  during  the  last  war  in  which, 
as  a result  of  compulsory  immunization  with  fluid 
toxoid,  there  occurred  only  12  cases  of  tetanus 
among  2,734,819  casualties  in  the  United  States 
Army.3 

That  Clostridium  tetani  can  thrive  and  produce 
toxins  in  the  most  trivial  wounds  has  long  been 
recognized.  In  Altemeirer’s  series4  36  per  cent  of 
the  cases  resulted  from  minor  injuries  dismissed  as 
insignificant,  and  13  per  cent  had  no  demonstrable 
portal  of  entry.  Only  25  per  cent  occurred  in  pa- 
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tients  with  severe  wounds.  Among  the  4 other 
tetanus  cases  treated  at  the  Newport  Hospital,  the 
only  mortality  was  that  of  a 9-year-old  boy  who 
had  sustained  a very  minor  injury  in  the  form  of  a 
small  puncture  wound. 

Diagnosis 

The  diagnosis  of  tetanus  is  based  mostly  on 
clinical  findings.  Post-mortem  findings  are  not 
pathognomonic,  and  cultures  of  wound  exudate  are 
positive  for  Clostridia  in  less  than  one-third  of  the 
patients.  Organisms  can  frequently  be  found  in 
wounds  of  patients  who  do  not  subsequently  de- 
velop tetanus.5 

Treatment 

Chemotherapy,  aimed  at  the  destruction  of  the 
vegetative  form  of  the  Clostridium,  has  not  been 
standardized,  but  most  authors  having  experience 
with  the  disease  favor  penicillin.  Engel,6,  Bryant,7, 
and  Sharp,8  however,  found  sulfanilamide  to  be 
apparently  effective.  Jenkins  and  Luhn9  on  the 
other  hand  have  recommended  tetracycline  as  the 
drug  of  choice.  Grossman  and  Silen,10  while  agree- 
ing in  principle  with  the  use  of  antibiotics  against 
Clostridium  tetani,  have  pointed  out  that  these 
agents  may  not  be  as  useful  as  they  seem,  since  they 
may  not  be  delivered  into  devitalized  and  avascular 
tissues  in  effective  concentrations. 

Steroids  have  also  been  suggested  in  the  manage- 
ment of  tetanus,  but,  since  Cushing’s  ulcer  is  one 
of  the  complications  of  the  disease,  the  place  of 
steroids  is  somewhat  in  doubt,  and  their  use  may 
be  contra-indicated. 

The  suggestion  that  hypothermia  may  be  of  some 
ancillary  value  is  provocative.  Experimentally  the 
activity  of  tetanus  toxin  has  been  shown  to  be 
related  to  temperature ; it  is  possible  that  hypo- 
thermia may  delay  fixation  of  the  toxin  in  nervous 
tissues,  rendering  antitoxin  therapy  more  effective. 

The  possible  serious  complicatons  of  serotherapy 
(antitoxin)  must  be  kept  in  mind. 

Prognosis  and  Complications 

About  500  cases  of  tetanus  still  occur  annually 
in  the  United  States.11  The  mortality  has  been  esti- 
mated to  be  35  per  cent.  Death  is  usually  caused  by 
exhaustion  or  over-sedation. 

Both  prognosis  and  classifications  of  the  severity 
of  the  disease  have  been  related  to  the  incubation 
period.  Perlstein12  noted  that  the  mortality 
approaches  90  per  cent  in  patients  who  develop 
severe  spasms  within  24  hours  after  the  first  symp- 
toms ; 50  per  cent,  if  the  interval  is  from  2-3  days, 
and  as  low  as  10  per  cent  when  the  interval  is  5 or 
more  days.  Jenkins  and  Luhn,  however,  did  not  use 
the  incubation  period  in  classification  or  prognosis, 
as  many  of  their  cases  presented  with  no  history  of 
injury,  nor  could  a portal  of  entry  be  located. 
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Editorials 


RESEARCH  vs.  EDUCATION 


There  are  certain  things  that  money  cannot 
buy.  The  talent  of  the  artist,  the  zeal  of  the 
patriot,  and  the  faithfulness  of  the  true  physician 
to  his  patients,  for  example,  are  not  for  sale.  True, 
adequate  funds  can  give  needed  support  and  allow 
these  activities  to  go  on,  but  the  innate  urge  to  strive 
for  an  ideal  must  be  present  or  financial  support  is 
wasted.  In  the  same  way  real  investigators  are  born 
and  are  not  made  by  offering  them  money.  Lavish 
grants  for  research  applied  to  institutions  such  as 
hospitals  where  the  participation  in  such  research 
is  a “status  symbol”  and  problems  are  dreamed  up 
to  match  the  funds  that  can  be  obtained  represents 
a misapplication  of  much  needed  resources.  Fur- 
thermore, this  situation  often  means  that  the  people 
who  are  tempted  or  pressured  to  participate  in  the 
work  are  often  quite  unsuited  to  it. 

We  can  all  be  proud  of  the  great  advances  that 
are  being  accomplished  in  the  field  of  medicine  and 
the  basic  sciences  on  which  medical  knowledge  is 


built.  We  should,  however,  question  the  wisdom  of 
spending  such  huge  sums  ($880,800,000.00  for  the 
National  Institute  of  Health  for  the  current  fiscal 
year  plus  grants  by  private  foundations)  at  a time 
when  the  means  of  applying  to  the  care  of  patients 
the  mass  of  information  that  is  being  obtained  is 
lacking.  It  seems  clear  that  there  is  a definite  ab- 
sence of  balance  between  the  support  of  research 
and  of  medical  education.  The  need  for  more  stu- 
dents to  become  physicians,  for  more  medical  schools 
to  train  them  and  for  greater  support  of  hospitals 
to  give  them  the  means  of  applying  their  knowledge 
and  skills  is  paramount — and  unfilled.  If  application 
of  the  most  advanced  methods  of  diagnosis  and 
treatment  is  to  be  confined  to  the  larger  centers  and 
university  hospitals  and  clinics,  it  will  mean  that 
up-to-date  medicine  will  be  applicable  to  less  than 
a quarter  of  United  States  citizens  and  that  the 
claimed  superiority  of  American  medicine  will  be 
a myth. 


FISKE  FUND  PRIZES 


Published  elsewhere  in  this  issue  are  the  winning 
essays  for  1963.  These  are  designated  officially 
as  Nos.  78  and  79.  It  is  of  interest  that,  although 
two  prizes  were  awarded  in  1836,  the  first  year  of 
competition,  as  well  as  on  several  occasions  during 
the  earlier  years,  the  last  time  that  dual  awards 
had  actually  been  made  was  in  1889.  As  many  as 
four  questions  were  posted  in  a few  of  the  years, 
although  generally  the  number  has  been  either  one 
or  two.  The  discrepancy  between  the  number  of 
years  of  competition  (137)  and  the  serial  numbers 
of  the  prize  essays,  is  accounted  for  by  no  prizes 
having  been  awarded  in  several  years  and  none 


offered  in  several  others. 

Over  the  years  there  have  been  numerous  win- 
ners from  Rhode  Island.  Recently,  however,  the 
awards  have  more  often  gone  away  from  home. 
Now  for  the  second  year  in  a row  the  Rhode  Island 
area  has  produced  a successful  contender. 

The  essayists  in  1963  are  Doctor  Jules  Kaplan 
of  Northwestern  University  Medical  School  in 
Chicago,  Illinois,  on  Progress  in  the  Relief  of 
Hearing  Defects,  and  Doctor  Patricia  Fames  of 
the  Rhode  Island  Hospital  on  Etiological  Factors 
in  the  Development  of  Congenital  Anomalies.  Our 
congratulations  to  the  winners  ! 


THE  RHODE  ISLAND  MEDICAL  SOCIETY  LIBRARY 


AND  BROWN 

/TpHOUGHTFUL  consideration  should  be  given  to 
a possible  consolidation  of  the  library  resources 
of  the  Rhode  Island  Medical  Society  and  those  of 
Brown  University  pursuant  to  the  new  program 
in  medical  sciences  at  the  University.  The  library 


UNIVERSITY 

requirements  of  this  new  experiment  in  medical 
education  as  it  progresses  to  the  preclinical  and 
eventually  into  the  clinical  years  will  undoubtedly 
be  a matter  of  great  concern.  To  conduct  a project 
of  this  sort  with  meager  medical  journal  resources 
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started  from  scratch  will,  at  the  very  least,  be  diffi- 
cult and  more  probably  well-nigh  impossible.  The 
University  associated  hospitals  will  have  built  up 
over  a period  of  years  library  resources  of  their 
own,  suitable  for  their  needs.  These  will  of  neces- 
sity, however,  be  kept  in  those  institutions  for  the 
benefit  of  the  intern,  resident,  and  visiting  staffs. 
The  central  academic  core  at  the  University  will 
have  access  to  them  only  on  an  exchange  basis. 
Far  and  away  the  best  collection  in  the  state,  and 
one  of  the  richest  in  the  country  in  the  scope  of  its 
special  collections  and  volumes  of  historical  value, 
is  that  of  the  Rhode  Island  Medical  Society. 

The  consolidation  of  this  fine  collection  with  the 
excellent  scientific  and  other  library  resources  of 
Brown  University  would  make  it  one  of  the  great 
medical  libraries  in  the  country.  A precedent  for 
this  concept  was  the  recent  move  toward  consoli- 
dation in  Boston  of  the  library  of  Harvard  Medical 
School  and  that  of  the  ancient  Boston  Medical 
Library,  an  independent  endowed  institution 
separate  from,  but  closely  allied  to  the  Massachu- 
setts Medical  Society.  This  massive  new  institu- 
tion, the  Countway  library,  located  in  the  Harvard 
Medical  School  complex,  will  be  open  to  all  physi- 
cians. It  will  be  the  second  largest  medical  library 
in  the  United  States  (after  the  National  Medical 
Library  at  Bethesda). 
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Basically,  two  conditions  would  have  to  be  met 
by  the  University  to  make  this  arrangement  agree- 
able to  the  membership  of  the  Society — assurance 
of  cordial  treatment  of  members  at  the  library  at 
all  times,  and  most  emphatically  adequate  parking 
facilities. 

The  advantages  to  the  University  of  having  ready 
access  to  this  rich  library  collection  need  hardly  be 
enumerated.  The  advantages  to  the  library  and  to 
the  membership  of  the  Society,  however,  may  war- 
rant mention.  Among  these  would  be  improved 
storage  and  maintenance  of  the  Society’s  priceless 
volumes,  readier  access  for  members  to  related 
scientific  publications  available  at  the  University 
but  not  now  subscribed  to  by  the  medical  library, 
availability  of  University  resources  for  general 
library  services  and  maintenance  and  for  improving 
library  breadth,  and  access  to  the  library  during 
evening  hours.  Additional  space  in  the  crowded 
Francis  Street  building  resulting  from  removal  of 
the  library  collections  would  become  available  to 
the  Society  for  badly  needed  office  space  and  ad- 
ministrative services. 

The  disadvantages  of  consolidation  are  few,  and 
the  advantages  to  both  the  Society  and  the  Uni- 
versity are  substantial.  Exploration  of  this  joint 
enterprise  should  be  encouraged. 


PHYSICAL  FITNESS  NONSENSE  and  BUNION  DERBIES 


TJ  aintheartedly  we  raise  our  voice  amid  the 
clamorous  cacophony  to  express  a few  thoughts 
about  Physical  Fitness  and  Fifty  Mile  Hikes.  Upon 
another  occasion  in  these  columns  we  have  dilated 
upon  the  peculiar  concept  that  more  active  “physi- 
cal fitness”  programs  would  decrease  the  number 
of  rejections  by  the  Armed  Forces.  We  indicated 
that  we  saw  no  relationship  between  setting-up 
exercises  wedged  between  classes  on  advanced 
flower  arranging  and  long  division  and  rejections 
by  draft  boards  and  induction  center  examiners  for 
the  weird  assortment  of  disorders  which  arouse 
them  to  feverish  excitement  — namely,  inguinal 
hernia,  varicose  veins,  third  degree  flat  foot,  vari- 
cocele, absence  of  the  right  index  finger,  perforated 
ear  drum,  even  bed-wetting.  We  know  of  no  one 
rejected  for  soft  muscles.  We  do  not  feel  that  the 
recent  popularity  of  touch  football,  rocking  chairs, 
or  swimming  pool  immersion  have  appreciably 
changed  the  incidence  of  these  disorders. 

We  fully  concur  that  every  good  Marine  should 
be  able  to  walk  fifty  miles  at  the  drop  of  a hat.  Our 
very  security  depends  on  it.  We  are  not  sure  that 
it  applies  to  anyone  else,  except  perhaps  profes- 


sional walkers.  An  early  and  famous  proponent  of 
this  challenging  concept  of  fifty  mile  hikes,  and  of 
physical  fitness  itself,  was  none  other  than  the 
great  Theodore  Roosevelt.  We  intend  no  disre- 
spect if  we  point  out  that  he,  himself,  died  pre- 
maturely. 

Many  years  ago,  when  we  were  military  men, 
we  too  had  hikes.  We  well  recall  being  hauled  back 
to  quarters  from  a ten-mile  hike  by  ambulance 
because  our  feet  gave  out.  We  were  then  told  that 
we  couldn’t  have  the  privilege  of  serving  overseas 
unless  we  completed  a twenty-five-mile  hike.  We 
took  the  challenge  and  sat  it  out.  We  were  on  the 
very  next  boat. 

Seriously,  graded  exercise  is  probably  good  for 
all.  Perhaps,  as  Doctor  Paul  Dudley  White  main- 
tains, it  may  promote  longevity.  W e feel,  however, 
that  genes  aside,  there  are  many  more  important 
matters  which  should  arouse  our  youthful  and 
vigorous  President  to  action  — automobile  fatali- 
ties, particularly  in  the  young,  the  use  of  tobacco 
by  teen-agers,  and  lastly,  but  perhaps  most  impor- 
tant, that  curse  of  affluence,  over-eating. 
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Furthermore,  date  of  injury  does  not  necessarily 
define  the  time  at  which  the  Clostridium  tetani 
spores  germinate  or  produce  toxins.13 

Christensen  found  that  approximately  20  days 
are  needed  for  dissolution  of  the  fixed  toxin  from 
the  central  nervous  system  regardless  of  the  amount 
of  toxin  present.14  Our  patient  appeared  to  have 
satisfactorily  improved  within  10  days. 

Complications  vary  from  tracheo-bronchial 
infections  to  fractures  of  the  dorsal  and  lumbar 
vertebrae.  Pulmonary  complications  top  the  list 
but  others  such  as  tongue  biting,  friction  ulcers, 
phlebothrombosis,  and  gastrointestinal  bleeding 
may  be  encountered.  Reactions  to  tetanus  antitoxin 
deserve  consideration,  as  does  also  drug  over- 
dosage, for  both  may  cause  fatalities.  Since  Clos- 
tridium tetani  also  releases  tetanolysin,  a theoreti- 
cal complication  would  be  the  occurrence  of  myal 
necrosis  and  fibrosis  with  resultant  motor  dysfunc- 
tions. Few  such  complications  have  been  reported, 
however,  and  probably  are  not  of  much  clinical 
significance. 

Prevention 

Oakley15  has  stated  that  somatic  injuries  with 
concomitant  blood  supply  deficiency  to  tissues  re- 
sult in  a decrease  in  the  oxidation  reduction  poten- 
tial and  a lowering  of  the  pH  of  the  tissues  with 
enhancement  of  the  growth  of  Clostridium  tetani. 
It  is  thus  essential  that  conditions  impeding  blood 
flow  to  tissues  be  avoided.  Particular  attention 
should  be  given  to  improperly  applied  casts,  tight 
packings,  and  prolonged  use  of  tourniquets.  Care- 
ful debridement  of  devitalized  tissues  should  be 
carried  out.  In  short,  good  surgical  principles  and 
technique  are  important  in  prophylaxis  against 
tetanus. 

Active  immunization,  however,  remains  the  best 
method  of  prevention.  Three  subcutaneous  injec- 
tions of  one  milliliter  of  toxoid  (6-12  week  interval 
between  the  first  and  second  injections,  and  6-12 
months  between  the  second  and  third  injections), 
followed  by  booster  shots  every  5 years  are  gener- 
ally sufficient  to  maintain  effective  antitoxin  titers.16 

Summary 

A case  of  tetanus  in  a 50-year-old  female  is  pre- 
sented. Some  practical  considerations  are  reviewed. 

Published  reports  of  tetanus  cases  have  generally 
been  from  large  and  well-equipped  medical  centers. 
We  have  attempted  to  show  that  tetanus  can  be 
well  managed  in  a small  community  hospital. 
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RHODE  ISLAND  MEDICAL  SOCIETY  PHYSICIANS  SERVICE 

Report  of  the  Fourteenth  Annual  Meeting  of  the  Corporation, 

January  30,  1963 


The  fourteenth  annual  meeting  of  the 
Corporation  of  the  Rhode  Island  Medical 
Society  Physicians  Service  was  held  in  the  Garden 
Room  of  the  Sheraton-Biltmore  Hotel  in  Provi- 
dence, Rhode  Island,  on  Wednesday,  January  30, 
1963.  The  meeting  was  preceded  by  a dinner. 

Doctor  Charles  J.  Ashworth,  president,  called  the 
meeting  to  order  at  8 :10  p.m. 

The  following  members  of  the  Corporation  were 
present  for  the  roll  call  by  the  Secretary  : 


Rocco  Abbate,  m.d. 

Samuel  Adelson,  m.d. 
Freeman  B.  Agnelli,  m.d. 
Charles  J.  Ashworth,  m.d. 
Robert  Baldridge,  m.d. 

John  T.  Barrett,  m.d. 

J.  Murray  Beardsley,  m.d. 
Irving  A.  Beck,  m.d. 

Roger  Berard,  m.d. 

Edmund  Billings,  m.d. 
Chelcie  C.  Bosland,  ph.d. 

J.  Robert  Bowen,  m.d. 
Bertram  H.  Buxton,  Jr.,  m.d. 
Wilfred  K.  Carney,  m.d. 

Mr.  J.  Austin  Carroll 
Joseph  Caruolo,  m.d. 

Francis  H.  Chafee,  m.d 
Mr.  George  W.  Chaplin 
Philomen  P.  Ciarla,  m.d. 
Morgan  Cutts,  m.d. 

Michael  DiMaio,  m.d. 

Mr.  James  R.  Donnelly 
Charles  Dotterer,  m.d. 
Robert  W.  Drew,  m.d. 
Charles  L.  Farrell,  m.d. 
William  J.  H.  Fischer,  m.d. 
Henry  B.  Fletcher,  m.d. 
Roger  Fontaine,  m.d. 

Henri  Gauthier,  m.d. 


John  F.  W.  Gilman,  m.d. 
Seebert  J.  Goldowsky,  m.d. 
Stanley  Grzebien,  m.d. 
Edmund  T.  Hackman,  m.d. 
Mr.  John  J.  Hall 
John  C.  Ham,  m.d. 

Arthur  E.  Hardy,  m.d. 
Robert  C.  Hayes,  m.d. 
Waldo  O.  Hoey,  m.d. 

Earl  F.  Kelly,  m.d. 

Joseph  Lambiase,  m.d. 
Robert  V.  Lewis,  m.d. 
Frank  MacCardell,  m.d. 
William  MacDonald,  m.d. 
Earl  J.  Mara,  m.d. 

William  S.  Nerone,  m.d. 
Thomas  Perry,  Jr.,  m.d. 
Arnold  Porter,  m.d. 
William  A.  Reid,  m.d. 
Ralph  Richardson,  m.d. 
Francis  B.  Sargent,  m.d. 
Jack  Savran,  m.d. 

Carl  S.  Sawyer,  m.d. 
Stanley  D.  Simon,  m.d. 
Leonard  Staudinger,  m.d. 
John  Turner,  II,  m.d. 

John  M.  Vesey,  m.d. 

Elihu  S.  Wing,  Jr.,  m.d. 


Walter  E.  Hayes,  m.d.,  Alternate  for  Dr.  J.  Merrill  Gibson 
Thos.  R.  Littleton,  m.d.,  Alternate  for  Dr.  Gustavo  A.  Motta 


The  following  members  were  absent : 


Frederick  C.  Eckel,  m.d. 
Peter  Erinakes,  m.d. 

Mr.  Emil  E.  Fachon 
Mr.  Walter  Farrell 
Warren  W.  Francis,  m.d. 
Philip  J.  Lappin,  m.d. 
Frank  J.  Logler,  m.d. 
James  A.  McGrath,  m.d. 
Mr.  Felix  Mirando 
Gustavo  A.  Motta,  m.d. 


Bruno  Franek,  m.d. 

Frank  D.  Fratantuono,  m.d. 
J.  Merrill  Gibson,  m.d. 

Mr.  John  H.  Halloran 
Walter  S.  Jones,  m.d. 
Francis  W.  Nevitt,  m.d. 

Mr.  George  R.  Ramsbottom 
Joseph  Ruisi,  m.d. 

Mr.  John  Shepard,  II 
Mr.  Robert  D.  Stuart 


Also  present  were  the  following  : Messrs.  Arthur 
Hanley,  executive  director  ; John  E.  Farrell,  execu- 
tive secretary ; William  E.  McCabe,  legal  counsel : 
Edgar  H.  Clapp,  former  associate  executive  direc- 
tor, and  the  following  members  of  the  Physicians 
Service-Blue  Cross  administrative  staff : Messrs. 
Jerome  Long,  J.  Louis  Eddy,  George  Peterson, 
Charles  Perry,  Frank  Addae,  and  Joseph  Sullivan. 

Annual  Report  of  the  Secretary 
Doctor  Arnold  Porter,  Secretary,  noted  that  his 
report  was  included  in  the  handbook  of  information 
sent  to  the  members  of  the  Corporation  and  there- 
fore he  would  not  read  it  unless  there  was  a request 
for  a reading. 

There  was  brief  discussion  of  the  item  in  the 
report  relative  to  the  introduction  of  major  medical 
coverage. 

ACTION : A motion  was  made,  seconded  and 
passed  that  the  report  of  the  Secretary  as  pre- 
sented be  approved  and  placed  on  file. 

Annual  Report  of  the  Treasurer 

Mr.  James  R.  Donnelly,  Treasurer,  noted  that 
the  handbook  sent  to  the  members  of  the  Corpora- 
tion included  financial  statements  as  of  December 
31,  1961,  and  December  31,  1962,  and  a comparison 
of  statistics  for  1961  and  1962,  and  he  then  read 
the  following  report : 

INCOME  from  subscribers  amounted  to 
$9,583,706.50  and  INCOME  on  INVEST- 
MENTS was  $91,932.77  for  a total  Gross 
Income  of  $9,675,639.27,  an  increase  of 
$488,359.90  over  the  previous  year.  The  Gain 
in  Income  came  from  new  subscribers  enrolled 
in  two  Direct  Enrollment  Campaigns  and  from 
83  new  firms  buying  the  service  for  their  em- 
ployees, and  the  upgrading  of  many  “A”  Con- 
tracts to  the  more  expensive  “B”  Contracts.  We 
now  have  194,157  subscribers  enrolled  in  the 
“B”  Plan. 

SURGICAL-MEDICAL  Claims  paid  totalled 
$8,935,290.97  or  92.3%  of  total  Income,  up 
$490,680.76  over  last  year. 

OPERATING  EXPENSES  of  $623,757.40 
show  an  increase  of  $91,819.53  and  account  for 
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In  dealing  with  the  chronic  stress  of  arthritis  the  physician 
often  faces  the  problem  of  nutritional  imbalance.  High 
potency  B and  C supplementation  is  needed  for  rapid 
replenishment  of  tissue  stores  of  these  water-soluble  vi- 
tamins. STRESSCAPS  meet  this  need  and  help  support 
the  natural  metabolic  defenses  in  the  disease.  Supplied  in 
decorative  "reminder"  jars  of  30  and  100. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule  daily, 
or  as  directed  by  physician,  for  the  treatment 
of  vitamin  deficiencies. 


STRE88CAPS 


Stress  Formula  Vitamins  Lederle 
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6.5%  of  Income.  The  increase  in  cost  of  opera- 
tions was  caused  by  added  contracts  and  by  new 
and  more  costly  accounting  procedures  installed 
to  better  serve  the  subscribers  and  the  doctors, 
and  to  comply  with  recommendations  made  by 
the  State  Authorities. 

NET  PROFIT  for  the  year  was  $116,590.90 
which  is  1.2%  of  Income  as  compared  with  a 
Net  Gain  of  $210,788.40  last  year.  Of  the 
$116,590.90  Net  Profit,  $91,932.77  was  derived 
from  Income  on  Invested  Funds,  leaving  only 
$25,000  PROFIT  on  9j4  million  Income  from 
Subscribers.  A change  in  the  rate  schedule  put 
into  effect  February  1,  1962  resulted  in  a reduc- 
tion in  rates  of  approximately  2 R>%  on  a Plan 
Wide  Basis  and  reduced  the  Net  Profits  con- 
siderably. 

RESERVES  now  stand  at  $1,727,324.82,  an 
Increase  of  $125,528.40,  sufficient  for  2.88 
months  of  claims. 

INVESTMENT  ACCOUNT  is  $3,148,714.82. 
Our  Claim  Experience  this  year  didn’t  follow  the 
usual  pattern  of  heavy  Claims  in  the  first  6 
months  then  tapering  off  the  last  6 months  of  the 
year.  The  Claims  were  heavy  practically  every 
month,  and  so  the  prediction  that  we  should  end 
the  year  with  close  to  y2  million  profit  did  not 
materialize.  Now  that  the  final  results  are  in  for 
the  year,  it  appears  that  another  Rate  Reduction 
would  result  in  serious  losses.  Rather  we  should 
consider  making  application  for  a Rate  Increase 
at  the  next  filing  in  March  of  1963  so  we  may 
operate  at  a safer  margin  of  profit  and  build  up 
our  Reserves  to  meet  the  requirements  of 
National  Blue  Shield  Plan. 

ACTION : A motion  was  made,  seconded  and 
passed  that  the  annual  report  of  the  Treasurer 
be  approved  and  placed  on  file. 

Annual  Report  of  the  President 
Doctor  Charles  J.  Ashworth,  President  of  the 
Corporation,  read  his  annual  report,  copy  of  which 
is  made  part  of  the  official  minutes  of  the  meeting. 
ACTION : A motion  was  made,  seconded  and 
passed  that  the  report  of  the  President  be  re- 
ceived and  placed  on  file. 

Revision  of  the  By-Laws 
The  Secretary  noted  that  a proposed  by-law 
change  had  been  sent  to  the  members  of  the  Corpo- 
ration in  advance  of  the  meeting,  and  he  read  the 
proposed  change. 

ACTION : A motion  was  made  and  seconded  to 
adopt  the  proposed  by-law  amendment. 
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Doctor  Edmund  Billings  reported  that  he  had 
been  directed  by  the  Pawtucket  Medical  Associa- 
tion to  request  that  action  on  the  proposal  to  amend 
the  by-laws  be  tabled,  and  he  so  moved.  The  motion 
was  seconded. 

>jC 

A motion  that  a written  ballot  be  taken  on  the 
motion  to  table  was  seconded,  and  on  a vote  by 
raised  hands  this  motion  was  defeated. 

* * * 

The  motion  to  table  was  defeated  27  to  23. 

>■;  >•;  >■; 

On  the  motion  to  adopt  the  by-law  amendment  a 
tie  vote  resulted  (27  to  27). 

* * * 

A motion  was  made,  seconded  and  passed  that  a 
second  vote  be  taken  on  the  adoption  of  the  by-law 
amendment  and  that  it  be  a roll  call  vote. 

The  roll  call  vote  resulted  in  a 28  to  28  tie  which 
the  President  resolved  by  voting  in  the  affirmative 
for  the  adoption  of  the  by-law  amendment. 

Election  of  Physician  Members  of  the  Board 

The  Secretary  reported  that  the  House  of  Dele- 
gates of  the  Rhode  Island  Medical  Society  had 
nominated  the  following  to  serve  three  year  terms 
each,  until  the  annual  meeting  in  1966,  on  the  board 
of  directors  of  Physicians  Service  : 

Samuel  Adelson,  m.d. 

Edmund  T.  Hackman,  m.d. 

Arnold  Porter,  m.d. 

Stanley  D.  Simon,  m.d. 

ACTION : A motion  was  made,  seconded  and 
passed  that  the  Secretary  be  empowered  to  cast  one 
ballot  for  the  Corporation  declaring  these  nominees 
elected  to  the  board. 

Report  of  Nominations  Committee 

Doctor  William  A.  Reid,  chairman  of  the  Nomi- 
nations Committee  consisting  of  himself,  Messrs. 
George  W.  Chaplin,  and  Emil  E.  Fachon,  and 
Doctors  Seebert  J.  Goldowsky  and  Thomas  Perry, 
Jr.,  offered  as  nominees  for  three  year  terms  on  the 
board  of  directors  the  following : 

Chelcie  C.  Bosland,  ph.d. 

J.  Austin  Carroll 

ACTION:  A motion  was  made,  seconded  and 

passed  that  these  nominees  be  elected  for  the 

terms  indicated. 

* * * 

Doctor  Reid  also  reported  that  the  Nominations 
Committee,  in  anticipation  of  the  possible  adoption 
of  the  amendment  to  the  by-laws,  wished  to  submit 
as  nominees  for  the  three  additional  non-physician 
members  of  the  board  the  following : 

For  a term  of  three  years,  until  the  annual  meeting- 
in  1966 : 
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Financial  Statements  as  of  December  31,  1961  and  1962 


STATEMENT  OF  INCOME  AND  EXPENSE: 


Increase 


INCOME  : Dec.  31,  1961  Dec.  31,  1962  (Decrease) 


Received  from  Subscribers 

$9,095,346.60 

$9,583,706.50 

$488,359.90 

Income  from  Investments  

91,989.88 

91,932.77 

(57.11) 

TOTAL  INCOME  

$9,187,336.48 

$9,675,639.27 

$488,302.79 

EXPENSES : 

Claims  Payments  

$8,444,610.21 

$8,935,290.97 

$490,680.76 

Operating  Expenses  

531,937.87 

623,757.40 

91,819.53 

TOTAL  EXPENSES 

$8,976,548.08 

$9,559,048.37 

$582,500.29 

NET  GAIN  CREDITED  TO  RESERVES 

$ 210,788.40 

$ 116,590.90 

($  94,197.50) 

COMPARATIVE  BALANCE  SHEET: 

ASSETS : 

Cash  in  Banks  and  on  Hand 

$ 991,633.90 

$ 691,001.94 

($300,631.96) 

Accounts  Receivable  

226.627.48 

316,708.89 

90,081.41 

U.S.  Government  Bonds 

2,648,121.96 

3,148,714.82 

500,592.86 

TOTAL  ASSETS 

$3,866,383.34 

$4,156,425.65 

$290,042.31 

LIABILITIES  : 

Accounts  Pavable  

$ 734,574.87 

$ 844,210.79 

$109,635.92 

Accrued  for  Claims 

1,274,649.50 

1,287,578.00 

12,928.50 

Unearned  Subscriptions 

255,362.55 

294,376.35 

39,013.80 

Other  Liabilities 

2,935.69 

2,935.69 

TOTAL  LIABILITIES 

$2,264,586.92 

$2,429,100.83 

$164,513.91 

RESERVES : 

Reserve  for  Excess  Losses 

$ 601,796.42 

$ 727,324.82 

$125,528.40 

Statutory  Reserve  

1,000,000.00 

1,000,000.00 

TOTAL  RESERVES 

$1,601,796.42 

$1,727,324.82 

$125,528.40 

TOTAL  LIABILITIES  AND  RESERVES 

$3,866,383.34 

$4,156,425.65 

$290,042.31 

DISTRIBUTION  OF  PHYSICIANS  SERVICE  DOLLAR: 

Claims  Expense  

.919 

.923 

.004 

Operating  Expense  

.058 

.065 

.007 

Added  to  Reserves 

.023 

.012 

(.011) 

TOTAL  SPENT 

1.000 

1.000 

Comparison  of  Statistics  — 

Years  1961  and  1962 

Increase 

1961 

1962 

(Decrease) 

SUBSCRIBERS  

585,580 

609.081 

23,501 

NUMBER  OF  FIRMS  BUYING  PHYSICIANS  SERVICE 

1,589 

1.672 

83 

NUMBER  OF  PARTICIPATING  PHYSICIANS 

996 

966 

(30) 

TOTAL  OF  CLAIMS  PAID 

$ 8,444,610. 

$ 8,935,291. 

$ 490,681. 

TOTAL  OF  CLAIMS  PAID  SINCE  START  OF  PLAN 

$56,184,853. 

$65,120,144. 

$8,935,291. 

TOTAL  ASSETS  

$ 3,866,383. 

$ 4,156,4 26. 

$ 290.043. 

TOTAL  INCOME  

$ 9,187,336. 

$ 9,675,639. 

$ 488,303. 

TOTAL  RESERVES  

$ 1,601,796. 

$ 1.727,325. 

$ 125,529. 

OPERATING  EXPENSES  

$ 531,938. 

$ 623,757. 

$ 91,819. 

OPERATING  EXPENSE  % 

5.8% 

6.5% 

0.7% 

RATIO  OF  CLAIMS  TO  INCOME 

91.9% 

92.3% 

0.4% 

NUMBER  OF  CASES  PAID  : 

SURGEONS*  

101,066 

102,528 

1.462 

ASSISTANTS* 

15,818 

15,710 

(108) 

ANESTHETISTS*  

32,964 

32,588 

(376) 

MEDICAL  

20,791 

22,289 

1,498 

X-RAY  AND  EKG 

102,296 

113.030 

10,734 

TOTAL 

272,935 

286.145 

13,210 

*MATERNITY  CASES  (INCLUDED  IN  ABOVE) 

10,707 

9,947 

(760) 

NUMBER  OF  MONTHS  EXPENSES  IN  RESERVE : 

STATUTORY  RESERVE  

$1,000,000. 

$1,000,000. 

CONTINGENCY  RESERVE  

601,796. 

727,325. 

$125,529. 

MATERNITY  RESERVE  

575,888. 

566,950. 

(8,938.) 

TOTAL  RESERVES  

$2,177,684. 

$2,294,275. 

$116,591. 

MONTHLY  EXPENSES  (AVERAGE  FOR  YEAR) $ 748,046.  $ 796.587.  $ 48,541. 


NUMBER  OF  MONTHS  EXPENSES  IN  RESERVE  2.91  2.88  (.03) 
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Reverend  Joseph  L.  Lennon,  O.P.,  Dean  of 
Providence  College. 

For  a term  of  two  years,  until  the  annual  meeting 
in  1965: 

Judge  Florence  K.  Murray,  of  Newport,  Asso- 
ciate Justice  of  the  Rhode  Island  Superior  Court. 
For  a term  of  one  year,  until  the  annual  meeting 
in  1964: 

Mr.  Albert  B.  Christopher,  of  Warwick, 
a foreman  at  the  Bulova  W atch  Company 
in  Providence. 

ACTION : A motion  was  made,  seconded  by 

Doctor  Samuel  Adelson  and  others,  and  passed 
unanimously  that  these  nominees  be  elected  for 
the  terms  designated. 

Tribute  to  Mr.  E.  H.  Clapp 
Doctor  Arthur  E.  Hardy,  president  of  the  Rhode 
Island  Medical  Society,  noted  that  Mr.  Edgar  H. 
Clapp,  formerly  associate  director  of  the  Blue  Cross 
and  Physicians  Service,  was  present,  and  that  he 
had  recently  retired  after  many  years  of  loyal  and 
outstanding  service  to  the  Plans,  and  he  asked  for 
a rising  vote  of  appreciation  by  the  Corporation  to 
Mr.  Clapp  for  his  services. 

The  House  stood  in  tribute  to  Mr.  Clapp,  ex- 
pressing its  appreciation  of  his  loyal  services  by 
applause. 

Proposed  By-Law  Amendment 
Doctor  Stanley  D.  Simon  presented  the  following 
proposal  for  amendment  of  the  by-laws  of  the 
Corporation : 

That  Section  4 of  Article  IV  of  the  By-Laws  of 
Rhode  Island  Medical  Society  Physicians  Service 
be  amended  to  read  as  follows  : 

“Section  4.  The  Professional  Advisory  Com- 
mittee shall  consist  of  six  doctors  of  medicine, 
three  of  whom  shall  be  directors  and  three 
appointed  by  the  Rhode  Island  Medical  Society 
who  need  not  be  directors.  One  of  the  director 
members  shall  be  a member  of  the  Executive 
Committee.  The  Professional  Advisory  Com- 
mittee shall  supervise  the  arrangements  with 
physicians  concerning  participation,  fees  and  the 
rendering  of  services  according  to  the  provisions 
of  any  medical  service  plan  and  its  determination 
shall  be  binding  and  conclusive  on  the  persons 
concerned.  Among  its  duties  the  Professional 
Advisory  Committee  shall  review  periodically  all 
fee  schedules  and  make  recommendations  at  least 
once  each  year  to  correct  inequities  and  establish 
fees  for  any  new  procedures.  The  recommenda- 
tions of  the  Professional  Advisory  Committee 
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shall  be  subject  to  approval  of  the  Board  of 
Directors  and  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society.” 

He  asked  for  possible  suspension  of  the  by-law 
requiring  that  amendments  be  submitted  in  writing 
with  the  notice  of  the  meeting  in  order  that  this 
proposal  might  be  considered  immediately.  Legal 
counsel  ruled  that  the  by-laws  could  not  be  sus- 
pended in  such  manner. 

ACTION : A motion  was  made,  seconded  and 
passed  that  the  proposed  by-law  amendment  pre- 
sented by  Doctor  Stanley  D.  Simon  be  placed  on 
the  agenda  of  the  next  meeting,  whether  a regular 
or  a special  meeting,  of  the  Corporation. 

Major  Medical  Coverage 
Doctor  Simon  raised  questions  relative  to  the 
adoption  and  operation  of  the  major  medical  cover- 
age plan  which  had  not  been  fully  reported  to  the 
Corporation.  The  issue  was  discussed  at  length  by 
members  of  the  Corporation.  At  the  conclusion  of 
the  discussion  the  following  actions  were  taken  : 

A motion  was  made  that  the  phases  of  the  major 
medical  program  discussed  by  the  Corporation  at 
this  meeting  be  referred  to  the  board  of  directors 
with  the  request  that  the  board’s  decisions  be 
reported  to  the  Corporation  at  a special  meeting 
to  be  held  subsequent  to  the  board’s  meeting. 

The  motion  was  seconded. 

* * * 

A motion  was  made  to  amend  the  motion  to  pro- 
vide that  a copy  of  the  major  medical  plan  contract 
be  sent  to  each  member  of  the  Corporation  imme- 
diately. The  motion  was  seconded. 

* * * 

A motion  was  made  to  amend  the  motion  further 
to  provide  that  the  special  meeting  of  the  Corpora- 
tion be  called  not  later  than  60  days  from  this  date 
(January  30).  The  motion  was  seconded. 

On  separate  votes  the  Corporation  approved  both 
the  amendments,  and  then  adopted  the  original 
motion  as  amended. 

Adjournment 

The  meeting  of  the  Corporation  adjourned  at 
10  :30  p.m. 

Respectfully  submitted, 

Arnold  Porter,  m.d.,  Secretary 

Annual  Report  of  the  Secretary 

To  the  Members  of  the  Corporation  : 

The  thirteenth  annual  meeting  of  the  Corporation 
of  the  Rhode  Island  Medical  Society  Physicians 
Service  was  held  at  the  Providence  Sheraton- 
Biltmore  Hotel  on  January  29,  1962.  At  this  meet- 
ing the  Corporation,  operating  under  the  recently 
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enacted  by-law  revisions,  elected  the  following  to 
the  board  of  directors  : 

Messrs.  John  J.  Hall  and  Robert  D.  Stuart,  to  serve 
three  year  terms  each,  until  the  annual  meeting 
in  1965. 

Messrs.  George  W.  Chaplin  and  James  R.  Donnelly, 
to  serve  two  year  terms  each,  until  the  annual 
meeting  in  1964. 

Messrs.  Chelcie  C.  Bosland  and  J.  Austin  Carroll, 
to  serve  one  year  terms  each,  until  the  annual 
meeting  in  1963. 

The  following  nominees  of  the  Rhode  Island 
Medical  Society  for  three  year  terms  each  were 
elected  to  serve  on  the  board  of  directors  until  the 
annual  meeting  in  1965  : 

Charles  J.  Ashworth,  m.d. 

Seebert  J.  Goldowsky,  m.d. 

William  A.  Reid,  m.d. 

Francis  B.  Sargent,  m.d. 

The  annual  meeting  of  the  board  of  directors  of 
Physicians  Service  was  held  at  the  Hope  Club, 
Providence,  on  February  23,  1962,  and  at  this  meet- 
ing the  following  were  elected  as  Officers  to  serve 
until  the  next  annual  meeting  of  the  board : 

Charles  J.  Ashworth,  m.d.,  President 
Earl  J.  Mara,  m.d.,  Vice  President 
Arnold  Porter,  m.d..  Secretary 
James  R.  Donnelly,  Treasurer 

Since  the  meeting  of  the  Corporation  a year  ago 
the  board  of  directors  has  met  eight  times  and  the 
executive  committee  twice.  All  authorized  standing 
committees  were  appointed  and  they  carried  out 
their  assigned  task  throughout  the  year. 

The  controversy  created  by  actions  of  members 
of  the  General  Assemblv  in  the  introduction  of 

J 

legislation  that  would  change  the  organization  of 
the  Corporation,  and  the  continued  problem  in 
resolving  rates  with  the  state  director  of  business 
regulation  made  the  year  both  a busy  and  a difficult 
one  for  everyone. 

As  highlights  of  the  past  twelve  month  period, 
as  reflected  by  discussions  and  actions  of  the  board 
of  directors,  I cite  the  following : 

An  all  time  high  in  enrollment  of  subscribers  was 
attained,  with  the  largest  number  of  persons  over 
age  65  enrolled  of  any  Blue  Shield  plan  in  the 
nation. 

Two  direct  enrollment  campaigns  conducted,  in 
May  and  in  October-November,  to  provide  every 
citizen  with  an  opportunity  to  secure  the  insur- 
ance coverage. 

Introduction  of  Major  Medical  Expense  coverage 
with  an  immediate  favorable  response  from  em- 
ployed group  for  this  expanded  protection. 
Revision  of  the  claim  form  for  better  administra- 
tion of  payments. 


Conference  with  dental  society  representatives  for 
the  purpose  of  assisting  in  the  development  of 
prepaid  dental  insurance  along  the  lines  of  medi- 
cal service. 

Exploration  of  the  possibility  of  coverage  for  in- 
hospital  medical  visits  from  the  first  day,  and 
possibly  on  a service  basis. 

Appointment  of  Mr.  Arthur  Hanley  as  the  new 
executive  director  of  Physicians  Service,  as  well 
as  Blue  Cross,  and  joint  agreement  by  the  Plans 
that  the  position  of  executive  director  of  the 
Plans  in  the  future  shall  be  resolved  by  a Confer- 
ence committee. 

Presentation  of  a detailed  report  of  the  work  of 
Physicians  Service  to  the  special  General  Assem- 
bly commission  named  to  study  the  orderly  de- 
velopment of  health  facilities  and  health  insurance 
plans  in  Rhode  Island. 

Consideration  of  revision  of  the  schedules  of  indem- 
nities at  the  request  of  the  House  of  Delegates  of 
the  Rhode  Island  Medical  Society  to  resolve 
inequities  and  to  provide  adjustment  of  many 
fees  as  the  result  of  studies  by  the  Society’s  com- 
mittee on  medical  economics. 

Revision  of  the  by-laws  to  broaden  the  authority  of 
the  Corporation. 

Education  programs  by  the  Plan  and  by  participat- 
ing physicians  to  inform  the  state  legislators  of 
the  position  of  the  Medical  profession  relative  to 
invasion  of  the  Plan  by  legislative  action  to  pro- 
vide coverage  by  non-medical  professions,  and 
relative  to  proposed  action  to  change  the  makeup 
of  the  board  of  directors. 

Joint  action  with  the  Blue  Cross  corporation  to 
initiate  legal  action  relative  to  the  authority  of 
the  state  director  of  business  regulation  to  extend 
his  authority  over  the  operation  of  the  Plans. 

^ ^ ^ 

These  and  many  other  varied  problems  of  admin- 
istration of  Physicians  Service  have  made  heavy 
demands  upon  the  time  and  counsel  of  the  members 
of  the  board  of  directors,  the  standing  committees 
and  the  administrative  and  executive  staffs.  As 
Secretary  of  the  Corporation  I express  my  appre- 
ciation to  all  for  their  contributions  during  the  year 
to  the  continued  successful  operation  and  expansion 
of  the  program  of  Physicians  Service,  and  I am  sure 
I express  at  the  same  time  the  sincere  gratitude  of 
the  members  of  the  Corporation  to  them. 

Respectfully  submitted, 

Arnold  Porter,  m.d.,  Secretary 
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Medicine  Around  the  World  . . . 

EDALOGY:  A STUDY  OF  ETHNIC  DISEASES 

Shimon  Levani 


The  following  exposition  of  a new  approach 
to  the  study  of  the  etiology  of  disease  first 
appeared  in  the  November,  1962,  issue  of 
HADASSAH  MAGAZINE,  the  publication  of 
the  Women’s  Zionist  Organization  of  America. 
Although  written  by  a layman  for  lay  readers, 
it  contains  so  much  of  interest  to  physicians  that 
we  have  felt  it  worthwhile  to  make  it  a part  of 
the  medical  literature.  It  is  reprinted  with  the 
kind  permission  of  HADASSAH  MAGAZINE 
and  the  author. 

. . .The  Editors 


One  way  of  discovering  the  cause  of  a given 
disease  is  less  exciting  than  microbe  hunting 
and  less  dramatic  than  wielding  a scalpel  in  an 
operating  theatre  or  autopsy  room ; it  consists  of  a 
prosaic  sifting  of  hospital  and  clinic  records,  and 
running  punch  cards  through  sorting  machines. 
The  results  of  such  a procedure  might  read  as 
follows:  “Disease  X is  most  common  among  men 
between  the  ages  of  fifty  and  sixty-five  who  live  in 
Europe  or  America,  overeat,  overworry,  walk  too 
little  and  smoke  too  much.”  This  identification  of 
causal  factors  or  factors  related  to  them  might  aid 
in  the  cure  and  prevention  of  the  ailment  being 
investigated. 

When  research  of  this  nature  is  carried  out  on  a 
broad  scale,  the  whole  world  becomes  a laboratory, 
and  races  and  ethnic  groups  become  the  experi- 
mental subjects.  The  information  obtained  in  such 
studies,  in  addition  to  uncovering  causal  factors, 
helps  shed  light  on  another  important  problem  : 
whether  or  not  differences  in  the  health  patterns  of 
various  peoples  is  due  to  genetic,  or  inherited,  fac- 
tors ; or  to  environmental  conditions. 

This  type  of  research  is  being  carried  out  exten- 
sively in  modern  Israel,  a country  made  up  of  a 
number  of  communities,  or  edot  (singular:  edah; 
hence  the  term  “edalogy” — the  study  of  ethnic 
communities).  In  our  day,  two  millenia  of  disper- 
sion have  ended  for  large  segments  of  world  Jewry. 
The  scattered  descendants  of  Jews  sent  into  exile 
by  the  Romans,  or  the  Babylonians  before  them, 
have  come  home.  Over  the  centuries,  features  and 
complexions  have  changed.  Some  groups  have 


returned  as  blond  as  Scandinavians,  some  as  brown 
as  Mediterraneans,  and  others  as  dark  as  Hindus : 
yet  all  are  Jews  fully  conscious  of  their  shared 
ancestry  and  their  interrelationship. 

• Despite  their  common  origin  however,  the  re- 
turning Jewish  groups  appear  to  be  as  different 
genetically  as  two  thousand  years  of  religious  con- 
version. intermarriage,  rape  and  Darwinian  “sur- 
vival of  the  fittest”  could  make  them.  Even  within 
the  common  framework  of  the  observance  of 
kashruth,  food  habits  of  the  separate  groups  are 
radically  dissimilar.  Those  who  share  a common 
religious  tradition  hold  widely  divergent  attitudes 
toward  life.  Some  cultures  are  patriarchal,  others 
matriarchal,  some  child-centered,  others  parent- 
centered,  and  some  are  even  polygamous.  All  these 
differences  may  affect  the  incidence  of  various 
diseases ; consequently,  the  scope  of  this  new  field 
of  research  “edalogy”  is  very  broad  indeed. 

The  task  of  the  “edalogist”  is  further  compli- 
cated by  the  dynamic  quality  of  life  in  modern 
Israel.  Differences  in  cultural  patterns  and  environ- 
ment are  being  swiftly  effaced.  Years  of  rationing 
forced  those  accustomed  to  curried  rice  to  settle 
for  potato  latkes,  and  those  longing  for  hot  Shabbat 
meat-cholent  to  resign  themselves  to  cold  fish  fillet. 
Two-and-a-half  years  of  compulsory  military  serv- 
ice for  men — two  years  for  women — have  changed 
the  dietary  habits  of  people  who  have  since  married 
and  formed  new  households.  The  stresses  of  mod- 
ern, Western  civilization  are  now  falling  full  force 
on  Oriental  Jews  used  to  the  more  placid.  Eastern 
tempo  of  life  with  its  passive  acceptance  of  that 
which  is  “ordained.” 

The  genetic  constitution  of  the  population,  how- 
ever, is  relatively  static.  The  rate  of  intermarriage 
between  Israelis  of  European  or  American  origin 
with  those  of  Asian  or  North  African  origin  is  only 
about  10  per  cent — approximately  equal  to  the 
overall  intermarriage  rate  of  Jews  with  Gentiles  in 
the  United  States.  This  means  that  in  another 
decade  or  so,  while  some  final  cultural  pattern 
of  the  different  Jewish  communities  will  have 
emerged,  there  will  have  been  comparatively  little 
interbreeding.  It  will  then  be  possible  to  study  how 
change  in  environmental  conditions  has  affected 
the  incidence  of  disease,  and  to  determine  whether 
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distinctive  disease  patterns  that  have  remained 
stable  may  be  ascribed  to  hereditary  factors. 

• There  are  three  major  Jewish  communities  in 
Israel:  Jews  of  northern  and  eastern  European 
origin,  who  are  called  ‘‘Ashkenazim”  after  the  old 
Hebrew  name  for  Germany,  and  whose  common 
tongue  is  Yiddish,  the  once  familiar  medieval 
German-Hebrew  dialect ; Jews  of  the  Americas  and 
South  Africa  are  largely  descended  from  this  group. 
The  Jews  of  Asia,  principally  the  Middle  Eastern 
and  North  African  Arab  countries,  are  called 
“Mizrachim”  (Easterners)  after  the  Hebrew  word 
for  East,  and  they  speak  an  Arabic-Hebrew  dialect. 
Jews  descended  from  the  exiles  of  the  flourishing 
medieval  Jewish  community  in  Spain  settled  prin- 
cipally in  the  Balkan  countries,  and  in  Turkey  and 
Egypt ; they  are  called  “Sephardim”  after  the 
Hebrew  name  for  Spain,  and  they  speak  a Spanish- 
Hebrew  dialect  called  Ladino.  Often,  however, 
either  of  the  two  latter  terms,  “Sephardim"  or 
“Mizrachim,”  are  loosely  applied  to  the  entire  body 
of  non- Ashkenazic  Jewish  communities. 

• After  the  First  World  War,  the  great  majority 
of  the  pioneers  who  came  to  Palestine  to  found  a 
new  Jewish  society  free  of  the  injustices  of  the  old 
world  were  Ashkenazim  from  Russia  and  Poland. 
Later,  the  refugees  from  Hitler’s  Germany  who 
were  able  to  escape  joined  them.  They  set  the 
pattern  of  a Western-oriented  civilization  with  a 
vigorous  democratic  political  basis.  A special  brand 
of  socialism,  far  purer  and  more  zealous  of  the  rights 
of  the  individual  than  Communism,  was  the  socio- 
economic ideal. 

In  the  aftermath  of  the  Second  World  War  came 
the  influx  of  more  Ashkenazim,  the  survivors  of 
the  Nazi  concentration  camps.  Immediately  after 
Israel’s  War  of  Independence  in  1948  there  came 
a mass  immigration  of  Mizrachim  from  the  Arab 
lands.  Sephardim,  too,  came  to  join  others  of  their 
group  who  had  been  living  in  Palestine  for  many 
generations,  but  they  remained  a very  small 
minority 

The  resultant  demographic  picture  has  been  one 
in  which  most  middle  aged  and  older  people  are 
Ashkenazim,  while  the  Mizrachim  predominate  in 
the  younger  age  brackets.  Since  the  Eastern  groups 
have  much  higher  birth  rates  and  there  has  been  a 
spectacular,  overall  decrease  in  infant  mortality, 
within  a few  years,  the  present  numerical  equi- 
librium between  Easterners  and  Westerners  will 
rapidly  be  displaced  in  favor  of  the  former. 

It  should  be  noted  that  some  immigrants  came 
from  communities  which  have  been  relatively 
secluded  for  centuries  and  which,  by  reason  of  a 
higher  rate  of  consanguinous  marriages  and  an 
avoidance  of  intermarriage,  have  preserved  a modi- 
cum of  “racial  purity.”  These  groups  may  be 

continued  on  next  page 
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genetically  close  to  the  Judeans  exiled  at  the  begin- 
ning of  the  Christian  era  or  before  that  time.  Such 
communities  include  the  Yemenite  Jews,  who  were 
transferred  to  Israel  en  masse  “on  eagles’  wings” 
(by  airlift)  ; and  the  Kurdish  and  Iraqui  Jews,  who 
refer  to  themselves  as  “Bavlim”  (Babylonians)  and 
are  probably  descended  from  those  exiles  who  pre- 
ferred to  remain  in  the  Babylonian  captivity  instead 
of  returning  to  Zion  with  Ezra  and  Nehemia. 

• One  of  the  first  to  study  the  relationship  between 
ethnic  origin  and  the  incidence  of  disease  has  been 
Doctor  Fritz  Dreyfuss,  formerly  of  Hadassah-Uni- 
versity  Hospital’s  Department  of  Internal  Medi- 
cine A. 

Himself  a refugee  from  Hitler’s  Germany,  he 
was  struck  by  the  remarkably  low  incidence  of  heart 
attacks  among  Mizrachim,  particularly  among  the 
immigrants  from  Yemen.  In  an  early  study,  he 
found  only  two  Yemenites  who  had  suffered  such 
attacks ; both  had  been  living  in  Israel  for  many 
years  and  had  presumably  adjusted  to  a Western 
way  of  life.  Significantly,  others  have  found  that 
Eastern  Jews,  and  Yemenites  in  particular,  have 
much  less  cholesterol  and  other  fats  in  their  blood 
than  Ashkenazim  and,  that  unlike  the  latter,  their 
cholesterol  level  does  not  increase  with  aging.  Also, 
Doctor  Henry  Ungar,  head  of  the  Department  of 
Pathology,  discovered  that  while  Mizrachim  are, 
in  general,  as  susceptible  to  hardening  of  the 
arteries  as  Ashkenazim,  their  hearts  are  less  often 
affected  by  this  disease. 

Doctor  Dreyfuss  and  Doctor  Julius  J.  Groen, 
head  of  the  Department  of  Internal  Medicine  A 
of  Hadassah  Hospital,  have  teamed  up  to  investi- 
gate Israeli  groups  such  as  the  Negev  Bedouin  and 
the  former  Atlas  Mountain  dwellers,  both  of  whom 
have  little  heart  disease  among  them.  All  physical, 
sociological,  and  even  psychological  differences  of 
individuals  within  these  and  other  groups  are  being 
carefully  analyzed  in  an  effort  to  determine  the 
reasons  for  the  differences  in  disease  patterns. 

• The  findings  of  the  marked  effect  of  ethnic  origin 
upon  the  incidence  of  coronary  disease — as  well  as 
casual  observations  by  clinicians  in  different  special- 
ties, that  other  diseases  show  differences  in  ethnic 
distribution — stimulated  Doctor  Hillel  Blondheim, 
a former  New  Yorker  and  another  Hadassah 
internist,  to  search  for  these  differences  in  a sys- 
tematic fashion.  Together  with  Doctor  Gertrude 
Kallner  of  the  government  Bureau  of  Statistics, 
Doctor  Blondheim  assiduously  combed  through 
data  on  the  early  years  of  immigration  to  Israel, 
and  found  a definite  pattern  of  ethnic  differences 
emerging. 

Mizrachim  suffered  more  than  Westerners  from 
preventable  diseases  whose  causes  are  known, 
chiefly  diseases  related  to  bad  living  conditions, 
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uncleanliness  and  inadequate  food.  They  had  much 
higher  rates  for  infections  of  all  kinds,  including 
typhoid  fever,  the  dysenteries,  acute  lung  infec- 
tions, chronic  bronchitis  and  asthma.  They  also  had 
much  higher  rates  for  parasitic  diseases  and  for 
nutritional  diseases  such  as  the  avitaminoses  and 
the  anemias  (particularly  those  of  pregnancy),  and 
nutritional  cirrhosis  of  the  liver. 

On  the  other  hand,  Mizrachim  were  less  com- 
monly afflicted  than  Ashkenazim  with  cancer  and 
other  sicknesses  of  uncertain  origin.  Not  only  was 
their  incidence  of  heart  disease  low,  but  they  also 
had  comparatively  little  high  blood  pressure,  dia- 
betes, gall  and  kidney  stones,  prostate  trouble, 
arthritis  and  appendicitis.  Eastern  women  were 
less  often  afflicted  with  menstrual  disorders. 
(Women  who  had  not  menstruated  for  decades 
since  their  first  period  because  of  rapidly  successive 
pregnancies  followed  by  prolonged  nursing  are  not 
uncommon  among  the  Mizrachim.)  They  also  had 
significantly  less  sterility,  tubal  pregnancies  and 
blood  poisoning  of  pregnancy. 

Doctors  Blondheim  and  Kallner  are  now  analyz- 
ing more  recent  data  to  determine  how  the  effect 
of  living  in  Israel  for  a decade  may  have  altered 
ethnic  patterns  of  disease.  It  remains  to  be  seen 
which  diseases  have  increased  among  newcomers 
to  Israel  because  of  change  in  environment  and  the 
acquisition  of  new  habits. 

• Diseases  of  a hereditary  nature  that  are  geneti- 
cally determined  include  an  enigmatic  one  that  is 
attracting  considerable  attention  in  the  medical 
literature  and  is  called  “periodic  disease”  or 
“familial  Mediterranean  fever.”  It  has  been 
reported  almost  exclusively  among  patients  of 
Armenian,  Arab  or  Greek  extraction  in  the  U.S. 
and  Europe.  In  Israel  the  disease  has  been  studied 
intensively  by  Doctor  Moshe  Rachmilewitz,  head 
of  Hadassah’s  Department  of  Internal  Medicine  B, 
and  former  dean  of  the  Hebrew  University  Medical 
School,  and  his  colleagues,  as  well  as  a group 
headed  by  Doctor  Harry  Heller  of  the  Tel-Hash- 
omer  Government  Hospital.  They  found  that  the 
disease  affects  Mizrachim  to  a very  large  extent, 
and  that  only  a few  of  the  patients  have  been  Ash- 
kenazim. The  illness  is  marked  by  recurrent  bouts 
of  fever  and  abdominal  pains  which  subside  quickly. 
One  attack,  however,  usually  lasts  long  enough  and 
is  severe  enough  so  that  almost  every  victim  bears 
the  scar  of  a useless  appendectomy ! 

Other  aspects  of  ethnic  studies  in  Israel  include 
the  findings  of  Doctor  Ailon  Shilon  of  the  Hadassah 
Community  Health  Project,  that  among  girls  from 
the  Oriental  communities  the  onset  of  menstruation 
occurs  later  than  among  Ashkenazi  girls,  contrary 
to  uninformed  popular  opinion.  Doctor  Shilon  has 
also  studied  the  body  structure  of  children  born  in 
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Eastern  and  Western  countries,  and  those  born  in 
Israel  of  Ashkenazi  and  Mizrachi  parents.  His  data 
suggests  the  possibility  of  a Middle  Eastern  origin 
for  the  stocky  type  of  build  that  is  characteristic  of 
many,  if  not  most,  Israel  children. 


• Since  it  has  been  shown  that  ethnic  origins  are 
in  some  way  linked  with  susceptibility  and  resist- 
ance to  certain  diseases,  researchers  have  felt  the 
need  to  study  the  complicated  genetic  characteris- 
tics of  the  different  Jewish  groups  in  Israel.  Two 
“genetic  markers”  used  were  blood  groups  and 
fingerprint  patterns.  The  work  of  the  late  Professor 
Joseph  Gurevitch  of  the  Hebrew  University- 
Hadassah  Medical  School  and  his  group  showed 
that  with  regard  to  blood  groups  (ABO)  Jews  tend 
to  resemble  Gentile  populations  of  their  countries 
of  origin.  On  the  other  hand,  with  regard  to  the 
Rh  blood  types,  Jews,  regardless  of  origin,  showed 
evidence  of  a high  proportion  of  a “small  Eastern 
Mediterranean”  blood  component  and  also  of  an 
“African  component.” 

Another  genetic  study  is  that  of  the  fingerprint 
patterns  of  the  different  Jewish  ethnic  groups  and 
those  of  Israel  Arabs.  Doctor  Leo  Sachs  of  the 
Weizmann  Institute  of  Science  found  that  all 
Jewish  groups,  regardless  of  country  of  origin, 
tend  to  have  a similar  distribution  of  fingerprint 
components,  evidence  of  a common  Mediterranean 
ancestry 

The  intermixture  of  clinical  medicine,  geography, 
genetics,  sociolog}',  history,  pathology  and  chem- 
istry, applied  to  the  study  of  Jewish  ethnology,  as 
related  to  health  and  sickness,  has  aroused  great 
interest  both  here  and  abroad.  “Edalogy”  promises 
to  yield  much  to  the  world  of  science  in  the  identi- 
fication of  the  causes  of  disease,  and  ultimately  in 
their  prevention  and  cure. 
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Brown  Names  Four  to  Medical  Teaching  Staff 

Brown  University  has  announced  its  first  four 
teaching  appointments  under  its  new  six-year  med- 
ical education  program. 

Two  physicians  have  been  appointed  professors 
of  medical  science  asd  two  others  have  been 
selected  to  share  responsibility  for  the  university’s 
clinical  educational  and  research  program  at  Rhode 
Island  Hospital. 

The  two  professors  of  medical  science  have  been 
named  to  the  university’s  regular  academic  faculty 
and  will  have  their  offices  and  laboratories  on  the 
campus.  They  are  Doctor  Frederick  W.  Barnes,  Jr., 
a former  professor  at  the  Johns  Hopkins  School  of 
Medicine  who  has  already  begun  his  work  at 
Brown,  and  Doctor  Robert  E.  Parks,  Jr.,  who  is 
now  the  acting  chairman  of  the  Department  of 
Pharmacology  at  the  University  of  Wisconsin 
Medical  School. 

Both  hold  doctorates  in  basic  sciences  in  addition 
to  their  medical  degrees. 

The  two  clinical  appointees  are  Providence  spe- 
cialists who  will  serve  the  university  through  clini- 
cal research  and  teaching  at  the  hospital.  They  are 
Doctor  Marshall  N.  Fulton,  the  hospital’s  chief  of 
medicine,  and  Doctor  Lester  N.  Vargas,  a cardio- 
vascular surgeon  who  is  the  hospital’s  chief  of 
surgery. 

Doctor  Barnes,  who  was  born  in  Cleveland,  was 
graduated  from  Yale  University  in  1930  and  from 
the  Johns  Hopkins  School  of  Medicine  in  1934. 
He  holds  a ph.d.  in  biochemistry  from  Columbia, 
conferred  in  1943. 

Doctor  Barnes  served  internships  in  medicine 
and  pediatrics  at  the  Johns  Hopkins  Hospital,  and 
a residency  in  pediatrics  at  Children’s  Hospital  in 
Boston. 

He  has  taught  pediatrics  at  Harvard  Medical 
School,  biochemistry  at  Columbia’s  College  of 
Physicians  and  Surgeons,  and  pediatrics  and  bio- 
chemistry at  the  University  of  Cincinnati  School  of 
Medicine. 

From  1946  until  he  came  to  Brown  he  was  an 


associate  professor  of  medicine  and  physiological 
chemistry  at  the  Johns  Hopkins  School  of 
Medicine. 

Doctor  Parks,  who  will  come  to  Brown  after  the 
end  of  the  current  academic  year,  was  a member  of 
the  Brown  class  of  1944  and  received  his  m.d.  from 
Harvard.  He  is  a native  of  Glendale,  New  York. 

He  spent  four  years  as  a research  associate  at 
Amherst  College,  and  then,  in  1951,  began  four 
years  of  research  studies  for  the  American  Cancer 
Society  at  the  Enzyme  Institute  in  Madison,  Wis. 

In  1954  he  joined  the  Wisconsin  medical  faculty 
as  an  assistant  professor  of  pharmacology.  He  be- 
came a full  professor  in  1961,  and  last  fall  was 
named  the  acting  chairman  of  the  department. 

Bristol  County  Medical  Center  Established 

Several  physicians  in  Bristol  County,  headed  by 
Doctor  Charles  Millard  of  Warren,  have  formed  a 
medical  group  practice  under  the  name  of  the 
Medical  Associates  of  Bristol  County.  The  group 
is  composed  of  physicians  practicing  together  and 
sharing  office  space,  X-ray  and  laboratory  facili- 
ties, and  nursing  and  clerical  personnel  at  a new 
building  located  at  1180  Hope  Street,  Bristol. 

The  Medical  Associates  was  founded  in  May  of 
1962  for  the  purpose  of  providing  high  quality 
family  medical  care  as  promptly  and  economically 
as  possible.  The  group  is  composed  largely  of  gen- 
eral practitioners.  However,  in  addition  to  the 
general  practitioners  it  is  staffed  by  a full  time 
radiologist  and  board  certified  surgeon  who  is 
senior  member  of  the  Associates.  In  addition  to 
these  full  time  physicians  there  are  physicians  on 
the  staff  in  the  major  specialties,  such  as  cardio- 
vascular surgery,  urology,  orthopedics,  obstetrics 
and  gynecology  as  well  as  internal  medicine,  cardi- 
ology, ear-nose-and  throat,  neurological  surgery, 
psychiatry  and  neurology.  These  physicians  in 
specialties  regularly  visit  the  group  offices  to  see 
patients  with  specific  problems. 

Rhode  Island  Blue  Plans  Name  Assistant  Directors 

Frank  R.  Adae  and  Jerome  E.  Long  have  been 
named  assistant  directors  of  the  Rhode  Island  Blue 
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Cross  and  Physicians  Service,  Arthur  F.  Hanley, 
executive  director  of  the  plans,  announced  recently. 

In  addition  to  assisting  in  the  overall  administra- 
tion of  the  health  plans,  both  men  will  have  specific 
responsibilities.  Mr.  Adae  will  be  in  charge  of  sales, 
professional  relations,  underwriting,  public  rela- 
tions and  advertising.  Mr.  Long  will  be  responsible 
for  internal  administration,  hospital  relations,  new 
benefit  development,  finance  and  accounting. 

Mr.  Hanley  said  the  staff  changes  were  made  in 
order  to  keep  pace  with  the  growing  complexities 
of  the  plans’  operations  and  the  rapid  changes  in 
the  health  care  prepayment  field. 

Mr.  Adae  has  been  associated  with  Blue  Cross 
and  Blue  Shield  for  13  years,  including  the  Cincin- 
nati and  Chattanooga  plans.  He  joined  the  Rhode 
Island  plan  in  1959  and  was  named  assistant  to  the 
director  last  year. 

Mr.  Long  formerly  owned  and  operated  the 
General  Business  Equipment  Company  in  Provi- 
dence during  World  War  II,  and  came  with  the 
plans  as  director  of  enrollment  in  1944.  He  has 
served  as  administrative  assistant  and  director  of 
hospital  relations,  and  is  coordinator  of  the  Rhode 
Island  Medical  Economics  Council. 

A resident  of  M arwick,  Mr.  Long  served  as  a 
member  of  the  board  of  trustees  of  Kent  County 
Hospital  for  seven  years. 

Unit  System  of  Psychiatric  Treatment 
Shortens  Hospital  Stay 

Because  successful  pilot  studies  conducted  since 
1958  have  convinced  Veterans  Administration  psy- 
chiatrists that  a patient’s  stay  in  hospitals  can  be 
reduced,  the  VA  has  extended  a revolutionary  Unit 
System  of  psychiatric  treatment  to  the  Bedford 
( Mass. ) V" A hospital  and  the  Northampton  ( Mass. ) 
VA  hospital. 

VA  psychiatrists  also  find  that  patients  treated 
under  the  Unit  System  appear  to  make  improved 
adjustments  after  hospitalization,  thus  reducing  the 
need  for  readmission. 

Simple  in  principle,  the  Unit  System  reorgan- 
izes a patient's  hospital  life  to  retain  him  in  the 
same  patient  group  with  the  same  doctors,  nurses, 
socal  service  workers  and  therapists.  This  con- 
trasts with  the  approach  of  most  mental  hospitals. 

In  the  Unit  System,  the  patient  is  assigned  imme- 
diately to  a group  of  from  200  to  400  patients,  con- 
taining a cross-section  of  every  type  of  mentally 
ill.  even  the  disturbed.  There  he  remains  until  dis- 
charged with  only  minimal  changes  even  in  the 
professional  staff. 

Child  Health  and  Human  Development 
Institute  Established 

Surgeon  General  Luther  L.  Terry  of  the  Public 
Health  Service  has  announced  the  establishment  of 
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a National  Institute  of  Child  Health  and  Human 
Development  and  the  appointment  of  Doctor 
Robert  A.  Aldrich,  Professor  and  Chairman  of  the 
Department  of  Pediatrics,  University  of  Washing- 
ton School  of  Medicine,  as  the  Director  of  the  new 
Institute. 

The  National  Institute  of  Child  Health  and 
Human  Development  was  authorized  by  Congress 
in  October,  1962,  to  supplement  and  reinforce  re- 
search in  the  health  status,  needs,  and  problems  of 
people  in  the  various  stages  of  development. 

Two  specialized  research  centers — the  Center  for 
Aging  Research  and  the  Center  for  Research  in 
Child  Health— formerly  located  in  the  Division  of 
General  Medical  Sciences  will  provide  the  nuclei  of 
the  new  Institute.  The  other  Institutes  of  NIH  will 
continue  their  research  in  their  special  disease  cate- 
gories with  respect  to  children  and  elderly  people, 
Doctor  Terry  emphasized. 

Tufts  Dedicates  Research  Building 

Tufts  University  School  of  Medicine  dedicated 
its  new  A.  Warren  Stearns  Research  Building 
at  the  Tufts- New  England  Medical  Center  on 
March  27  as  the  highlight  of  the  school’s  medical 
alumni  week  activities. 

The  eight-story  building,  adjacent  to  the  school 
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on  Harrison  Avenue  in  downtown  Boston,  will 
provide  some  28,000  square  feet  of  new  space  for 
medical  research  activities.  Reconstruction  of  the 
building  from  commercial  use  into  a modern  re- 
search facility  was  made  possible  by  a combination 
of  Federal  and  matching  University  funds  totaling 
more  than  $1.5  million. 

Trudeau  School  Summer  Program  Announced 
The  Forty-eighth  Session  of  the  Trudeau  School 
of  Tuberculosis  and  Other  Pulmonary  Diseases, 
established  in  1916,  will  be  held  in  Saranac  Fake, 
N.Y.,  from  June  3rd  to  21st,  1963.  This  annual 
unique  postgraduate  course  for  physicians,  con- 
ducted under  the  auspices  of  the  Trudeau  Founda- 
tion and  supported  by  the  Fillia  Babbitt  Hyde 
Foundation,  provides  outstanding  instruction  in 
the  field  of  chest  diseases  at  a minimal  tuition  of 
$100  for  a three  weeks  session.  Attendance  at  the 
Trudeau  School  carries  with  it  a thorough  review 
for  specialization  in  pulmonary  diseases  or  for 
work  in  public  health  involving  tuberculosis. 

Inquiries  should  be  addressed  to  the  Secretary, 
Trudeau  School  of  Tuberculosis  and  Other  Pul- 
monary Diseases,  Box  670,  Saranac  Fake,  N.Y. 
Hospital  Building  at  $ 3.6  Million  a Day 

Expenditures  for  hospital  construction  boomed 
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again  in  1962  when  an  average  of  $3.6  million  a day 
was  spent  building  hospitals,  nursing  homes  and 
other  health-related  institutions,  the  Health  Insur- 
ance Institute  has  reported. 

A total  of  $1,322,000,000  was  spent  on  such  con- 
struction in  1962,  marking  the  seventh  straight  year 
of  increasing  expenditures  for  these  purposes,  said 
the  Institute  in  its  analysis  of  Federal  data. 

Last  year’s  expenditure  was  a 14.3  per  cent  in- 
crease over  the  $1,157,000,000  spent  on  hospital 
construction  in  1961,  said  the  Institute.  These  high 
expenditure  levels  are  expected  to  continue  for  a 
minimum  of  two  more  years  with  an  annual  outlet} 
of  at  least  $1,350,000,000. 

During  1962,  seven  out  of  every  ten  dollars  spent 
on  hospital  construction  came  from  private  capital 
which  put  up  $925  million  of  the  $1,322,000,000 
total.  Public  funds  accounted  for  $397  million,  or 
30  per  cent,  said  the  Institute. 

An  examination  of  comparable  1952  figures 
shows  there  has  been  a strong  shift  toward  the  con- 
struction of  health  facilities  from  private  funds, 
said  the  Institute.  In  1952  total  expenditures  for 
hospital  construction  were  $889  million,  with  pri- 
vate funds  providing  $394  million,  or  44.3  per  cent, 
while  $495  million  came  from  the  public  sector. 


early  cases  of  sudden 
perceptive  deafness  should  be  treated 
by  immediate  stellate  block 
“supplemented  by  the  most  effective 
vasodilator  drug  [Arlidin] . . . 
energetic  measures  to 
retain  blood  supply  to  the  inner 
ear  are  imperative." 

Wiimot,  T.  L:  JL  Laryngology  & 

Otology  73:466,  1959. 


Retiree  Health  Coverage  Expands  in  1962 

The  trend  in  group  health  insurance  policies  to 
provide  coverage  after  retirement  saw  a sharp  in- 
crease in  1962  as  more  workers  acquired  this  type 
of  protection  against  the  costs  of  medical  care. 

The  Health  Insurance  Institute  reported  re- 
cently that  four  out  of  every  five  employees  covered 
under  group  health  insurance  policies  issued  by 
insurance  companies  last  year  have  the  right  to 
retain  their  health  coverage  when  they  retire.  In 
previous  years,  the  proportion  had  been  two  out  of 
every  three,  declared  the  Institute. 

The  Institute  said  workers  can  retain  their  group 
health  insurance  coverage  upon  retiring  in  two 
ways  : by  converting  the  group  coverage  to  an  indi- 
vidual policy,  or  by  continuing  the  coverage  on  a 
group  basis.  Some  workers  can  exercise  either 
option,  the  HII  declared. 

The  Institute  said  its  findings  came  from  its  third 
annual  survey  of  new  group  health  insurance  poli- 
cies, based  this  year  on  data  from  44  insurance 
companies  which  were  responsible  for  nearly  75 
per  cent  of  total  group  health  insurance  premiums 
written  by  insurance  companies  in  1961.  The 
sampling  consisted  of  2,531  new  group  coverages 
protecting  284,424  employees  and  an  estimated 

continued  on  next  page 


in  impaired  hearing, 
tinnitus,  vertigo . . . 

when  due  to  ischemia  of  the  inner  ear . . . 

arlidin 

brand  of  nylidrin  hydrochloride  N.N.D. 

Clinical  benefit  in  approximately  50%  of  cases 
of  recent  onset  hearing  loss  treated  with 
adequate  vasodilator  and  other  supportive 
therapy  is  also  reported  by  Sheehy. 

Sheehy,  J.  L.:  Laryngoscope  70:885,  1960. 

CAUTION:  Like  any  effective  peripheral  vasodilator,  Arlidin 
should  be  used  with  caution  in  the  presence  of  recent 
myocardial  lesions,  severe  angina  pectoris  and 
thyrotoxicosis.  There  are  no  known  contraindications 
to  its  use.  Complete  detailed  literature  available  to  physicians. 

u.  s.  vitamin  & pharmaceutical  corporation 

Arlington-Funk  Labs.,  div.  • 800  Second  Ave.,  New  York  17,  N.  Y. 
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LIFE  DEATH 

INSURANCE  or  INSURANCE? 

SOME  Medical  men  need  DEATH  Insurance 
ONLY. 

Others  need  accumulating,  guaranteed 
dollar  values  to  meet  their  LIVING  needs  in 
the  future  - DEPRESSION  - EMERGENCY  - 
RETIREMENT,  etc. 

In  any  event,  our  new  "CHEAPER-THAN- 
TERM"  DEATH  INSURANCE  is  the  first  step 
in  the  right  direction ! 

Don't  make  any  important  changes  in  your 
Life  Insurance  or  Estate  plans  without  inves- 
tigating "CHEAPER-THAN-TERM"! 

For  further  information  about  this  sensational 
new  development  in  DEATH  INSURANCE, 
write  or  phone: 

ROLAND  A.  DEROSIER 

54  Custom  House  Street 
Providence  3,  Rhode  Island 
TE  1-4833 
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71 1,000  dependents  for  a total  of  nearly  one  million 
persons. 

Some  262,108  workers  in  the  sample  were  pro- 
tected by  medical  care  coverages.  Of  this  number, 
210,866,  or  80.5  per  cent,  were  provided  with  health 
insurance  which  they  can  carry  into  their  retire- 
ment years,  declared  the  Institute. 

Hospital  Expansion  in  Rhode  Island 

In  its  February  Newsletter  the  Hospital  Asso- 
ciation of  Rhode  Island  reports  recent  approvals 
for  hospital  building  projects  costing  $1,807,250, 
of  which  the  Federal  government  is  expected  to  pay 
half  through  Hill  Burton  act.  With  these  newest 
appropriations,  the  Association  reports,  the  total 
Federal  share  in  hospital  construction  costs  in 
Rhode  Island  since  1948  stands  at  $9,385,460.  The 
aggregate  cost  of  all  hospital  construction  in  the 
state  in  that  period  is  about  $56  million  according 
to  the  estimate  of  Ernest  W.  Cook,  ph.d.,  chief  of 
the  state  division  of  health  facilities. 

Rhode  Island  Student  Wins  SKF  Fellowship 

Thirty-one  U.S.  medical  students  have  been 
awarded  foreign  fellowships  which  will  enable  them 
to  obtain  supervised  medical  experience  in  under- 
developed countries,  the  Association  of  American 
Medical  Colleges  announced  recently. 

The  fellowships  are  made  possible  by  a $60,000 
grant  from  Smith  Kline  & French  Laboratories, 
Philadelphia  pharmaceutical  firm.  With  the  current 
selection,  the  Association  during  four  years  has 
awarded  a total  of  123  fellowships  for  study  in  40 
countries. 

This  year’s  winning  students  will  work  in  Brazil, 
Guatemala,  Nicaragua,  Venezuela,  Borneo,  Cam- 
bodia, Nepal,  The  Philippines,  Taiwan,  Iran,  Ethi- 
opia, Kenya,  Swaziland,  and  other  countries  in 
Southeast  Asia  and  Africa.  They  will  be  stationed 
in  mission  hospitals  and  outpost  medical  facilities. 

Among  those  chosen  for  the  awards  is  Harry  G. 
Carpenter,  Jr.,  of  Lincoln,  Rhode  Island,  a junior 
at  Tufts  University  School  of  Medicine,  who  will 
work  in  the  Philippines. 

Trend  Towards  Major  Medical  Expense  Coverage 

The  American  people  have  established  a strong 
and  continuing  trend  toward  a type  of  health  insur- 
ance— known  as  major  medical  expense  insurance 
— that  affords  protection  against  the  heavy  costs  of 
serious  illnesses,  the  Health  Insurance  Institute 
reports.  It  cited  as  new  evidence  of  this  trend  the 
growth  in  over-all  major  medical  coverage  last  year 
and  the  fact  that  two  out  of  every  three  employees 
covered  by  new  group  health  insurance  policies 
issued  by  insurance  companies  in  1962  were  pro- 
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but  it  can  help  you  relieve 
the  suffering  of  your  patient 
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by  reducing  the  anxiety  and  fear 
that  intensify  pain 

by  potentiating  analgesics — enabling 

r-|-ri  « ® . { 1 • you  to  reduce  narcotic  dosage  by 

I norazine  is  not  an  analgesic  5°^ 

brand  of  chlorpromazine  and  by  controlling  nausea  and  vomiting. 

'Thorazine'  is  particularly  useful  in 
the  severe  pain  seen  in  your  cancer, 
surgical,  and  obstetrical  patients. 

It  is  available  in  a wide  variety  of 
dosage  forms,  including  injection, 
Spansule®  sustained  release  capsules, 
suppositories,  syrup  and  tablets. 

For  prescribing  information,  please 
see  PDR  or  SK&F  literature. 


Smith  Kline  & French  Laboratories 

Photograph  professionally  posed. 
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tected  by  major  medical  insurance. 

Persons  now  covered  by  major  medical  insur- 
ance— an  estimated  38  million  Americans  as  of  the 
end  of  1962  compared  to  34  million  a year  earlier — 
are  protected  against  virtually  all  types  of  health 
care  expenses,  either  in  or  out  of  hospital,  so  long 
as  the  treatment  is  either  rendered  or  prescribed  by 
a physician,  said  the  Institute.  In  addition  to  help- 
ing to  pay  the  customary  hospital,  surgical  and  med- 
ical costs,  major  medical  insurance  also  helps  pay 
such  costs  as  special  nursing  care,  medicines  and 
drugs,  medical  appliances,  and  X-ray  and  labora- 
tory work. 

Fastest  Growing 

The  growth  of  major  medical  is  outpacing  the  in- 
creases in  other  types  of  voluntary  health  insurance, 
the  Institute  declared.  At  the  end  of  1957,  some  121 
million  persons  had  hospital  expense  insurance, 
compared  to  13  million  with  major  medical.  In  the 
following  five  years  hospital  coverage  increased  by 
nearly  one-sixth  to  reach  an  estimated  140  million, 
but  major  medical  nearly  tripled  to  reach  38  million. 


PROGRESS  IN  THE  RELIEF  OF 
HEARING  DEFECTS 

concluded  from  page  201 

27Guild,  S.  R. : Histologic  Otosclerosis.  Ann.  Otol.  53  :246, 
1944 

28Kaplan,  J.,  and  Shambaugh,  G.  E.,  Jr. : op.  cit. 

29Ruedi,  L. ; Spoendlin,  H.,  and  Altmann,  F. : Stapes  Mo- 
bilization. Advances  in  Otorhinolaryngology:  IV,  New 
York,  S.  Karger,  1957,  pp.  36-48 

30Kaplan,  J.,  and  Shambaugh,  G.  E.,  Jr. : op.  cit. 

37 Ibid . 

^International  Correspondence  Society  of  Otolaryngolo- 
gists: Collected  Letters,  Series  VI,  March  15,  1961,  pp. 
36-37 

33Personal  communication  with  Dr.  George  E.  Sham- 
baugh, Jr. 

34Int.  Corr.  Soc. : op.  cit. 

35Basek,  M.,  and  Fowler,  E.  P.,  Jr. : Anatomical  Factors 
in  Stapes-Mobilization  Operations.  A.M.A.  Arch.  Oto- 
laryng.  63:589,  1956 


^~UJe  C ^ffer  the  * finest  ^ jfacilities  for 

CONVENTIONS,  SEMINARS,  CONFERENCE  MEETINGS 

/ to  400  p ersons 

NEW  MOTOR  INN  and  ALL  FUNCTION  ROOMS 

FULLY  AIR-CONDITIONED 

Outdoor  Swimming  Pool,  Boating,  Fishing,  Golfing, 
Historic  Mansions,  World  Famous  Ocean  Drive 

^\JiLlngf  <J~Cotcl and 

64 in  the  center  of  everything ” 

NEWPORT,  RHODE  ISLAND 
Telephone  847-3300 


’ nn 


RHODE  ISLAND  MEDICAL  JOURNAL 

36House,  H.  P. : Trends  in  Mobilization  Surgery.  Laryn- 
goscope 69:1085,  1959 

37Hough,  J.  V.  D. : Partial  Stapedectomy.  Ann.  Otol.  69 : 
571,  1960 

38Kaplan,  J.,  and  Shambaugh,  G.  E.,  Jr.:  op.  cit. 
39Harrison,  Shambaugh,  et  al. : op.  cit. 

Additional  References 

Goodhill,  V. : Prosthetic  Articulation  in  Stapes  Surgery. 

A.M.A.  Arch.  Otolaryng.  73:273,  1961 

Kos,  C.  M. : Results  of  Stapes  Mobilization  and  Vein  Plug 

Stapedioplasty.  J.A.M.A.  174:2187,  1960 

Bellucci,  R.  J. : A Guide  for  Stapes  Surgery  Based  on  a 

New  Surgical  Classification  of  Otosclerosis.  Laryngoscope 

68:741,  1958 

Fenestration  Surgery.  Laryngoscope  68  :947,  1958 
House,  H.  P. : Polyethelene  in  Middle  Ear  Surgery.  A.M.A. 
Arch.  Otolaryng.  71  :926,  1960 

Reconstructive  Middle  Ear  Surgery.  A workshop  held  in 
Chicago.  A.M.A.  Arch.  Otolaryng.  March  16-21,  1959, 
71  : Feb.  and  March,  1960 


ETIOLOGICAL  FACTORS  IN  THE 
DEVELOPMENT  OF  CONGENITAL 
ANOMALIES 

concluded  from  page  212 

35Penrose,  L.  S. : Maternal  Age  in  Familial  Mongolism.  J. 
Ment.  Science  97  :738,  1951 

3GQuastler,  H. : Lecture : Chemical  Communications  in 
Cells.  U.  of  R.  I.,  November,  1962 
37Rigas,  D.  A.,  and  Osgood,  E.  E. : Purification  and  Proper- 
ties of  the  Phytohemagglutinin  of  Phaseolus  vulgaris.  J. 
Biol.  Chem.  212:  607,  1955 

38Russell,  D.  S.,  and  Rubinstein,  L.  J. : Pathology  of  Tum- 
ours of  the  Nervous  System.  Edward  Arnold  Ltd., 
London,  1959 

39Schroeder,  A. : Cited  in  Sutton. 

40Schull,  W.  J. : Empirical  Risks  in  Consanguineous  Mar- 
riages: Sex  ratio,  Malformation  and  Viability.  Amer.  J. 
Human  Genet.  10  : 294,  1958 

41Stern,  C. : Human  Genetics  (Second  Edition).  W.  H. 

Freeman  Co.,  San  Francisco,  1960 
42Stevenson,  A.  C. : Frequency  of  Congenital  and  Heredi- 
tary Disease.  With  Special  Reference  to  Mutation.  Brit. 
Med.  Bulletin  17:254,  1961 

43Stewart,  J.  S.,  and  Sanderson,  A.  R. : Chromosomal  Aber- 
ration After  Diagnostic  Irradiation.  Lancet  1 :978,  May  6, 

1961 

44Strauss,  B.  S. : An  Outline  of  Chemical  Genetics.  W.  B. 

Saunders  Co.,  Philadelphia,  1960 
45Sutton,  H.  E. : Biology  Studies : Genes,  Enzymes,  and 
Inherited  Diseases.  Holt,  Rinehart,  and  Winston.  N.  Y., 
1961 

46Tough,  I.  M. ; Buckton,  K.  E. ; Baikie,  A.  G.,  and  Court 
Brown,  W.  M. : X-Ray  Induced  Chromosome  Damage 
in  Man.  Lancet  2 :849,  Oct.  15,  1960 
47Tjio,  J.  H.,  and  Puck,  T.  T. : Genetics  of  Somatic 
Mammalian  Cells  II.  Chromosomal  Constitution  of  Cells 
in  Tissue  Culture.  J.  Exper.  Med.  108:259,  1958 
48Wallace,  H.  W. ; Moldave,  K.,  and  Meister,  A. : Studies 
on  Conversion  of  Phenylalanine  to  Tyrosine  in  Phenyl- 
pyruvic  Oligophrenia.  Proc.  Soc.  Exp.  Biol,  and  Med. 
94 :632, 1957 

49 West,  E.  S.  and  Todd,  W.  R. : Textbook  of  Biochemistry 
(Third  Edition) . MacMillan,  N.  Y.,  1961 
50Yerganian,  G.,  and  Leonard,  M.  J. : Maintenance  of 
Normal  in  Situ  Chromosomal  Features  in  Long-Term 
Tissue  Cultures.  Science  133:1600,  May  19,  1961 


235 


APRIL,  1963 

State  of  Rhode  Island  and 
Providence  Plantations 

IN  GENERAL  ASSEMBLY 
JANUARY  SESSION,  A.D.  1963 

RESOLUTION 

EXTENDING  CONGRATULATIONS 

TO  THE  SPONSORS  AND  WORKERS 

FOR  THE  OUTSTANDING  SUCCESS 

OF  THE  “END  POLIO  CAMPAIGN.” 

WHEREAS,  On  Sunday,  March  3,  1963  more 
than  583.000  Rhode  Islanders  appeared  at  clinics 
in  the  thirty-nine  cities  and  towns  of  the  state  and 
took  oral  Sabin  anti-polio  vaccine ; and 

WHEREAS,  The  mass  immunization  project 
was  the  first  to  be  conducted  in  this  country  on  a 
statewide  basis ; and 

WHEREAS,  Under  the  sponsorship  of  the 
Rhode  Island  Medical  Society,  with  the  full  co- 
operation of  the  State  Department  of  Health,  this 
operation  was  carried  out  in  an  orderly  and  most 
efficient  manner  with  the  help  of  approximately 
five  thousand  volunteer  workers  ; and 

WHEREAS,  Dr.  James  E.  Bowes,  campaign 
coordinator,  and  other  campaign  officials  expressed 
their  pleasure  at  the  cooperation  of  the  various 
agencies  involved  in  this  clinic  for  which  there  was 
no  precedent  for  the  scale  attempted ; now,  there- 
fore, be  it 

RESOLVED,  That  the  general  assembly  ex- 
presses its  heartiest  congratulations  and  commen- 


dation to  the  Rhode  Island  Medical  Society,  the 
Department  of  Health,  the  individual  doctors  and 
other  volunteer  personnel  at  the  various  clinics, 
the  churches  and  synagogues  of  the  state,  and  all 
mass  communications  agencies,  for  the  outstanding 
success  of  this  unprecedented  project;  and  be  it 
further 

RESOLVED,  That  the  Secretary  of  State  be 
and  he  hereby  is  requested  to  forward  duly  certi- 
fied copies  of  this  resolution  to  the  Rhode  Island 
Medical  Society  and  the  State  Department  of 
Health,  and  to  the  Providence  Journal  and 
Evening  Bulletin  and  the  Pawtucket  Times  re- 
spectfully requesting  the  publication  of  the  same, 
to  advise  the  thousands  of  volunteer  workers  of 
the  state’s  appreciation  of  their  excellent  work. 

. . . Passed  by  the  General  Assembly  — 
Signed  by  Governor  John  H.  Chafee 
March  8,  1963 


Curran  & Burton,  Inc. 
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AND  WHOLESALE 


COAL  OIL 

17  CUSTOM  HOUSE  STREET 
PROVIDENCE,  R.  I. 

DExter  1-3315 


PSYCHIATRIC  LECTURES  AT  R.  I.  MEDICAL  CENTER 

Howard,  R.I. 

A course  of  lectures  in  The  History  of  Psychiatry  by  Donald  P.  Kenefick,  m.d., 
Assistant  Director,  Assistant  Clinical  Professor  of  Psychiatry,  Law-Medicine 
Research  Institute,  Boston  University. 


May  2 

7 :30  p.m. 

V — Statis  and  Depression:  The  Theory  of  De- 
generation; The  Rise  of  Clinical  Neurology  and 
Neuropathology' ; The  Great  Taxonomists 

MG  Lab  Classroom 

May  1 6 

7 :30  p.m. 

VI — The  New  Enthusiasm:  Freud  and  the 
Neo-Freudians 

MG  Lab  Classroom 

May  30 

7 :30  p.m. 

VII  — Biology  and  Psychiatry 

MG  Lab  Classroom 

May  3 

8 :00  p.m. 

Robert  H.  McCarter,  m.d. 

Massachusetts  Mental  Health  Center 
Subject:  Psychotherapy  with  Neurotics 

MG  Lab  Classroom 

May  22 

8 :00  p.m. 

Milton  Greenblatt,  m.d. 
Massachusetts  Mental  Health  Center 
Boston  Psychopathic  Hospital 
Subject:  Research  in  Psychiatry 

MG  Lab  Classroom 
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BOOK  REVIEWS 


THE  SURGEON  by  W.  C.  Heinz.  Doubleday  & 

Company,  Inc.,  Garden  City,  New  York,  1963. 
$3.95 

As  the  title  informs  us,  this  is  a novel  about  a 
surgeon — one  Matthew  Carter,  distinguished  tho- 
racic surgeon.  The  novel  takes  us  through  one  day 
in  the  life  of  Doctor  Carter,  a day  which  is  supposed 
to  be  typical,  describes  his  frustrations,  and,  ulti- 
mately, his  triumph.  The  plot  is  dramatic  but  not 
exactly  gripping  since  the  outcome  is  obvious  from 
the  beginning.  (Would  Doctor  Kildare  be  allowed 
to  make  a fatal  error  ? ) 

The  author  gives  us  some  interesting  and  sensi- 
tive insights  into  Matt  Carter,  surgeon,  but  we 
never  learn  anything  about  Matt  Carter,  man. 
Moreover,  patients  and  next  of  kin  are  introduced, 
but  sketchily.  They  generate  the  reader’s  curiosity, 
then  are  dropped.  The  reader  becomes  more  in- 
volved with  the  surgical  problem  than  with  either 
the  patient  or  the  surgeon-hero.  But  a book  must 
be  judged  with  the  author’s  intent  in  mind. 

It  is  interesting  to  compare  novels  written  by 
physicians  to  those  written  about  physicians.  The 
physician-author  (Maugham,  A.  J.  Cronin,  William 
Carlos  Williams,  Gabriel  Fielding),  while  strong 
on  realism,  also  has  an  ear  for  poetry,  an  eye  for 
characterization.  In  this  novel,  the  journalist- 
turned-novelist  seems  bogged  down  by  facts,  fas- 
cinated by  detail,  which  is  not  characterization,  but 
over  simplification.  (If  we  are  told  once,  we  are 
told  ten  times,  what  the  superior  vena  cava  is, 
where  it  is,  and  what  its  function  is.) 

However,  despite  its  flaws,  THE  SURGEON 
can  be  recommended  for  gift  giving.  It  is  a selection 
of  the  Literary  Guild  of  America,  and  rightly  so. 
It  is  absolutely  uncontroversial  and  unsalacious,  if 
we  may  coin  a couple  of  words ; it  couldn’t  offend 
anyone,  not  even  Great-aunt  Hattie. 

Sally  Sleicher,  Assistant  Librarian 

BETWEEN  US  WOMEN : A Woman  Doctor’s 

Handbook  on  Pregnancy  and  Birth  by  Laura  E. 

Weber,  m.d.  Doubleday  & Co.,  Inc.,  Garden 
City,  N.Y.,  1962.  $1.95 

Over  the  years  one  inevitably  reads  a fair  num- 
ber of  books  devoted  to  the  subject  of  preparing 
patients  for  pregnancy  and  delivery,  and  inevitably 
they  turn  out  to  have  serious  flaws.  They  are  too 


detailed  or  too  scientific,  too  ponderous  or  too 
“scarey.”  They  talk  down  condescendingly  and 
they  certainly  don’t  sound  friendly  or  encouraging. 
In  contrast,  this  neat  little  paper-back  has  avoided 
all  those  pitfalls  and  sounds  just  the  way  every 
sympathetic  doctor  hopes  he  sounds.  The  language 
is  simple,  the  approach  is  direct,  and  the  normalcy 
of  most  cases  is  emphasized. 

Starting  logically  with  the  diagnosis  of  preg- 
nancy it  proceeds  by  stages  in  development  to 
answer  the  usual  patient  questions,  omitting  exces- 
sive detail.  Put  in  proper  perspective  are  miscar- 
riage, German  measles,  toxemia,  late  pregnancy 
bleeding  and  Rh  problems.  The  usual  restrictions 
are  explained.  All  the  minor  annoyances  are 
handled  with  sympathy  and  good  advice.  Enough 
developmental  anatomy  is  given  for  easy  under- 
standing. 

I shall  heartily  recommend  this  book  to  patients. 
It  should  save  hours  of  explanation  for  all  those 
doing  obstetrics. 

Charles  Potter,  m.d. 

THE  FAT  BOY  GOES  POLY-UNSATU- 

RATED  by  Elmer  Wheeler.  Doubledav  & Co., 
Inc.,  Garden  City,  N.Y.,  1963.  $3.50 

The  Fat  Boy  Goes  P oly-U nsatnrated  by  Elmer 
Wheeler  is  just  one  of  21  books  by  this  author. 
Titles  from  others  are  : “The  Bashful  Boy’s  Book,’’ 
“How  to  Make  Your  Daydreams  Come  True/’ 
“Selling  Dangerously,”  and  others.  Elmer’s  suc- 
cess was  so  great  with  his  book  “The  Fat  Boy’s 
Book” — telling  about  how  he  lost  40  lbs.  in  80 
days  — that  he  decided  to  write  about  his  latest 
medical  experience. 

It  seems  that  Elmer  went  to  his  doctor  for  a 
yearly  checkup,  and  learned  the  sad  fact  that  his 
cholesterol  count  was  320  and  his  blood  pressure 
160  over  110. 

The  tale  which  follows  is  meant  for  lay  people 
only.  How  could  an  advertising  salesman  be  pre- 
sumptuous enough  to  instruct  the  medical  profes- 
sion? It  is  mildly  witty,  full  of  cliches  such  as 
“cholesterol  Charlies,”  “fatsos,”  and  the  like,  and 
some  pet  peeves.  One  food  which  Elmer  warns  you 
against,  more  often  than  any  other,  is  Roquefort 
dressing.  Of  course,  many  dressings  are  high  in 
cholesterol  count ; but  poor  Roquefort  keeps  taking 
it  on  the  chin. 


continued  on  page  238 
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Results  on  SKIN  are  the  true  test  of  a topical  anti-infection  agent.  Because  no  in 
vitro  test  can  duplicate  a clinical-situation  in  living  skin,  clinical  use  alone  proves  topical 
effectiveness.  In  thousands  of  cases  of  bacterial  skin  infection,  consistently  good  results 
prove  that  ‘Neosporin’  Ointment  works  where  topical  efficacy  counts  — on  the  patient’s 
skin.  Why?  The  antibiotics  diffuse  readily  from  the  special  petrolatum  base  since  they 
are  insoluble  in  the  petrolatum  but  readily  soluble  in  tissue  fluids. 

‘Neosporin’  Ointment  is  bland,  and  rarely  sensitizes. 


NEOSPORIN 


brand 


1®  POLYMYXIN  B 
BACITRACIN 
NEOMYCIN 


ANTIBIOTIC  OINTMENT 


Supplied:  Tubes  of  1 oz.,  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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BOOK  REVIEWS 

continued  from  page  23  6 

If  this  book  does  nothing  else,  it  will  make  the 
reader  become  more  food  conscious  than  ever. 
From  the  tables  listed  in  the  book  I’ve  come  to  the 
conclusion  that  you  don’t  have  to  look  at  the  right 
of  the  column  to  see  how  many  calories  or  saturated 
fat  a food  item  contains  — if  it  has  eye  appeal  and 
tastes  good  don’t  eat  it,  it’s  unhealthy  ! One  consol- 
ing fact  seems  to  be  that  liquor  doesn’t  have  choles- 
terol— at  least  if  you  can’t  eat  tasty  foods  you 
can  drink. 

This  book  of  156  pages  could  easily  have  been 
condensed  to  half  of  its  size  and  thus  have  avoided 
repetition.  However,  it  can  be  recommended  be- 
cause it  is  instructive  and  amusing  to  read. 

Leona  Samuels  Windsberg 

THE  CONSUMERS  UNION  REPORT  ON 
FAMILY  PLANNING.  A Guide  to  Contra- 
ceptive Methods  and  Materials  With  a Special 
Section  on  Infertility  and  What  to  Do  About  It. 
Prepared  by  the  Editors  of  Consumers  Reports 
and  Alan  F.  Guttmacher,  m.d.  Consumers  Union 
of  U.S.,  Inc.,  Mount  Vernon,  N.Y.,  1962.  $1.75 

This  attractive  paper-back  is  divided  into  two 
unequal  parts,  the  larger  concerned  with  contra- 
ception. It  is  aimed  at  general  practitioners,  social 
workers,  and  interested  adults.  The  material  pre- 
sented covers  a wide  range  of  accepted  technics 
from  rhythm  to  the  “pill.”  They  are  rated  accord- 
ing to  effectiveness,  side  effects,  and  some  other 
factors,  even  including  cost.  The  products  are 
listed  by  trade  name  and  manufacturer.  The  pres- 
entation is  direct,  scientific,  and  authoritative. 
Doctor  Guttmacher  is  an  acknowledged  expert  in 
the  field. 

Starting  with  some  basic  reproductive  physiol- 
ogy, the  text  proceeds  to  consider  each  method  in 
turn,  explaining  the  mode  of  action,  the  sources  of 
error,  possible  patient  objections,  and  the  best  man- 
ner of  use.  Some  undesirable  methods  are  criticized 
and  the  dangers  explained.  There  are  sections  on 
the  choice  of  method  and  the  desiderata  for  success- 
ful employment  for  any  method. 

The  portion  on  infertility  contains  brief  but  ex- 
cellent physiological  explanations  of  the  many  fac- 
tors involved  in  reproduction.  The  many  tests  used 
to  check  on  proper  function  are  listed  and  described. 

At  the  back  of  the  book  is  a listing  with  addresses 
of  all  the  Planned  Parenthood  Committees  in  the 
United  States,  Puerto  Rico,  and  Canada.  There  is 
also  a list  of  Family  Planning  Services  in  Public 
Health  Programs. 
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CARCINOMA  OF  THE  CERVIX  by  John  B. 

Graham,  m.d.  ; Luciano  S.  J.  Sotto,  m.d.,  and 

Frank  B.  Paloucek,  m.d.  W.  B.  Saunders  Co., 
Phil.,  1962.  $14.00 

This  comprehensive  presentation  covers  all 
aspects  of  cervical  cancer  with  great  clarity.  The 
material  discussed  has  been  drawn  principally  from 
the  authors’  personal  experience  in  Stockholm, 
Boston,  and  Buffalo. 

The  introductory  chapters  describe  the  frequency, 
etiology,  and  pathology  of  cervical  malignancy  and 
are  well  supported  by  numerous  graphs,  charts,  and 
photomicrographs. 

Of  especial  interest  to  physicians  examining 
female  patients  is  the  discussion  of  carcinoma-in- 
situ,  since  this  is  an  easily  discovered,  often  un- 
looked for,  curable  stage  of  cervical  cancer.  Ten  to 
twenty  per  cent  of  these  lesions,  when  untreated, 
are  stated  to  progress  to  invasive  disease. 

A considerable  section  is  devoted  to  the  subject 
of  prognosis  in  terms  of  clinical  staging,  histology, 
cytology,  and  lymph  node  metastases.  Of  particular 
interest  here  are  the  descriptions  of  the  concepts  of 
radiation  response  (RR)  and  sensitization  response 
(SR)  and  their  bearing  on  prognosis  and  therapy. 

The  effect  of  pregnancy  on  cervical  cancer  is 
evaluated  in  four  trimesters.  The  disease  is  not  sig- 
nificantly affected  by  pregnancy  during  the  first 
two.  The  staging  and  cure  rate,  however,  are  de- 
cidedly worse  when  the  disease  is  discovered  in  the 
last  three  months  of  pregnancy  or  the  first  three 
post-partum  months.  The  basic  method  of  treat- 
ment recommended,  regardless  of  trimester,  is 
radiotherapy. 

Various  techniques  of  radiotherapeusis,  such  as 
the  Stockholm,  Buffalo,  Paris,  and  Manchester 
methods  are  discussed  in  considerable  detail.  The 
indications  for  surgery  and  the  major  approaches 
used  are  clearly  outlined.  Complications  of  both 
modalities  are  succinctly  described.  The  authors 
strongly  emphasize  that,  in  general,  radiation  is  the 
preferred  method  of  treatment.  An  excellent  section 
on  radiation  physics  has  been  included,  which  suc- 
ceeds in  giving  the  unenlightened  reader  a firm 
grasp  of  the  fundamental  principles  of  radiotherapy. 

The  problems  of  persistent  and  recurrent  disease 
are  reviewed.  Definitions  of  terms  are  offered  to 
avoid  confusing  these  entities  with  each  other. 

Well  written  throughout,  this  fine  volume  will 
serve  to  bring  the  gynecologist  up  to  date  on  the 
fundamental  aspects  of  this  disease  and  to  acquaint 
him  with  modern  trends.  It  is  an  excellent  reference 
for  any  physician  examining  gynecologic  patients. 

John  C.  Lathrop,  m.d. 


Patronize  Journal  Advertisers 


Charles  Potter,  m.d. 
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Ames  products  are  available 
through  your  regular  supplier. 


oacetest 


O clinitest 


Oictotest* 


urine  bilirubin 


albustix 


untie  protein 


clinistix 

urine  glucose 


hemastix 

hematuria!  hemoglobinuria 


ketostix 


34663 


MAY,  19  6 3 


245 


For  comprehensive  control  of  the  whole  pain  complex*** 

helps  the  whole  patient 

Like  a triad,  the  action  of  Trancogesic  is  direct  and  simple  as  1,2,3.  Its  tranquilaxant  component  - chlor- 
mezanone  - 1.  reduces  emotional  reaction  to  pain  ...  2.  decreases  skeletal  muscle  spasm  ...  and  3.  its 
aspirin  component  dims  the  patient’s  perception  of  pain.  Thus,  Trancogesic  controls  the  whole  pain 
complex,  helps  the  whole  patient  — with  unsurpassed  tolerance. 

Each  tablet  of  Trancogesic  contains  100  mg.  of  chlormezanone  and  300  mg.  (5  grains)  of  aspirin.  The 
usual  adult  dosage  is  2 tablets  of  Trancogesic  three  or  four  times  daily;  the  dosage  suggested  for  children 
from  5 to  12  years  is  1 tablet  three  or  four  times  daily.  Reactions  to  Trancogesic  have  been  minor  — gastric 
distress,  and  an  occasional  weakness,  sedation  or  dizziness.  Ordinarily,  these  may  be  reversed  by  a reduc- 
tion in  dosage  or  temporary  withdrawal  of  the  drug.  Trancogesic  is  contraindicated  in  persons  known  or 
suspected  to  have  an  idiosyncrasy  to  acetylsalicylic  acid.  Winthrop  Laboratories,  New  York  18,  N.  Y. 


TRANCOGESIC* 

CHLORMEZANONE  with  ASPIRIN 

100  MG.  300  MG. 


1/j/infhrop 
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THE  WASHINGTON  SCENE 

A Summary  Report  Prepared  by  the  W as  bin  gt  on  Office 
of  the  American  Medical  Association 


A PRESIDENTIAL  ADVISORY  COMMISSION  Urged  a 
massive  attack  by  the  federal  government  on 
illicit  traffic  in  narcotics  and  dangerous  drugs. 

The  commission  recommended  establishment  of 
a special  unit  of  investigators  and  lawyers  in  the 
Department  of  Justice  to  hunt  down  and  prosecute 
big-time  smugglers  and  sellers. 

For  the  addict,  the  commission  suggests  more 
emphasis  on  rehabilitation  rather  than  punishment. 
The  commission  said  penalties  in  federal  narcotics 
laws  are  too  rigid  for  some  of  the  lesser  offenses  and 
urged  that  these  be  relaxed  to  give  courts  more  dis- 
cretion in  dealing  with  these  offenders. 

In  an  interim  report,  the  commission  also  touched 
on  the  controversial  question  of  whether  drugs 
should  be  dispensed  to  addicts  in  treatment  by  phy- 
sicians. It  recommended  that  the  American  Medical 
Association  and  the  National  Research  Council 
“submit  definitive  statements  as  to  what  constitutes 
legitimate  medical  treatment  of  an  addict,  both  in 
and  out  of  institutions.” 

The  commission  said  it  intends  to  make  an  inten- 
sive study  of  the  issue  of  discipline  versus  rehabili- 
tation in  the  treatment  of  drug  abusers.  It  said  it 
considered  a combination  of  the  two  approaches 
best. 

Other  major  recommendations  included: 
Stricter  control  of  the  manufacture  and  use  of 
the  so-called  “dangerous  drugs,”  such  as  barbitu- 
rates and  amphetamines. 

A comprehensive  research  program  into  all 
phases  of  drug  abuse. 

Establishment  of  a joint  United  States-Mexican 
commission  to  control  the  illicit  traffic  of  narcotics 
and  drugs  from  Mexico  into  the  United  States. 

On  the  same  day,  the  New  York  Academy  of 
Medicine  issued  a report  sharply  attacking  what  it 
called  the  Federal  Bureau  of  Narcotics’  “punitive 
attitude”  of  treating  drug  addicts  as  criminals  and 
attempting  to  control  addiction  by  imposing  stiff 
legal  penalties. 

The  report  of  the  New  York  physicians  charged 
the  Bureau  of  Narcotics  with  forcing  “unsound” 
medical  treatment  of  drug  addicts,  intimidating 
doctors  who  attempt  to  treat  addicts  and  generally 
holding  back  “progress  in  the  conquest  of  addic- 
tion.” 

* * * 


The  Department  of  Health,  Education  and  Wel- 
fare licensed  the  manufacture  of  both  a live-virus 
and  a killed-virus  measles  vaccines. 

Merck  Sharp  and  Dohme  of  Philadelphia  was 
licensed  to  market  a live-virus  measles  vaccine  and 
Charles  Pfizer  & Co.  of  New  York  City  was  licensed 
to  market  a dead-virus  vaccine  in  what  health  offi- 
cials ioresaw  as  the  weapons  for  possible  victory 
in  the  age-old  battle  against  the  persistent  and  often 
serious  ailment. 

Merck  Sharp  and  Dohme  made  available  a lim- 
ited quantity  of  the  live-virus  vaccine  throughout 
the  United  States  within  two  days  of  the  licensing 
on  March  21. 

Surgeon  General  Luther  L.  Terry  of  the  Public 
Health  Service  urged  inoculation  of  any  child  under 
the  age  of  six  who  had  not  had  measles. 

Dr.  Hugh  H.  Hussey,  director  of  the  American 
Medical  Association’s  Division  of  Scientific  Activi- 
ties, said  the  new  vaccines  made  it  possible  to  launch 
an  all-out  attack  against  one  of  the  most  common 
childhood  diseases. 

Both  HEW  Secretary  Anthony  J.  Celebrezze 
and  Dr.  Terry  were  optimistic  about  the  possibility 
of  the  vaccines  putting  the  nation  on  the  road 
toward  elimination  of  the  disease. 

Development  of  the  measles  vaccines  stemmed 
from  the  work  of  Nobel  prize  winner,  Dr.  John 
Enders  of  Harvard  University  and  an  associate, 
Dr.  Thomas  Peebles,  who  isolated  a strain  of  the 
measles  virus  in  1954.  From  this  original  strain  of 
the  virus,  designated  the  Edmonston  strain,  both 
the  live  and  the  killed  vaccines  have  been  produced. 

Over  the  past  several  years,  the  vaccines  have 
been  successfully  tested  in  both  this  country  and 
abroad.  Nearly  50,000  children  in  the  United  States 
alone  have  received  these  vaccines  in  field  trials. 
Celebrezze  characterized  the  field  trials  as  “a  long 
and  painstaking  evaluation”  and  said  that  “this  was 
made  possible  by  the  cooperative  efforts  of  scientists 
— both  in  and  out  of  government — by  physicians, 
the  pharmaceutical  industry,  and  thousands  of  un- 
selfish and  courageous  parents  who  have  permitted 
their  children  to  participate  in  the  field  trials. 

A Surgeon  General’s  advisory  committee  on 
measles  control,  composed  of  government  and  non- 
government experts,  suggested  most  physicians 

continued  on  page  248 


Relieves  Anxiety  and  Anxious  Depression 


The  outstanding  effectiveness  and  record  of  safety 
with  which  ‘Miltown’  (meprobamate)  relieves 
anxiety  and  anxious  depression  has  been  clinically 
authenticated  time  and  again  during  the  past  eight 
years.  This,  undoubtedly,  is  one  reason  why  phy- 
sicians still  prescribe  meprobamate  more  than  any 
other  tranquilizer  in  the  world. 


Miltown* 

meprobamate 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 


Product  Information:  ‘Miltown’  (meprobamate)  is 
indicated  in  anxiety  and  tension  states,  and  all  con- 
ditions in  which  anxiety  and  tension  are  symptoms; 
in  muscle  spasm  or  tension;  and  in  petit  mal. 

Slight  drowsiness  may  occur  with  meprobamate 
and,  rarely,  allergic  reactions.  Meprobamate  may 
increase  effects  of  excessive  alcohol.  Use  with  care 
in  patients  with  suicidal  tendencies.  Massive  over- 
dosage may  produce  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history  of  drug 
or  alcohol  addiction.  Withdraw  gradually  after 
prolonged  use  at  high  dosage. 


CM  -9204 


Usual  dosage:  1 or  2 400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50. 
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continued  from  page  246 

would  want  to  administer  the  live  vaccine,  with  an 
accompanying  shot  of  gamma  globulin  to  reduce 
reactions.  One  injection  of  the  live  vaccine  has  con- 
ferred complete  immunity  to  more  than  95  per  cent 
of  those  vaccinated  and  susceptible  to  measles.  But 
when  given  alone  it  produces  side  reactions,  includ- 
ing a rash  and  a fever  of  at  least  103  degrees,  in 
30  per  cent  or  more  of  those  vaccinated. 

The  advisory  committee  said  the  killed  vaccine, 
because  of  its  poorer  immunizing  qualities,  should 
be  used  only  where  the  live  product  wasn’t  suitable. 

Experts  said  the  live  vaccine’s  protection  was  as 
good  as  that  resulting  from  the  natural  disease  and 
had  been  demonstrated  to  last  more  than  four  years. 

The  estimated  number  of  measles  in  the  U.  S. 
was  6.8  million  in  1962  and  averages  at  least  4 mil- 
lion a year  annually.  In  1961  there  were  434  deaths 
from  measles. 

Government  health  officials  said  they  anticipated 
no  federal  financing  or  distribution  of  the  measles 
vaccine.  It  was  expected  the  distribution  will  be 
through  physicians  in  private  practice  or  through 
community  “well  baby”  clinics. 

^ ^ 

The  Food  and  Drug  Administration  banned  the 
use  of  menadione,  vitamin  K-3,  in  foods  and  food 
supplements. 

An  FDA  spokesman  said  the  ban  was  ordered 
because  the  agency  decided  that  the  manufacturer 
had  not  provided  sufficient  data  under  the  food 
additive  law  to  prove  compliance  with  safety 
requirements. 

However,  the  spokesman  denied  reports  that  use 
of  menadione  posed  a serious  danger  to  unborn 
infants.  He  said  expectant  mothers  who  had  taken 
it  in  prenatal  vitamin  capsules  should  not  be 
alarmed. 

The  FDA  action  followed  testimony  by  Dr.  John 
O.  Nestor,  a pediatrician  on  the  FDA  staff,  before 
a Senate  Government  Operations  Subcommittee 


DR.  F.  RONCHESE  HONORED 

At  the  83rd  Annual  Meeting  of  the  American 
Dermatological  Association,  held  at  Hot  Springs, 
Virginia,  April  15-19,  Doctor  Francesco  Ronchese, 
Providence  physician,  was  elected  Vice  President. 
Named  to  head  the  Association  was  Doctor  Wiley 
M.  Sams  of  Miami,  Florida,  clinical  professor  of 
dermatology  at  the  University  of  Miami. 

Doctor  Ronchese,  professor  emeritus  of  derma- 
tology at  Boston  University,  author,  and  former 
chief  of  dermatology  at  Rhode  Island  Hospital,  has 
long  been  active  in  the  affairs  of  the  Rhode  Island 
Medical  Society,  and  he  is  currently  chairman  of 
the  Society’s  library  committee. 
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that  use  of  menadione  in  prenatal  supplements 
might  result  in  “brain  damage,  spasticity  and  death” 
to  some  newborn  infants. 

Nestor  charged  that  the  FDA  had  overruled 
expert  medical  opinion  and  permitted  sale  of  some 
“new  drugs  imminently  hazardous  to  the  public 
health.” 

The  FDA  denied  the  charges  that  its  non-med- 
ical officials  had  been  allowing  potentially  danger- 
ous drugs  to  reach  the  market. 

The  FDA  said  that  Dr.  Nestor  had  never  in- 
formed the  agency  of  his  complaints  before  he  made 
the  charge  before  the  subcommittee. 

“We  categorically  deny  that  laymen  have  been 
making  medical  decisions,”  the  FDA  said. 

IMPORTANT  DISCOVERY  ON  CANCER 

From:  L’ It  alia  Nuova  (The  New  Italy), 

political  and  literary  daily,  from  Florence, 

vol.  2,  no.  317 , Sunday,  August  7 , 1871. 

On  the  other  side  of  the  Atlantic  great  attention 
is  given  to  an  alleged  discovery  of  a specific  against 
cancer.  In  the  republic  of  Equador  there  is  a bush 
called  condurango,  which  grows  only  on  high 
mountains  and  derives  its  name  from  nest  of  con- 
dor. The  fruit  of  this  plant  is  a violent  poison. 

Three  years  ago  an  Indian  of  Equador  was  suf- 
fering from  cancer  and  his  wife  decided  to  get  rid 
of  him  by  giving  him  some  condurango  fruits.  The 
season  being  not  of  fruits,  she  gave  him  an  infusion 
of  the  bark  and  the  husband  instead  of  dying  felt 
better.  The  affectionate  wife  gave  him  more  infu- 
sion and  the  man  was  cured. 

It  has  been  tried  in  other  similar  cases  with  the 
same  excellent  effect. 

The  United  States  minister  in  Quito  sent  pounds 
of  condurango  bark  to  Washington,  urging  its  use. 
Among  the  cured  is  Mrs.  Mathew,  mother-in-law 
of  Mr.  Colfax,  vice  president  of  the  United  States 
and  Mrs.  Gorham,  wife  of  the  secretary  of  the 
Senate. 

An  official  expedition  has  been  organized  to 
bring  back  the  precious  bark. 


FOR  SALE 

National  Cash  Register  accounting 
machine.  Ideal  for  large  general 
practice.  Good  condition.  For 
information  call  245-5741 


This  is  half  an  inspection 


. . . this  is  the  other  half 


Inspecting  a coated  tablet  poses  a two-sided 
problem:  How  do  you  make  certain  that  both 
top  and  bottom  are  flawless  without  picking  up 
each  tablet  and  turning  it?  ■ We  have  a ma- 
chine especially  designed  to  do  the  job.  The 
tablets  pass  along  a belt  under  the  watchful 
eye  of  an  inspector.  Any  tablet  that  has  the 


slightest  irregularity  in  shape  or  coating  is 
rejected.  Then  a second  belt  overrides  the  first 
and,  holding  the  tablets  tightly  in  place,  turns 
them  over  and  delivers  them  to  another  belt 
for  inspection  of  the  other  side.  ■ It  is  another 
in  a long  series  of  control  measures  designed 
to  deliver  quality  pharmaceuticals  every  time. 


Eli  Lilly  and  Company  • Indianapolis  6 , 


Indiana , U.S.  A. 


390079 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


WASHINGTON  COUNTY 
MEDICAL  SOCIETY 

The  quarterly  meeting  of  the  Washington  County 
Medical  Society  was  held  at  the  Larchwood  Inn, 
Wakefield,  R.  I.  on  January  9,  1963. 

The  meeting  was  opened  at  11 :35  A.M.  by  Dr. 
Pasquale  J.  Celestino,  Vice  President. 

The  minutes  of  the  previous  meeting  were  ac- 
cepted as  read,  with  the  exception  of  a typograph- 
ical error  in  the  paragraph  entitled  “Complaint.” 
Instead  of  “Sabin  vaccine”  in  the  last  sentence,  it 
should  read  “Tetanus  and  diphtheria.” 

C ommunications : A letter  from  Dr.  David  C. 
Dewees  requesting  that  he  be  retained  as  a member 
of  the  Washington  County  Medical  Society  during 
his  residency  in  anesthesiology  at  the  Deaconess 
Hospital  was  unanimously  approved. 

There  was  no  old  business  to  be  discussed. 

Some  discussion  ensued  regarding  the  adminis- 
tration of  the  polio  vaccine.  Local  physicians  are  to 
coordinate  the  program.  The  State  Health  Depart- 
ment is  to  provide  the  material. 

Dr.  Agnelli  suggested  that  the  president  of  each 
society  designate  a physician  in  each  society  to 
establish  the  nucleus  for  implementing  the  program. 
Dr.  Morrone  seconded  this  motion.  The  motion  was 
passed. 

Dr.  Ruisi  suggested  that  Drs.  Agnelli.  Pinto  and 
Manganaro  be  appointed  as  a nominating  commit- 
tee for  the  election  of  officers  for  the  next  year.  The 
following  slate  was  returned : 

President Doctor  P.  J.  Celestino 

1st  Vice  President Doctor  William  H.  Tully 

2nd  Vice  President Doctor  Dominic  Chimento 

Secretary Doctor  Elmer  Gale 

Treasurer Doctor  Julianna  R.  Tatum 

Councillor Doctor  Richard  J.  Kraemer 

Delegates  to  1963 Doctor  Joseph  L.  C.  Ruisi 

Delegates  to  1964 Doctor  James  J.  McGrath 

Delegates  to  1965 Doctor  F.  Bruno  Agnelli 

Censors Doctor  Clifford  S.  Hathaway 

Doctor  Gordon  E.  Menzies 
Doctor  John  J.  Walsh 

Auditor Doctor  Z.  T.  Tang 

Executive  Committee Doctor  John  D.  Pinto 

Doctor  Attilio  L.  Manganaro 
Doctor  John  J.  Jones 

The  slate  as  presented  was  unanimously  voted 
upon,  and  the  officers  were  declared  duly  elected. 

The  Treasurers  report  was  read  by  Dr.  Tatum, 
and  unanimously  accepted  as  read. 


The  following  members  were  present : 

Drs.  Agnelli,  Burbelo,  Capalbo,  Celestino,  Cer- 
rito, Eckel,  Gale,  Gibson,  Johnston,  Jones,  Man- 
ganaro, Maclver,  Marrone,  Neri,  Nestor,  O’Brien, 
Pinto,  Robinson,  Spicer,  Tatum,  Walsh,  Siegmund, 
Palaia. 

There  being  no  further  business  to  come  before 
the  meeting,  it  was  voted  to  adjourn. 

Martin  J.  O’Brien,  m.d.,  Secretary 

NEWPORT  COUNTY  MEDICAL  SOCIETY 

The  Newport  County  Medical  Society  and  the 
Newport  Naval  Hospital  Medical  Officers  held  a 
joint  meeting  at  the  Officers  Club  on  the  United 
States  Naval  Base,  Newport,  Rhode  Island  on 
April  3,  1963.  Seated  at  the  head  table  were  Capt. 
Edward  Hogan,  M.C.,  U.S.N.,  Capt.  Dawson 
Mills,  Cmdr.  Harrison  Coombs,  Dr.  Frank  Logler, 
Dr.  Jose  Ramos,  Dr.  Donald  Fletcher  and  Admiral 
A.  H.  Taylor,  Commanding  Officer  of  the  Naval 
Base. 

Dr.  John  Hobbs,  a graduate  of  the  University  of 
Sydney,  Australia  and  currently  an  intern  at  the 
Newport  Hospital,  spoke  on  “Viruses  — Their 
Nature  and  Investigation.” 

Richard  R.  Knowles,  m.d.,  Secretary 

PAWTUCKET  MEDICAL  ASSOCIATION 
Presidential  Address  by 
Dr.  Reginald  H.  Boucher 
at  the  Association’s  Annual  Meeting, 

March  20,  1963 
* * * 

First  I would  like  to  thank  you  all  for  the  privi- 
lege of  having  been  your  president  during  the  past 
year.  I also  would  like  to  express  my  gratitude  to 
my  fellow  officers  for  their  excellent  co-operation 
and  to  the  senior  members  of  the  society  who  have 
guided  me  by  their  wisdom  and  knowledge  acquired 
by  the  passage  of  time. 

Robert  Louis  Stevenson  in  his  “Eulogy  of  the 
Doctor”  said  in  part,  there  are  men  and  classes  of 
men  who  stand  above  the  common  herd.  It  is  our 
good  fortune  to  belong  to  this  class  and  we  must 
fulfill  our  roles  to  the  best  of  our  ability. 

It  appears  to  me  that  it  is  becoming  increasingly 
more  difficult  for  us  as  physicians  to  serve  humanity 

continued  on  page  252 
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from  the  feet  up— clears  ringworm 
economically  with  half  the  dosage 


"1  • • ^ 

iurvicin-u/i. 

griseofulvin,  ultra/fine,  Schering 


“Culture  negative 99 
after  four  weeks 
in  this  case  of 
plantar  tinea  pedis 

R.  B.,  a 36-year-old  writer,  was 
first  seen  on  November  5, 1962, 
with  severe  inflammatory  tinea 
pedis  involving  the  sole  of  the 
right  foot.  There  was  an  8-cen- 
timeter area  of  erythema,  with 
vesicles,  bullae  and  scales  on 
the  plantar  surface  of  the  foot. 
The  lesion  had  been  present 
for  two  weeks.  Microscopic  ex- 
amination of  scrapings  showed 
hyphae,  and  cultures  grew  out 
T.  mentagrophytes. 

The  patient  was  started  on  0.5 
gm.  Fulvicin-u/f  (griseoful- 
vin, ultra-fine)  daily.  Three 
weeks  later  there  was  distinct 
improvement  with  only  mild 
erythema  and  scaling  present. 
After  one  additional  week, 
therapy  was  discontinued  and 
a second  culture  was  negative. 
The  patient  was  last  seen  on 
December  24,  approximately 
three  weeks  after  termination 
of  therapy.  At  this  time  the 
skin  was  entirely  normal  in 
appearance. 

1 Plantar  tinea  pedis  before 
therapy. 

2 After  two  weeks  of  therapy. 

3 Six  weeks  later,  skin  essen- 
tially normal  (two  weeks  after 
termination  of  therapy). 


Clinical  considerations:  Al- 
though clinical  studies  with 
griseofulvin  have  not  revealed 
evidence  of  serious  toxicity, 
side  effects  — as  with  any  po- 
tent drug  or  antibiotic  — may 
occur  in  some  patients.  An  oc- 
casional minor  decrease  in 
leukocyte  count  has  been  ob- 
served, which  was  reversible 
when  medication  was  discon- 
tinued. Occasionally,  there  may 
be  heartburn,  nausea,  epigas- 
tric discomfort,  diarrhea,  leth- 
argy, fatigue,  psychomotor 
incoordination  and,  during  the 
first  week  of  therapy,  headache. 
Studies  are  in  progress  to  de- 
termine the  safety  of  this  drug 
during  pregnancy;  until  the 
results  of  these  studies  are 
available,  griseofulvin  is  con- 
traindicated during  pregnancy. 
Caution  should  be  observed  in 
patients  with  known  penicillin- 
sensitivity.  Should  urticaria  or 
drug  rash  develop,  the  drug 
should  be  withdrawn.  Avail- 
able in  125  mg.,  250  mg.  and 
500  mg.  scored  tablets,  bottles 
of  60  and  250. 

For  complete  details,  consult 
Schering  literature  available 
from  your  Schering  Represen- 
tative or  Medical  Services 
Department,  Schering  Corpo- 
ration, Union,  New  Jersey. 


CASE  HISTORY  AND  PHOTOGRAPHS  COURTESY 
OF  LEO  R.  LESE,  M.D.,  NEW  YORK,  N.  Y. 
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as  we  had  been  inclined  to  believe  possible  while 
students  in  medical  school. 

We  have  reached  the  crossroads  in  that  we  are 
now  faced  with  adverse  criticism  from  many  sides, 
such  as  the  press,  labor  movements,  and  even  from 
our  patients.  Add  to  this  the  rising  costs  of  every- 
thing including  medical  care,  the  increasing  en- 
croachment by  the  government,  and  you  do  not  have 
a pretty  picture. 

Some  among  us  and  others  may  have  sons  or 
daughters  who,  impressed  by  our  role  as  physicians, 
may  choose  medicine  as  their  profession.  I wonder 
if  they  will  be  able  to  derive  the  inner  satisfaction 
that  should  be  the  most  rewarding  aspect  of  being  a 
doctor  when  they  are  shackled  by  bureaucratic  gov- 
ernmental and  political  pressures. 

All  these  new  developments  are  part  of  our 
changing  world,  and  we  cannot  expect  to  halt  them. 
We  should  however,  strive  to  alter  them  by  intro- 
ducing our  own  proposals  and  making  our  feelings 
known,  so  that  we  will  not  be  j ust  another  pawn  of 
the  government. 

The  only  way  we  can  accomplish  this  difficult 
task,  and  I might  add  our  most  important  one,  is  to 
present  a common  front.  By  this,  I mean,  that  we 
should  settle  our  petty  differences  and  be  more 


STATE  OF  RHODE  ISLAND 
MEDICAL  CENTER 

Howard,  Rhode  Island 

A course  of  lectures  in  The  History  of  Psychiatry 
by  Donald  P.  Kenefick,  m.d.,  Assistant  Director, 
Assistant  Clinical  Professor  of  Psychiatry,  Law- 
Medicine  Research  Institute,  Boston  University: 

June  13 

7:30  P.M. 

Part  VI, 

The  New  Enthusiasms: 
Freud  and  the  Neo-Freudians 

June  27 

7:30  P.M. 

Part  VII, 

Biology  and  Psychiatry 

June  7 

7:30  p.m. 

Paul  I.  Yakovlev,  m.d., 
Harvard  University  Medical 
School,  Dept,  of  Neurology; 
Subject: 

Dynamic  Neuro-anatomy 

June  21 

8:00  p.m. 

Arnold  H.  Modell,  m.d., 
Boston  Psychoanalytic 
Institute; 

Subject:  Psychopathology  in 
Schizophrenia 

All  these  lectures  are  held  in  the  Mathias  Building, 
Lab  Classroom. 
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charitable  and  tolerant  toward  each  other  whether 
we  be  specialists,  internists,  surgeons,  or  general 
practitioners. 

Failure  to  do  this  will  bring  about  our  downfall 
faster  than  the  problems  we  face,  and  although  we 
may  not  bear  the  full  brunt  of  our  division,  those 
who  follow  us  will  surely  inherit  our  mortgage. 

* * * 

At  the  annual  meeting  of  the  Pawtucket  Medical 
Association,  held  on  Wednesday,  March  20,  1963 
at  the  Memorial  Hospital  in  Pawtucket,  Rhode 
Island,  the  following  slate  of  officers  was  elected : 


President Bencel  L.  Schiff,  m.d. 

Vice  President Philip  J.  Lappin,  m.d. 

Secretary Constantine  G.  Demopulos,  m.d. 

T reasnrer Bias  Moreno,  m.d. 

Councilor Walter  J.  Dufresne,  m.d. 

Alternate  Councilor John  H.  Gordon,  m.d. 

Delegates Edmund  Billings,  m.d. 

Robert  C.  Hayes,  m.d. 
Alexander  Jaworski,  m.d. 
Earl  F.  Kelly,  m.d. 

Earl  J.  Mara,  m.d. 


Constantine  G.  Demopulos,  m.d.,  Secretary 

PROVIDENCE  MEDICAL  ASSOCIATION 

A regular  meeting  of  the  Providence  Medical 
Association  was  held  at  the  Rhode  Island  Medical 
Society  Library  on  March  4,  1963.  The  meeting 
was  called  to  order  by  the  President,  Doctor  Harry 
E.  Darrah  at  8 :30  P.M. 

Doctor  Darrah  noted  that  the  Association  had 
sustained  a great  loss  the  previous  day  in  the  death 
of  the  immediate  past  president,  Doctor  J.  Merrill 
Gibson.  He  asked  the  members  present  to  stand  in 
a moment  of  silent  prayer  for  Doctor  Gibson. 

Minutes  of  Previous  Meeting 
The  President  stated  that  the  reading  of  the  min- 
utes of  the  previous  meeting  would  be  omitted 
unless  there  was  a request  for  the  reading  of  them. 

Report  of  Executive  Committee 
Doctor  William  A.  Reid,  Secretary,  reported  for 
the  Executive  Committee  as  follows : 

That  the  Committee  received  and  approved  of 
the  annual  report  of  the  Medical  Milk  Commis- 
sion of  the  Association. 

The  Committee  discussed  the  question  of 
whether  the  Association  should  be  less  frequently 
for  scientific  assemblies  during  the  year,  and  it 
was  in  agreement  that  the  present  plan  of  having 
meetings  the  first  Monday  of  each  month,  from 
October  through  April  be  continued.  The  Com- 
mittee also  authorized  inquiry  as  to  whether  the 
monthly  meetings  might  be  classified  as  approved 
postgraduate  programs  by  the  American  Acad- 
emy of  General  Practice  for  the  benefit  of  men 
in  general  practice. 

The  Committee  approved  of  the  staging  of  the 
annual  dinner  and  golf  tournament  in  June  of 
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DOCTORS! 


You,  too,  will  like  H&L  Spray  Tincture  of  Benzoin  in  your  own  office ...  as  well 
as  the  other  fine  H&L  Spray  Products  — Skin  Protector,  Tape  Remover,  Skin 
Freeze,  Room  Deodorant  and  Spray  Bandage. 
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1963,  and  it  also  approved  of  the  plan  for  a buffet 
supper  in  March  for  the  members  of  the  General 
Assembly  from  the  Greater  Providence  area  to 
discuss  state  legislation  of  public  interest. 

The  Committee  recommended  for  election  to 
active  membership  in  the  Association  the  fol- 
lowing : 

Drs.  Albert  S.  Anderson 
Edward  J.  Gauthier 
Jaime  R.  Quiroga 
Alexander  S.  Ruhig 

ACTION : A motion  was  made,  seconded  and 
adopted  that  the  report  of  the  Secretary  be 
approved  and  that  the  nominees  for  election  to 
active  membership  be  elected. 

Communications 

Doctor  Darrah  reported  that  on  April  24th  the 
A.  H.  Robins  Company  would  present  a 90-minute 
closed  circuit  telecast  for  physicians  which  will  be 
shown  in  the  Empire  Room  of  the  Crown  Hotel. 
All  members  of  the  Association  are  invited  to 
attend. 

Scientific  Program 

The  President  introduced  Doctor  Henning  Pon- 
toppidan  who  spoke  on  “The  Respiratory  Unit  at 
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the  Massachusetts  General  Hospital.” 

The  meeting  adjourned  at  9:50  P.  M. 
Attendance  was  38. 

Collation  was  served. 

William  A.  Reid,  m.d.,  Secretary 


To  the  Editor: 

In  my  paper  on  boxing  injuries  in  the  December, 
1962,  issue  of  the  Rhode  Island  Medical  Journal 
I stated  that  the  wearing  of  a head  gear  in  boxing 
matches  would  not  prove  of  any  value  in  avoiding 
brain  damage. 

This  supposition  is  further  borne  out  by  the  fact 
that  Francesco  Velasquez,  who  was  killed  in  a bout 
in  Pennsylvania  on  Saturday,  April  6,  1963,  was 
wearing  a head  gear  at  the  time  of  the  fatal  blow. 

I wish  that  this  matter  could  be  further  publicized. 

Doctor  A.  A.  Savastano 
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The  Author.  Raymond  E.  Moffitt,  M.D.,  of  Provi- 
dence, R.  I.,  Gastroenterologist,  St.  Joseph’s,  Our  Lady 
of  Fatima,  and  Roger  Williams  General  hospitals. 


'T’he  training  of  a Gastroenterologist  empha- 

sizes  attention  to  the  patient  as  a whole,  and 
treatment  of  the  whole  patient,  even  though  the 
symptoms  may  be  primarily  gastrointestinal  in 
origin.  This  viewpoint  is  supported  by  the  follow- 
ing cases  of  Addison’s  Disease,  masked  by  gastro- 
intestinal symptomatology.  It  is  well  known  that 
this  uncommon  malady  may  present  in  many  ways. 

Case  1 Rev.  E.  McD. — This  37-year-old  white 
male,  a medical  missionary  with  the  diagnosis  of 
Addison's  Disease  previously  established,  noted  the 
onset  of  severe  nausea  and  vomiting  in  the  early 
morning  of  March  9,  1956.  This  was  followed  by 
moderately  severe  diarrhea.  He  was  admitted  to  Our 
Lady  of  Fatima  Hospital  in  a state  of  marked  dehy- 
dration, apprehension  and  tachycardia.  Physical 
examination  revealed  the  blood  pressure  to  be 
100/80,  pulse  120,  respirations  28,  temperature  in 
the  range  of  102  to  103  degrees.  He  had  the  usual 
features  of  Addison's  Disease.  The  patient  was 
given  parenteral  fluids,  Cortisone  intramuscularly 
and  Solu-Cortef  intravenously.  Several  hours  after 
admission,  the  patient’s  blood  pressure  took  a pre- 
cipitous drop  to  60  20,  and  he  required  1,000  milli- 
grams of  Solu-Cortef  intravenously  along  with 
Xeosynephrine  intramuscularly  to  help  stabilize 
the  pressure. 

Initial  laboratory  studies  revealed  the  sodium  to 
be  129  meq.,  potassium  4 meq.  and  chlorides  99  meq. 
Hemogram  was  essentially  normal  with  the  excep- 
tion of  a left  shift.  After  the  crisis  was  controlled 
with  a high  steroid  dosage  the  patient  made  an 
uneventful  recovery  and  was  referred  to  his  physi- 
cian, for  further  evaluation.  The  past  history  was 
significant  in  this  patient  in  that  he  had  a history 
of  a Shigella  infection  contracted  in  Japan.  It  was 
felt  that  from  time  to  time  this  may  have  acted  as 
a trigger  in  decompensating  his  Addisonian  status. 
Stool  cultures  were  negative,  however. 

Case  2 A.  G. — A 34-year-old  white  male  was 
seen  in  consultation  on  September  26,  1960,  because 


of  weakness,  nausea,  vomiting,  and  low  grade  tem- 
perature of  one  week’s  duration  preceding  hospi- 
talization. Weakness  had  actually  antedated  these 
symptoms  by  several  months.  In  fact,  the  patient 
had  been  evaluated  previously  and  was  told  that  he 
was  suffering  from  nervous  exhaustion.  He  did 
note,  however,  at  that  time  that  he  had  a tan,  and 
he  attributed  this,  as  did  others,  to  his  frequent 
exposure  to  the  sun  while  surfcasting.  The  patient 
also  experienced  loss  of  libido  and  salt  craving ; he 
used  pickles  excessively. 

Past  history  was  significant  since  the  patient 
had  been  an  outstanding  athlete  and  was  always 
quite  active  in  sports  even  after  high  school.  He  had 
been  under  the  normal  tensions  of  an  active  busi- 
ness career.  Significant  findings  on  physical  exami- 
nation were  apprehension  and  lethargy  as  well  as 
the  asthenia,  marked  tanning  of  the  skin  especially 
in  the  creases  of  the  hands  and  folds  of  the  body  and 
unexposed  areas,  and  pigmentations  of  the  gums. 
Blood  pressure  was  100/70,  pulse  80,  respirations 
20.  Gastrointestinal  series  was  normal,  but  chest 
x-ray  revealed  two  calcified  areas.  However, 
patient  had  a negative  purified  protein  derivative 
test. 

The  following  significant  laboratory  studies  were 
noted:  Blood  sugar  80  mgm.  per  cent,  sodium  134 
meq.,  chlorides  95  meq.,  potassium  5.s  meq.  Shortly 
after  discharge  the  patient  was  referred  for  further 
consultation  to  Peter  Bent  Brigham  Hospital, 
Boston,  Mass.  A Thorn  test  further  confirmed  the 
diagnosis  of  Addison's  Disease.  The  Ketosteroid 
level  at  that  laboratory  was  8.9  mgm.  per  cent 
which  would  suggest  adequate  testicular  andro- 
genic function.1 

The  patient  at  the  present  time  is  on  a program 
of  maintenance  of  steroid  with  salt  retaining  hor- 
mone in  the  form  of  Fluoro-hydrocortisone.  He  has 
returned  to  some  of  his  athletic  endeavors  such  as 
hunting,  golfing,  and  fishing.  From  time  to  time,  he 
has  had  slight  breaks  in  compensation  heralded  by 
nausea,  and  vomiting,  occasionally  precipitated  by 
fatigue  or  a viral  infection. 

Case  3 E.L. — This  42-vear-old  white  female  was 
first  seen  in  gastrointestinal  consultation  in  Novem- 
ber, 1960.  The  patient  had  actually  been  ill  since 
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January  of  1960,  shortly  after  her  son  had  died  acci- 
dentally. She  tried  to  adjust  to  this  problem  but  re- 
quired psychiatric  help.  In  the  early  summer  of 
1960  she  lost  her  appetite,  became  withdrawn,  lost 
38  pounds,  and  vomited  periodically.  She  remained 
seclusive  and  somewhat  resentful.  Shock  therapy 
was  being  considered  when  the  patient  began  to 
vomit  more  frequently.  She  became  extremely 
weak,  and  hypotension  was  noted  by  her  neuro- 
psychiatrist. Physical  examination  at  the  time  of 
consultation  revealed  a weak  apathetic  asthenic 
42-year-old  white  female  who  answered  questions 
only  with  prompting  and  was  confused  as  to  time 
and  place.  Blood  pressure  was  70/50,  pulse  was 
slow,  and  pigmentation  was  noted  in  the  gums, 
areas  of  cleavage,  and  over  the  buttocks.  A tan 
which  the  patient  had  developed  eight  months 
before  on  a trip  to  the  Caribbean  area  had  not  dis- 
appeared. It  was  noted  that  she  had  also  experi- 
enced some  loss  of  scalp,  axillary,  and  pubic  hair. 
Pertinent  laboratory  studies  revealed  a hemoglobin 
of  9.8  grams,  red  blood  cell  count  2,910,000,  hemato- 
crit 29  volumes  per  cent  and  moderate  leukocytosis. 

Because  of  the  emergency  nature  of  her  illness, 
we  were  not  able  to  obtain  base  line  studies  except 
for  electrolytes  and  eosinophil  count.2 

Chest  x-ray  and  E.K.G.  were  normal.  The 
patient  made  a prompt  dramatic  response  to  intra- 
venous hydrocortisone  and  salt  retaining  hormone 
in  the  form  of  fluoro-hydrocortisone.  She  had  little 
memory  for  the  preceding  seven  to  eight  months 
except  in  generalities.  At  the  present  writing,  she 
has  gained  approximately  35  to  40  pounds  and  is 
feeling  well  in  every  respect.  During  the  summer 
and  humid  weather  there  has  been  some  break  in 
compensation  relieved  by  salt  or  increasing  steroid 
dosage.  In  addition  during  periods  of  emotional 
stress  such  as  the  anniversary  of  her  son’s  death, 
the  patient  has  required  increased  maintenance  dose 
of  steroid  therapy. 

Case  4 D.H. — This  fifty-seven-year-old  white 
male  was  first  seen  in  the  Gastrointestinal  Clinic, 
St.  Joseph’s  Hospital,  Providence,  R.  I.  He  was 
complaining  of  weakness,  dizziness  and  fainting 
episodes  and  occasional  bouts  of  nausea  and  vomit- 
ing. He  had  been  under  treatment  for  duodenal 
ulcer  off  and  on  for  twenty  years,  and  forty  years 
ago  was  treated  at  a sanitorium  for  pulmonary 
tuberculosis.  A Gastrointestinal  series  in  October 
1955  revealed  deformity  of  the  greater  curvature 
of  the  duodenal  cap.  Physical  examination  revealed 
hyperpigmentation  about  the  face  and  neck  and 
areolar  areas  and  general  darkening  of  the  skin. 
Patient’s  pressure  was  in  the  range  of  85/55.  Base 
line  17-ketosteroid  determination  was  7.2  mgm. 
X-ray  examination  of  the  chest  revealed  arrested 
tuberculosis.  There  was  calcification  along  the 
upper  pole  of  the  left  kidney.  The  patient  was  placed 


RHODE  ISLAND  MEDICAL  JOURNAL 

on  steroid  therapy  with  gradual  and  definite  im- 
provement, as  noted  by  a rise  in  blood  pressure  and 
general  subjective  well-being.  He  was  treated  with 
an  anti-ulcer  program,  but  in  February  1961  a 
gastrointestinal  series  showed  a large  active  duo- 
denal ulcer.  The  patient  was  doing  well  as  regards 
his  Addisonian  status  until  March  1962  when  he 
was  admitted  to  Massachusetts  Memorial  Hospital 
with  complaints  of  nausea,  vomiting,  and  weakness 
of  two  days’  duration.  At  this  time  his  symptoms 
were  not  due  to  his  ulcer  but  rather  to  a break  in 
compensation.  Laboratory  studies  were  as  follows : 
sodium  125  meq.,  chlorides  85  meq.,  potassium  4.9 
meq.,  urinary  17-ketosteroids  were  4 mgm. 

The  patient  was  seen  again  in  January  1963; 
gastrointestinal  series  at  the  present  time  is  nega- 
tive. His  Addisonian  status  is  now  controlled. 

Case  5 W .McP. — This  forty  - seven  - year  - old 
white  female,  a practical  nurse,  was  seen  in  emer- 
gency gastrointestinal  consultation  because  of 
shock,  absent  urinary  output  for  12  hours,  and  poor 
responsiveness  except  to  nozious  stimuli.  Patient 
was  a known  Addisonian,  but  had  been  treated  for 
three  to  four  years  with  only  the  salt  retaining  hor- 
mone Percorten.  She  had  been  vomiting  for  two 
days  prior  to  admission  and  had  diarrhea  off  and  on 
for  two  or  three  weeks.  The  following  laboratory 
work  was  obtained  : White  blood  count  20,000  with 
a left  shift,  blood  urea  nitrogen  20,  sodium  132  meq. 
Physical  examination  revealed  the  typical  stigmata 
of  Addison’s  disease.  Pupils  were  dilated  and  the 
tongue  was  dry.  The  initial  impression  was  severe 
Addisonian  crisis. 

The  patient  was  treated  with  high  doses  of  intra- 
venous steroid  and  vitamin  C,  and  within  90  min- 
utes began  to  excrete  urine  and  became  gradually 
compensated.  The  following  day,  she  was  able  to 
take  fluids  by  mouth  such  as  salty  broth  and  carbo- 
hydrate drinks.  The  diagnosis  of  Addison’s  disease 
had  been  established  in  1959  when  urinary  17- 
ketosteroids  were  1.7  mgm.  per  24  hours.  Thorn 
test  was  positive  as  was  the  Robinson  Kepler 
Powers  water  test.  Currently  the  patient  is  on  a 
maintenance  dose  of  steroid  and  has  had  no  break 
in  compensation  for  the  past  eight  months.  She 
feels  strong.  The  tanning  of  the  skin  has  diminished 
considerably,  and  she  has  had  no  gastrointestinal 
symptomatology. 

Discussion 

In  the  study  of  symptoms  and  signs  of  Addison’s 
disease,  weakness  and  pigmentation  of  the  skin  are 
noted  in  approximately  99  per  cent  of  the  cases. 
Anorexia,  nausea,  and  vomiting  are  noted  in  ap- 
proximately 90  per  cent.  The  latter  are  the  initial 
complaints  in  only  10  per  cent  of  the  cases,  and  are 
usually  indicative  of  impending  crisis.  These  pa- 
tients all  demonstrated  gastrointestinal  dysfunc- 
tion sufficient  to  cause  electrolyte  imbalance,  but 
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LINGUAL  THYROID 

Francis  L.  McNelis,  m.d. 


The  Author.  Francis  L.  McNelis,  M.D. , Surgeon, 
Department  of  Otolaryngology,  Rhode  Island  Hospi- 
tal, Providence,  R.  I. 


'T,hyroid  tissue  occurring  in  the  tongue,  an 
uncommon  but  not  rare  condition,  is  referred  to 
as  lingual  thyroid.  Much  has  appeared  in  the  litera- 
ture over  the  past  fifteen  years  concerning  treat- 
ment of  lingual  thyroid  by  surgery  or  radioactive 
iodine.  However,  these  reported  cases  are  more 
properly  classified  as  lingual  goiters,  as  the  en- 
larged tissue  masses  have  produced  symptoms. 
Distinct  from  these  are  the  collections  of  normal 
thyroid  tissue  in  the  base  of  the  tongue  which  may 
be  occasionally  discovered  on  routine  examination. 
These  may  be  aberrant  thyroid  representing  the 
entire  gland,  or  accessory  thyroid  if  there  is  glan- 
dular tissue  in  the  normal  anterior  neck  location. 
The  former  condition  has  been  estimated  to  occur 
in  70  per  cent  of  lingual  thyroids,  and  removal  or 
destruction  of  the  tissue  will  naturally  cause 
myxedema. 

The  reason  for  localization  of  the  thyroid  gland 
in  the  tongue  can  easily  be  understood  in  relation 
to  the  embryology  of  the  thyroid  gland.1  The  thy- 
roid pouch  develops  from  the  midventral  floor  of 
the  pharynx  in  the  same  general  location  in  which 
the  tongue  develops.  Usually,  the  gland  migrates 
downward  at  the  end  of  the  thyroglossal  duct ; how- 
ever, anomalies  in  the  form  of  persisting  duct  caus- 
ing a thyroglossal  cyst  or  fistula  are  common.  Cases 
of  overmigration  to  an  abnormally  low  location, 
such  as  the  intratracheal  goiter  reported  by  Collier, 
Johnson,  Dowling  and  Dillard,2  are  known.  Simi- 
larly, the  thyroid  gland  may  fail  to  migrate  and  thus 
remain  as  the  total  gland  in  the  tongue.  In  this  loca- 
tion it  may  undergo  all  the  disease  processes  of  the 
thyroid  gland,  such  as  hypothyroidism,  hyperthy- 
roidism, thyrotoxicosis,  adenoma  formation,  and 
malignant  change ; but  it  may  also  persist  as  a 
normal  functioning  gland  without  symptoms. 

Dietrich  and  Schall3  have  presented  a case  of  a 
30-year-old  male  with  a mass  at  the  base  of  his 
tongue,  half  the  size  of  an  English  walnut  (1.5  cm. 
its  greatest  diameter),  which  proved  to  be  lingual 
thyroid.  They  withheld  surgery  because  there  were 
no  symptoms  to  warrant  operation.  Often  symp- 


toms of  hemorrhage  or  obstruction  make  surgical 
treatment  mandatory.  Techniques  of  intraoral  and 
median  pharnygotomy  are  described  by  Hendrick.4 
Bigger0  has  devised  a cervical  approach  which  per- 
mits complete  control  of  bleeding,  gives  an  anatomic 
approach  and  an  inconspicuous  scar.  All  of  these 
procedures,  however,  will  cause  clinical  myxedema 
unless  thyroid  extract  in  quantities  of  1 to  6 grains 
(60  to  360  mg.)  daily  are  taken.  To  overcome  the 
inconvenience  of  life-long  medication,  Lawson6  has 
reported  a case  with  successful  grafting  of  the  thy- 
roid tissue  in  the  rectus  abdominis  muscle.  Swan 
et  al.T  also  reported  a successful  autotransplant  to 
the  pectoralis  and  rectus  abdominis  muscles  which 
they  at  first  thought  to  have  failed  since  there  was 
a nine-month  lag  before  hormonal  output  was 
detected. 

The  use  of  radioactive  iodine  in  treatment  has 
been  reported  by  both  Crispell8  and  Springer.12 
Neither  of  these  authors  mentioned  the  possible  late 
occurrence  of  thyroid  carcinoma.  This  is  a realistic 
possibility,  although  not  yet  proven  or  tested  by 
time.  Doniach9  showed  that  I131  (sodium  radio- 
iodide) will  produce  malignant  tumors  in  the  thy- 
roid gland  of  animals.  Wilson10  reported  that  43  per 
cent  of  a series  of  37  patients  with  thyroid  carci- 
noma presented  a history  of  previous  treatment 
with  ionizing  radiation  to  the  head,  neck,  or  chest. 

In  1960,  the  author  was  confronted  with  the 
problem  of  how  to  handle  a small  tumor  discovered 
in  the  midline  of  a child’s  tongue  on  routine  exami- 
nation. Biopsy  to  establish  diagnosis  was  advised, 
rather  than  reliance  on  tracer  doses  of  radioactive 
iodine,  since  a well-differentiated  carcinoma  may 
take  up  relatively  normal  amounts  of  the  isotope. 
Excision  was  purposely  deferred  because  of  reali- 
zation that  this  might  be  thyroid  tissue  and  could 
represent  the  entire  hormonal  output.  This  case  will 
be  presented  in  detail  together  with  three  other  un- 
published cases  of  lingual  thyroid.  It  is  my  purpose 
to  point  out  that  the  total  thyroid  tissue  may  exist 
in  the  tongue  as  a normally  functioning  gland.  In 
the  absence  of  symptoms  removal  is  not  indicated, 
although  prolonged  observation  is  necessary. 

Report  of  Cases 

Case  1.  A 4-year-old  female  referred  by  her 
pediatrician  when  he  noted  a mass  at  the  base  of 
the  tongue  on  a routine  examination.  Close  ques- 
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tioning  of  both  parents  and  the  child  failed  to  reveal 
any  symptoms  or  awareness  of  the  condition.  Phys- 
ical examination  showed  a smooth,  firm  rounded 
mass  at  the  base  of  the  tongue  measuring  2x1  cen- 
timeters and  arising  from  the  midline  in  the  region 
of  the  foramen  caecum.  It  could  be  visualized  dur- 
ing gagging  by  opening  the  mouth  widely  and 
extending  the  tongue.  It  also  could  be  visualized 
by  mirror  at  a point  corresponding  roughly  to  the 
tip  of  the  epiglottis  on  the  dorsum  of  the  tongue. 

A diagnostic  biopsy  was  performed  using  endo- 
tracheal anesthesia.  A black  silk  suture  was  placed 
through  the  tip  of  the  tongue  and  traction  applied. 
With  tongue  depressor,  the  mass  in  the  midline  at 
the  base  of  the  tongue  was  easily  exposed.  The 
foramen  caecum  could  not  be  identified,  although 
the  mass  was  exactly  in  that  location.  It  measured 
approximately  1 cm.  by  2 cm.  in  diameter  and  ap- 
peared round.  It  was  grasped  with  an  Allis  clamp 
in  the  central  portion  and  a wedge  removed  from  the 
dorsum  of  the  mass  with  a scalpel.  Bleeding  was 
moderate  in  amount  and  controlled  by  the  insertion 
of  fine  chromic  catgut  ligatures.  Monocaine®  with 
adrenalin  was  also  injected  to  control  bleeding. 

On  the  following  day,  a microscopic  description 
as  follows  was  obtained  from  the  Institute  of 
Pathology.  “The  sections  are  made  up  of  tissue 
covered  on  one  surface  by  normal-appearing  squa- 
mous epithelium.  The  underlying  tissues  reveal 
thyroid  acini  filled  with  colloid  in  an  architectural 
pattern  quite  similar  to  that  of  thyroid  gland.  The 
acini  are  lined  by  columnar  cells,  some  of  which  are 
slightly  tall,  and  a few  of  the  acini  show  peripherally 
scalloped  colloid.  The  colloid  tissue  appears  to  ex- 
tend to  the  depth  of  the  surgical  resection.  There 
is  no  evidence  of  malignancy.”  Diagnosis:  Con- 
sistent with  lingual  thyroid. 

Since  no  thyroid  tissue  could  be  palpated  in  the 
neck,  radioactive  iodine  uptake  studies  were  per- 
formed after  receiving  the  histological  report.  The 
procedure  used  was  to  give  7 microcuries  of  radio- 
iodine orally  since  the  material  is  rapidly  and  com- 
pletely absorbed  from  the  gastrointestional  tract. 
An  identical  capsule  was  stored  within  a lead  shield 
as  a standard.  After  twenty-four  hours,  the  uptake 
of  the  radioiodine  in  the  gland  was  estimated  by 
external  counting  with  the  probe  scintillation  de- 
tector. The  standard  was  also  counted.  The  uptake 
is  the  ratio  of  these  two  measurements.  Hyperthy- 
roid patients  have  an  uptake  between  45  per  cent 
and  100  per  cent.  Euthyroid  individuals  have  up- 
takes between  15  per  cent  and  45  per  cent.  Hypo- 
thyroid patients  have  uptakes  below  10  per  cent. 
This  case  was  reported  as  having  an  uptake  of  24 
per  cent.  Also  of  particular  interest  is  the  fact  that 
directional  studied  showed  all  activity  centered  over 
the  base  of  the  tongue.  No  functional  thyroid  tissue 
could  be  detected  in  the  neck. 
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Other  laboratory  studies  obtained  during  admis- 
sion showed  a normal  hematology,  urinalysis,  and 
chest  x-ray.  Serum  cholesterol  was  reported  as  144 
mg.  per  cent.  An  x-ray  of  the  wrist  for  bone  age 
showed  six  ossification  centres  of  the  carpal  bones 
present,  which  is  normal  for  this  age. 

Follow-up  examinations  have  been  obtained 
yearly  for  the  past  3 years  with  no  appreciable 
change  in  the  appearance  or  size  of  the  mass.  The 
patient  still  remains  entirely  asymptomatic. 

Case  2 was  found  by  a review  of  the  hospital 
records  for  the  10  year  period  1951  through  1960. 
This  was  a 10-year-old  girl  admitted  from  the  Out- 
Patient  Department  with  a chief  complaint  of  lump 
of  the  tongue.  History  indicated  the  mass  was  noted 
for  the  first  time  four  months  prior  to  admission. 
The  symptoms  presented  were  soreness  and  diffi- 
culty in  swallowing.  Examination  showed  a 
rounded  mass  in  the  midline  of  the  base  of  the 
tongue  about  1.5  to  2 cm.  in  diameter.  It  appeared 
cystic  in  nature  with  vessels  running  around  the 
periphery.  It  was  not  tender  and  was  slightly  mov- 
able. Excision  was  performed  by  the  peroral  route 
under  anesthesia.  The  mass  was  found  to  arise  from 
the  point  approximately  in  the  midline  of  the  tongue 
just  above  the  epiglottis  in  a position  suggesting 
the  possibility  of  a cyst  arising  from  the  thyro- 
glossal  duct.  It  had  a base  of  about  1.5  centimeters. 
With  a knife,  an  incision  was  made  at  the  base  and 
with  dissecting  scissors ; the  entire  mass  was  lifted 
out  of  the  tongue.  The  defect  in  the  tongue  was 
closed  with  five  chromic  catgut  sutures  in  mattress 
formation  in  order  to  control  the  bleeding.  The 
histologic  diagnosis  was  consistent  with  ectopic 
thyroid  in  the  dorsum  of  the  tongue.  Microscopic 
description  is  as  follows : “The  section  of  tongue 
reveals  it  to  be  coated  by  squamous  epithelium  with 
the  underlying  tissue  made  up  for  the  most  part,  of 
thyroid  with  mucous  salivary  glands  around  the 
periphery.  The  acini  of  the  thyroid  gland  are  mod- 
erately dilated  and  filled  with  colloid  material. 
Occasionally,  there  is  a papillary  formation  pro- 
truding into  some  of  the  acini ; however,  there  is  no 
mitotic  activity  nor  is  there  any  significant  degree 
of  anaplasia  of  the  epithelium.  The  thyroid  is  seen 
to  interdigitate  between  the  striated  muscle.  At  one 
margin,  it  is  a small  lymphoid  structure  which  has 
a central  cleft  with  a few  polys  in  it  and  lined  by 
transitional  epithelium.  It  suggests  a portion  of 
tonsillar  tissue.  The  over-all  appearances  of  the 
thyroid  tissue  from  the  tongue  would  suggest  that 
it  represents  ectopic  thyroid  formation ; undoubt- 
edly, developmental  in  origin.” 

Post-operatively,  the  patient  was  found  to  have 
a pulse  of  80  per  minute,  suggesting  no  evidence  of 
hypothyroidism.  A protein-bound  iodine  was  ob- 
tained and  reported  as  being  2.7  micrograms  per 
cent.  Radioiodine  uptake  studies  were  not  being 
performed  at  our  hospital  at  that  time. 
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Case  3 was  also  found  in  the  review  of  the  hos- 
pital records,  giving  a total  of  three  cases  of  aber- 
rant or  accessory  lingual  thyroid  in  a 625  bed 
general  hospital  in  ten  years.  A 27-year-old  un- 
married stenographer  consulted  an  otolaryngologist 
for  treatment  of  laryngitis  of  three  weeks’  duration. 
When  examined  by  laryngeal  mirror,  a cyst  unre- 
lated to  her  voice  change  was  discovered  on  the 
base  of  the  tongue.  She  was  advised  to  have  it 
removed.  No  pain,  discomfort  or  deficit  in  taste  had 
resulted.  On  the  day  following  admission,  patient 
was  taken  to  the  operating  room,  where  under  gen- 
eral anesthesia,  a mouth  gag  was  inserted  and  the 
tongue  pulled  forward  exposing  a reddish  circum- 
scribed firm  elevated  tumor  in  the  midline  of  the 
dorsum  of  the  tongue  on  the  posterior  third.  With 
a knife,  a small  pie-shaped  piece  of  tissue  was  re- 
moved from  this  tumor.  Bleeding  was  fairly  profuse 
and  was  controlled  with  two  chromic  catgut  sutures. 
The  biopsy  specimen  had  the  appearance  of  thyroid 
tissue.  The  Institute  of  Pathology  reported  “the 
sections  having  on  the  free  surface,  a layer  of 
slightly  thickened  but  not  hyperactive  squamous 
epithelium.  In  the  underlying  layer  is  a mass  of 
thyroid  gland  tissue  showing  no  abnormality  or 
hyperactivity.  Mucous  glands  are  also  present, 
sometimes,  intimately  associated  with  the  thyroid 
gland.  Thyroid  gland  tissue  everywhere  extends  to 
the  edge  of  the  excision  indicating  incomplete 
removal  of  the  misplaced  tissue.  Diagnosis  : Biopsy 
of  the  tongue  containing  thyroid  gland  tissue  (aber- 
rant thyroid).”  Radioactive  iodine  (RAI)  studies 
were  performed  with  an  RAI  uptake  of  19.4  per 
cent.  Directional  counting  over  the  neck  was  per- 
formed with  difficulty  because  of  local  tenderness. 
No  activity  over  the  normal  thyroid  area  but  ap- 
proximately 2000  counts  per  minute  (cpm)  at  base 
of  tongue.  No  further  treatment  was  advised  for 
this  patient  and  follow-up  studies  have  showed  her 
to  remain  asymptomatic. 

Discussion  of  this  entity  with  a colleague,  James 
T.  Spencer,  of  Charleston,  West  Virginia,  brought 
to  light  a case  in  his  practice,  which  is  as  yet  unre- 
ported and  with  his  permission  is  included  here. 

Case  4.  This  is  a 48-year-old  white  female  who 
spoke  with  a high,  nasal-type  voice  and  poor  enun- 
ciation. She  experienced  occasional  regurgitation. 
Examination  revealed  an  unsuspected  bulbous,  firm 
movable  mass  approximately  5 cm.  in  diameter, 
just  anterior  and  at  the  base  of  the  tongue.  This 
was  removed  by  the  peroral  route  with  considerable 
bleeding.  Pathological  report  revealed  it  to  be 
lingual  thyroid  with  hypertrophy.  Post-operatively, 
I131  uptake  was  5.6  per  cent  over  the  lingual  area 
and  nil  over  the  neck.  She  has  been  well  since  sur- 
gery, although  requiring  thyroid  extract  grains 
1 (60  mg.)  twice  daily. 

Four  previously  unreported  cases  of  lingual  thy- 


roid are  presented.  Two  of  these  had  symptoms  of 
sufficient  severity  to  warrant  surgery.  However, 
two  cases  were  asymptomatic  and  after  positive 
histologic  diagnosis  are  being  maintained  under 
observation.  One  similar  asymptomatic  untreated 
case  has  been  reported  by  Dietrich  and  Schall.3  A 
personal  communication  from13  Schall  gives  a four- 
year  follow-up  in  this  case  without  change.  Inter- 
estingly, this  was  a 30-year-old  male  while  the  four 
cases  presented  here  are  all  female,  two  being 
children. 

Recently,  scintograms  have  been  utilized  to  out- 
line the  location  and  distribution  of  thyroid  tissue. 
Wible  and  Freeman11  show  some  of  the  shortcom- 
ings of  the  technique.  They  state  that  it  is  a valu- 
able aid  in  the  diagnosis  of  lingual  thyroid,  but  does 
not  replace  biopsy  or  surgical  excision. 

Conclusions 

Fingual  thyroid  should  be  a consideration  in  the 
differential  diagnosis  of  any  midline  mass  occurring 
in  the  base  of  the  tongue.  According  to  Lahey,14 
lingual  thyroid  represents  in  70  per  cent  of  cases  the 
only  thyroid  tissue  present.  Two  cases  are  presented 
in  which  the  abnormally  located  thyroid  caused  no 
symptoms  and  was  normal  in  function.  In  these 
cases,  diagnostic  biopsy  without  excision  was  per- 
formed. It  would  be  an  unfortunate  error  in  such  a 
situation  to  remove  the  only  functioning  tissue  and 
thus  produce  myxedema.  However,  prolonged  ob- 
servation is  necessary,  since  the  lingual  thyroid  may 
undergo  any  of  the  changes  occurring  in  the  thy- 
roid gland. 
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This  paper  is  presented  to  focus  the  attention  of 
the  clinician  on  a factor  which  is  significant  in 
the  clinical  picture  of  multiple  sclerosis  but  which 
has  not  been  emphasized,  i.e.,  intellectual  deteriora- 
tion in  progressive  advancing  multiple  sclerosis.  An 
illustrative  case  will  be  discussed. 

Intellectual  impairment  has  been  reported  exten- 
sively as  occurring  with  demonstrable  decrements 
in  mental  abilities  as  the  disease  advances. 1,9,11,15 
Reports  vary  as  to  the  percentage  of  individuals 
who  show  intellectual  changes.  Ross  and  Reitan13 
suggest  that  a remarkable  similarity  exists  between 
multiple  sclerosis  and  other  central  nervous  system 
diseases  ; they  suggest  that  lesions  occur  in  both  the 
gray  and  white  matter.  Intellectual  impairment  is 
roughly  parallel  to  the  neurological  deficit. 

Deterioration  in  intellect  may  or  may  not  occur 
in  multiple  sclerosis  ; however,  statistical  studies  of 
groups  of  individuals  have  demonstrated  poor  intel- 
lectual performance  in  as  high  as  two-thirds  of  the 
groups  studied.11 

Enumeration  of  the  specific  functions  which  be- 
come impaired  are  as  follows : defects  in  memory, 
association  of  ideas,  judgment,  concentration  and 
emotional  control.  In  general,  electroencephalo- 
grams have  been  normal  except  for  an  occasional 
minor  abnormality.13 

Intellectual  deterioration  occurs  in  a large  pro- 
portion of  individuals  with  multiple  sclerosis  who 
do  not  manifest  external  demonstrable  mental  de- 
terioration. In  essence,  the  impairment  may  be  as 
important  a component  as  it  is  in  proven  organic 
brain  damage.  Emotional  disturbances  are  concomi- 
tant with  mental  changes.  Anxiety,  depression,  con- 
version reactions,  and  a normal  concern  regarding 
physical  health  are  frequently  present.  The  litera- 
ture is  replete  with  divergent  estimates  regarding 


the  incidence  and  extent  of  emotional  and  intellec- 
tual changes.  The  recognition  of  both  affective  and 
intellectual  defects  in  this  disease  should  guide  the 
physician  in  assisting  the  patient  to  adjust  to  his 
physical  and  social  environment  within  confines  of 
his  limitations. 

A study  of  the  natural  history  of  the  disease  dis- 
closes that  the  euphoria  which  is  associated  with 
intellectual  impairment  is  generally  recognized  as  a 
predominant  characteristic  of  the  disease.  Euphoria 
may  be  defined  as  a pathological  or  unreasonable 
cheerfulness.  It  is  usually  demonstrated  as  a lack 
of  concern  with  physical  handicaps  imposed  by  the 
disease.  This  may  be  a compensatory  adaptation  for 
a pathological  condition  which  is  incurable.  One 
may  also  postulate  that  a euphoric  reaction  may  be 
due  to  cortical  changes  with  subsequent  lack  of 
judgment  and  insight. 

Since  experience  from  psychological  testing 
of  patients  with  cerebral  pathology  has  disclosed 
a characteristic  pattern  of  intellectual  impair- 
ment,8,16,12 psychologists  similarly  have  sought  for 
a pattern  typical  of  multiple  sclerosis.  The  aim  has 
been  not  only  to  develop  diagnostic  signs  pathog- 
nomonic of  cerebral  pathology,  but  also  to  in- 
crease fundamental  knowledge  about  the  disease 
process.  The  findings  of  Morrow  and  Mark,  who 
used  the  W echsler-Bellevue  Intelligence  Scale  with 
patients  having  organic  brain  disease  to  elicit  a 
characteristic  pattern,  are  of  special  interest  be- 
cause of  their  reliance  upon  post-mortem  evidence 
of  brain  disease  in  their  research  group.  Their  find- 
ings, which  were  consistent  with  Wechsler’s16  or- 
ganic pattern  on  the  same  test,  showed  significantly 
lower  scores  for  the  group  manifesting  brain  pathol- 
ogy in  Digit  Symbol,  Block  Design,  Digit  Span 
(especially  Digits  Backward),  Arithmetic,  and 
Similarities.  In  addition,  the  Full  Scale  IQ  (Intel- 
ligence Quotient)  and  the  Performance  IQ,  includ- 
ing all  the  Performance  Subtests,  were  significantly 
lower  for  the  brain-damaged  individuals.  No  signi- 
ficant differences  were  found  between  patients  with 
focal  and  diffuse  lesions,  although  both  groups 
showed  lowered  scores. 

In  the  sphere  of  personality  functioning,  Canter3 
and  Shontz,14  using  the  Minnesota  Multiphasic 
Personality  Inventory,  independently  demonstrated 
in  the  multiple  sclerosis  group  a relatively  higher 
level  of  anxiety  in  reference  to  their  body  and  self- 
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concern,  reflected  in  the  Hypochondriasis  and 
Hysteria  scales,  and  a greater  uncertainty  of  re- 
sponse, reflected  in  the  significantly  higher  number 
of  “don't  know”  responses.  That  these  personality 
traits  seen  in  the  multiple  sclerosis  patient  are  unre- 
lated to  chronic  disease  itself  was  demonstrated  in 
Shontz’s  study ; he  used  a control  group  composed 
of  patients  matched  for  age  but  otherwise  selected 
at  random  from  a group  of  patients  hospitalized  for 
chronic  illnesses  other  than  multiple  sclerosis. 

The  impact  of  this  disease  upon  personality  has 
also  been  demonstrated  by  studies  of  the  drawing 
performances  of  a series  of  patients.6  These  draw- 
ings have  indicated  a feeling  of  physical  helpless- 
ness. The  omission  of  extremities  was  a frequent 
common  denominator.  Patients,  who  had  shown  a 
previous  proven  artistic  ability,  drew  persons  with 
handicaps,  such  as  disproportion  of  the  limbs  or 
amputation  of  the  extremities.  Diagnostic  confusion 
may  arise  because  of  hysterical-appearing  symp- 
toms during  the  early  phase  of  the  disease,  and,  in 
some  cases,  psychotic  behavior  may  obscure  the 
correct  diagnosis  because  it  mimics  functional  psy- 
chiatric illness.5 

Using  psychological  tests  which  discriminate 
cerebral  pathology,  Ross  and  Reitan13  and  Parsons 
and  Miller10  demonstrated  significant  depressions 
of  visual  flicker-fusion  threshold  in  multiple  scle- 
rosis patients.  They  concluded  that  reduced  effi- 
ciency of  brain  functioning  leads  to  an  impairment 
at  the  central  perceptual-discriminative  level. 

Findings  of  other  investigators  using  various 
observational  and  testing  methods  which  point  to 
cerebral  impairment  in  multiple  sclerosis  are  those 
of  Bergin,2  Parsons,  Stewart  and  Arenberg,11  and 
Knehr.7  The  latter  was  able  to  demonstrate  both 
similarities  and  differences  in  the  intellectual  func- 
tioning of  multiple  sclerosis  patients  as  contrasted 
with  a brain-damaged  group  showing  diffuse  corti- 
cal involvement.  Both  the  multiple  sclerosis  and  the 
diffuse  organic  groups  were  inferior  to  normal  con- 
trols over  a wide  range  of  intellectual  tasks.  How- 
ever, on  tests  measuring  abstract  conceptual  think- 
ing, the  performance  of  the  multiple  sclerosis  pa- 
tients was  closer  to  that  of  the  control  group  than 
to  the  observed  impairment  of  the  brain-damaged 
individuals,  indicating  the  preservation  of  abstract 
intellectual  ability  for  some  time  during  the  course 
of  multiple  sclerosis. 

The  illustrative  case  which  follows  will  demon- 
strate a proven  loss  of  intellectual  ability  by  exten- 
sive objective  psychological  tests  which  were  per- 
formed on  the  same  individual  at  the  inception  of 
his  disease  and  subsequently  fourteen  years  later 
when  the  disease  was  advanced.* 

The  patient  is  a forty-four  year  old.  married, 
male  veteran  of  World  War  II  who  had  been  diag- 
nosed as  having  multiple  sclerosis  fourteen  years 
ago.  His  formal  education  consisted  of  four  years 
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of  high  school  and  some  college  level  courses  with- 
out completion  of  formal  university  training.  A 
review  of  his  history  revealed  that  he  had  had  inter- 
mittent periods  of  motor  weakness  which  interfered 
with  his  walking  since  the  age  of  twenty-two.  Ap- 
parently he  had  periods  of  exacerbation  and  remis- 
sion from  the  age  of  twenty-two  until  a definitive 
diagnosis  was  subsequently  made  at  the  age  of 
thirty. 

During  World  War  II  he  was  captured  by  the 
Japanese  and  endured  prolonged  physical  hardship 
as  a prisoner  of  war.  Subsequent  to  his  discharge 
from  the  service,  at  the  age  of  twenty-seven,  he  was 
incorrectly  diagnosed  as  having  a conversion  reac- 
tion or  an  early  schizophrenic  reaction.  At  this  time 
he  complained  of  loss  of  sensation  in  his  lower  ex- 
tremities, intermittent  urinary  incontinence  and 
diminished  sexual  gratification.  However,  normal 
return  of  these  functions  occurred  shortly  there- 
after. At  that  time  his  sensorium  was  clear.  He 
appeared  to  be  self-confident  and  spoke  readily  of 
his  symptoms  without  any  overt  manifestation  of 
anxiety.  Routine  blood  counts,  urinalyses,  and  chest 
x-rays  were  within  normal  limits.  The  consensus  of 
the  many  physicians  who  saw  him  was  that  his  ill- 
ness was  of  psychogenic  origin  rather  than  on  an 
organic  basis. 

At  the  age  of  thirty,  fourteen  years  ago,  he  began 
to  exhibit  many  pathological  signs.  His  gait  became 
spastic  and  he  manifested  poor  muscular  co-ordina- 
tion in  walking.  Positive  Hoffman  and  Babinski 
signs  were  elicited  on  the  right.  Abdominal  reflexes 
were  absent  on  the  right.  It  was  at  this  time  that  the 
definitive  diagnosis  of  multiple  sclerosis  was  made. 

During  the  past  fourteen  years  the  ataxia  and  the 
spasticity  of  his  lower  extremities  have  worsened. 
He  fatigues  readily  and  occasionally  falls. 

A physical  re-evaluation  within  the  past  six 
months  revealed  many  of  the  characteristic  signs 
of  multiple  sclerosis.  He  was  extremely  garrulous 
and  euphoric.  He  manifested  ataxia,  poor  general- 
ized motor  co-ordination,  chalky  temporal  pallor  of 
the  optic  discs  bilaterally,  hyperactivity  of  deep 
tendon  reflexes,  and  bilateral  positive  Babinski 
signs.  He  spoke  with  authority  of  his  illness.  He 
enunciated  his  words  carefully  and  deliberately. 
There  appeared  to  be  some  slurring  of  speech  dur- 
ing periods  of  excitement  and  fatigue.  There  was 
marked  psychogenic  overlay  which  one  would  ordi- 
narily expect  in  an  individual  with  a severe  chronic 
illness. 

An  electroencephalogram  obtained  within  the 
past  six  months  was  normal.  At  the  same  time  a 
psychological  examination  showed  significant  vari- 

*Certain  biographical  data  in  the  case  history  have  been 
altered  to  protect  the  identity  of  the  individual ; however, 
none  of  the  clinical  facts  have  been  changed. 
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ations  from  a previous  one  performed  fourteen 
years  ago. 

The  following  are  synopses  of  the  two  psycho- 
logical reports  which  are  presented  for  purposes  of 
comparison.  Report  A is  based  upon  psychological 
testing  performed  fourteen  years  ago  when  the  dis- 
ease was  first  diagnosed.  Report  B was  done  within 
the  past  six  months. 

Report  A 

On  the  Wechsler-Bellevue  Intelligence  Scale  the 
patient  achieved  an  IQ  of  121,  in  the  superior  range. 
Impairment  was  suggested  by  intratest  variability, 
particularly  on  verbal  subtests.  On  Arithmetic  and 
Block  Design  the  patient  scored  within  the  very 
superior  range,  suggesting  a high  level  capacity  for 
analysis  and  synthesis  and  arithmetical  calculations. 
By  comparison,  low  scores  on  Similarities  and 
Comprehension  suggested  ideational  difficulties 
which  interfered  with  effective  performance.  On 
the  Rorschach  the  expected  high  W score  was  not 
obtained,  which  was  indicative  of  the  severity  of 
impairment  in  intellectual  functioning.  However, 
deficit  due  to  intracranial  damage  was  not  indicated. 

It  is  likely  that  the  observed  intellectual  impair- 
ment was  due  to  phobic  or  obsessional  components 
and  possibly  a schizoid  personality  makeup.  Quan- 
titative aspects  of  the  Rorschach  indicated  an  ap- 
proach in  which  minute  details  were  emphasized 
at  the  expense  of  larger,  more  common  details. 
Although  the  record  was  productive,  consisting  of 
61  responses,  his  energy  seemed  to  be  diverted  into 
preoccupation  with  minutiae  and  his  thinking 
seemed  to  be  autistic  and  unconventional.  The 
record  had  many  features  in  common  with  psy- 
chasthenic and  phobic  reactions,  as  well  as  with 
hysteria.  In  addition,  the  extent  of  the  disturbance, 
with  the  signs  of  deviant  thinking,  suggested  a pre- 
schizophrenic condition  with  prominent  paranoid 
features. 

Signs  of  immature  behavior  abounded  in  this 
record.  He  had  difficulty  in  establishing  effective 
interpersonal  relations,  felt  sexually  inadequate, 
and  harbors  aggression  toward  members  of  the 
opposite  sex.  Ideas  of  reference  were  suggested  and 
possibly  grandiosity. 

Report  B 

When  seen  for  testing,  this  patient  was  essen- 
tially co-operative  to  the  testing  routines,  but  he 
was  extremely  garrulous,  and  it  was  difficult  to  get 
him  to  adopt  a task  attitude  and  to  confine  himself 
to  the  tasks  at  hand.  He  seemed  to  wander  into 
tangentialities,  but  his  conversation  was  entirely 
rational,  and  his  behavior  seemed  appropriate 
except  for  occasional  lapses  in  good  judgment ; thus 
he  was  noted  to  wear  his  hat  in  the  office  during 
testing,  and  at  the  completion  of  testing,  he  had  to 
give  the  examiner  a test  in  order  to  turn  the  tables 
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on  him.  He  also  spoke  authoritatively  about  his 
multiple  sclerosis,  and  he  offered  the  examiner  a 
copy  of  an  article  in  which  he  agreed  with  the  med- 
ical findings. 

Present  intellectual  testing  showed  a Verbal  IQ 
of  117,  a Performance  IQ  of  107,  and  a Full  Scale 
IQ  of  113.  In  comparison  with  previous  results,  one 
noticed  a consistent  diminution  of  IQ  scores  over 
the  various  scales  with  the  greatest  drop  occurring 
on  the  Performance  Scale.  Inter-test  analysis 
showed  that  the  major  drops  occurred  on  Digit 
Span,  Picture  Arrangement,  Block  Design,  and 
Digit  Symbol.  He  appeared  to  be  having  a good 
deal  of  difficulty  with  memory  functions  as  indi- 
cated by  the  impairment  on  Digit  Span,  Digit  Sym- 
bol, and  the  Benton  Visual  Retention  Test,  which 
was  given  as  a specific  check  on  his  retention.  On 
motor  tests  some  of  his  impairment  may  be  the 
result  of  reduced  psychomotor  co-ordination,  aris- 
ing directly  from  his  multiple  sclerosis.  In  spite  of 
these  signs  of  impairment,  it  is  worth  noting  that 
he  retained  a high  level  ability  with  respect  to  verbal 
reasoning  and  verbal  judgment,  and  he  did  his  best 
on  a task  calling  for  arithmetical  computation  and 
reasoning.  Objective  evidences  of  psychomotor  in- 
coordination are  found  on  the  O’Connor  Finger 
Dexterity  Test  for  which  he  used  his  left  hand 
because  he  noted  that  his  right  hand  was  impaired. 
He  achieved  a score  near  the  0 percentile,  and  as 
he  took  the  test  he  commented  that  he  felt  that  he 
was  losing  some  of  the  fineness  of  his  work  which 
he  correlated  with  his  difficulties  at  home  in  solder- 
ing. On  the  Bender  Gestalt  his  reproductions  of  the 
designs  were  poorly  done  but  largely  because  of 
motor  discoordination. 

In  order  to  illustrate  graphically  the  changes  in 
intellectual  functioning  over  the  fourteen  year  inter- 
val, Table  1 is  presented.  The  quantitative  results 
outlined  in  this  table  show  decrements  in  IQ  scores 
for  all  the  scales,  with  the  most  marked  impairment 
occurring  on  the  Performance  Scale,  as  shown  by 
an  IQ  loss  of  12  points.  During  the  most  recent  test, 
when  the  disease  was  quite  advanced,  the  difference 
between  the  patient’s  Verbal  Scale  IQ  and  Per- 
formance Scale  IQ  was  fully  10  points.  Although 
just  short  of  statistical  significance4  (P  = .189),  it 
is  nevertheless  a large  practical  difference.  In  gen- 
eral, the  IQ  changes  obtained  in  this  case  are  con- 
sistent with  the  findings  of  Morrow  and  Mark8  in 
their  study  of  Wechsler-Bellevue  patterns  in  brain 
damage.  The  resistance  of  abstract  intellectual  abil- 
ity to  deterioration,  represented  by  the  stability  of 
Comprehension  and  Similarities  scores,  is  in  accord 
with  the  research  findings  of  Knehr.7 

Summary 

A review  of  the  current  literature  reveals  that 
intellectual  impairment  in  multiple  sclerosis  is  con- 
comitant with  other  central  nervous  system  impair- 
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TABLE  1 


W echsler-Bellevue  Intelligence  Scale  Results 
Expressed  in  Scaled  Score  Units  and  IQ  Scores 


Subtest  and  Scale 

A 

B 

I nformation  

13 

12 

Comprehension  

11 

14 

Arithmetic  

16 

15 

Digit  Span 

13 

7 

Similarities  

11 

11 

Vocabulary  

13 

Picture  Completion  

12 

12 

Picture  Arrangement 

11 

5 

Object  Assembly  

11 

Block  Design 

15 

11 

Digit  Symbol  

11 

6 

Verbal  Scale  IQ 

121 

117 

Performance  Scale  IQ 

119 

107 

Full  Scale  IQ  

121 

113 

merits  in  the  progression  of  the  disease.  The  degree 
of  impairment  varies  from  minimal  to  extensive 
intellectual  deficit.  The  extent  of  impairment 
usually  increases  progressively  with  the  duration 
of  the  disease. 

The  clinical  findings  of  intellectual  impairment 
are  described.  A case  is  reported  which  presents 
intellectual  changes  over  a period  of  many  years. 
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GASTROINTESTINAL  MANIFESTATIONS 
OF  ADDISON’S  DISEASE 

continued  from  page  258 

not  necessarily  in  every  case.  For  it  has  been  estab- 
lished that  patients  with  Addison’s  disease  may 
have  normal  electrolytes  and  borderline  17-keto- 
steroid  levels  in  the  urine  with  all  the  stigmata  of 
Addison’s  disease.  They  fail  to  respond  to  adreno- 
corticotropic hormone  with  a rise  in  steroid  excre- 
tion demonstrating  no  adreno-cortical  reserve.2 
The  rarity  of  peptic  ulcer  in  patients  with  Addison’s 
disease  has  been  reported  by  various  investigators.3 
Maranon4  mentions  three  cases  in  160  patients  ; but 
these  three  were  questionable.  In  a review  of  120 
cases  by  Jarvis  et  al.5  only  24  cases  were  studied  by 
roentgenologic  examination  because  of  digestive 
complaints.  The  infrequency  of  duodenal  ulcer 
appears  to  be  associated  with  a decreased  secretion 
of  hydrochloric  acid.  Rountree  and  Snell  observed 
achlorhydria  in  53  per  cent  of  patients  studied,  with 
a considerable  reduction  of  free  acid  in  all  but  two 
of  the  remaining  cases.  The  histological  examina- 
tion of  the  majority  of  stomachs  of  Addisonian 
patients  with  achylia  demonstrated  atrophy,  inter- 
stitial inflammation  and  replacement  of  the  fundic 
glandular  cells  by  mucoid  cells  with  almost  com- 
plete disappearance  of  the  parietal  cells. 

There  is  gastric  sensitivity  to  cortisone  on  the 
part  of  the  Addisonian  patient  with  a relatively 
exaggerated  uropepsin  response,  which  may  be  a 
factor  in  the  reactivation  of  symptoms  of  previously- 
existing  ulcers  in  Addison’s  Disease  patients  receiv- 
ing cortisone  replacement  therapy,  and  may  have 
perpetuated  the  ulcer  as  demonstrated  in  Case  4. 

Summary 

Five  cases  of  Addison’s  disease  with  symptoms 
of  gastrointestinal  dysfunction  are  presented.  A 
high  degree  of  suspicion  regarding  this  malady  is 
in  order  when  one  evaluates  patients  with  intract- 
able nausea  and  vomiting  with  occasional  diarrhea. 
When  these  symptoms  are  associated  with  weak- 
ness and  weight  loss,  appropriate  adrenal  function 
studies  should  be  carried  out. 

A rare  case  of  Addison's  Disease  with  duodenal 
ulcer  is  recorded. 
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*TT,he  Algerian  struggle  for  independence  has 
resulted  in  a difficult  period  of  social  and  eco- 
nomic readjustment.  Recently  ten  members  of  the 
Rhode  Island  Medical  Society  participated  in  a mis- 
sion to  Algeria.  The  following  account  of  this  under- 
taking has  been  prepared  at  the  request  of  the 
editors  of  the  Rhode  Island  Medical  Journal. 

Background 

At  the  start  of  the  conflict,  now  nearly  eight  years 
ago,  Algeria  was  a country  of  ten  million  people  of 
whom  one  million  were  French  colonials.  There 
were  two  thousand  doctors,  almost  all  French  or  of 
French  descent,  many  up  to  date  hospitals,  and  a 
good  medical  school  in  the  capital  city  of  Algiers. 
By  the  early  summer  of  1962,  at  the  end  of  the  war. 
there  were  only  about  two  hundred  doctors  left, 
including  hardly  any  specialists,  and  the  medical 
school  was  closed.  Virtually  every  French  doctor 
had  left  the  country  because  the  FLN  (Algerian 
Nationalist  Front)  rightly  or  wrongly  believed 
that  the  medical  profession  as  a whole  was  secretly 
aiding  the  OAS  (French  Resistance).  Mass  exter- 
mination of  the  doctors  was  therefore  announced. 
Under  the  circumstances,  with  dozens  of  people 
dying  nearly  every  day  from  senseless  bombings, 
it  is  difficult  to  criticize  the  mass  exodus  of  the 
doctors.  It  should  be  pointed  out  that  the  majority 
of  the  French  professionals  and  technicians  in  other 
fields  also  left. 


Figure  1 


Care-Medico  Hospital  Building  at  Beni  Messous,  Algeria 


One  of  the  first  acts  of  the  new  Algerian  govern- 
ment was  to  appeal  for  medical  aid.  The  United 
States  government  felt  that  this  country  could 
best  serve  through  Care-Medico,  an  organization 
already  experienced  in  bringing  modern  medicine 
to  under-developed  countries.  Accordingly,  in  July 
1962,  Care-Medico  began  to  operate  a hospital, 
largely  surgically  oriented,  at  Beni  Messous  on  the 
outskirts  of  Algiers.  A tuberculosis  sanatorium 
caring  for  over  a thousand  patients  was  in  opera- 
tion in  this  suburb  community.  On  its  grounds,  a 
large  building  (Fig.  1)  had  been  completed  at  the 
start  of  the  war.  The  top  three  floors,  including 
two  operating  rooms,  had  never  been  used  because 
of  the  fighting,  and  this  seemed  like  an  ideal  place 
to  work  without  interfering  with  any  existing  set- 
up. It  was  felt  that  this  setting  could  well  accommo- 
date a team  of  ten  doctors  volunteering  for  a month 
at  a time,  about  fifteen  American  nurses  employed 
for  one  or  more  three-month  terms,  a few  American 
technicians,  and  as  much  native  help  as  could  be 
obtained. 

The  three  doctor  teams  preceding  the  Rhode 
Island  group  (one  from  Chicago  and  two  from 
Philadelphia)  had  gradually  increased  the  scope 
of  activities  so  that  we  inherited  a youthful  and 
struggling,  but  going  organization. 

Personnel 

Our  team  was  made  up  as  follows : Armand 
Versaci,  plastic  surgeon  and  leader  of  the  group  ; 
Raymond  H.  Trott,  orthopedist;  Frederick  H. 
Stephens,  opthalmologist ; Thomas  Forsythe, 
roentgenologist ; Patricia  Fames,  internist ; Charles 
Cox.  anaesthesiologist ; George  K.  Boyd  and  Banice 
Feinberg,  pediatricians,  and  Anthony  V.  Migli- 
accio  and  Thomas  Perry,  Jr.,  general  surgeons. 
Also  in  the  group  were  Miss  Barbara  Barker,  lab- 
oratory technician  and  blood  bank  supervisor  ; Mrs. 
Jean  Boyd,  pediatric  nurse  and  wife  of  Doctor 
Boyd;  Mrs.  Gwendolyn  Wentworth,  serving  as 
Doctor  Stephens’  nurse  assistant,  and  Mrs. 
Stephens.  This  group  staffed  the  Beni  Messous 
Hospital  for  the  month  of  October,  arriving  by 
plane  approximately  fifteen  hours  after  leaving 
New  York. 

Hospital  Activities 

Quarters  for  the  staff  were  entirely  on  the  hospi- 


Ital  grounds.  On  the  whole,  they  were  acceptable,  but 
crowded.  Food  was  adequate,  but  food  sanitation 
was  poor,  and  the  preparation  of  the  food  left  much 
to  be  desired.  Most  of  the  personnel  lost  six  or  eight 
pounds  during  the  trip  (which  pleased  some). 

The  actual  work  was  divided  into  three  spheres : 
pediatrics,  surgical  specialties  centering  around  the 
operating  room,  and  the  out  patient  clinics.  Each 
of  these  can  be  treated  as  a separate  entity.  It  will 
be  noted  that  these  headings  do  not  include  a medical 
in  patient  department.  This  was  operated  in  unused 
tuberculosis  wards  by  a Belgian  doctor  who  was 
later  joined  by  a fellow  countryman.  It  had  been 
in  operation  prior  to  the  Care-Medico  program  and 
continued  separately.  Cooperation  was  good,  and 
we  received  many  referred  cases  from  this  unit. 

Pediatrics  was  conducted  in  the  upper  two  floors 
of  a pleasant  three  story  building.  There  were  about 
one  hundred  patients  suffering  from  acute  and 
chronic  conditions  of  a varied  nature.  Osteomye- 
litis, tuberculosis  of  bones  and  joints,  and  congeni- 
tal problems  made  up  much  of  the  chronic  care  load. 
Acute  infections  superimposed  on  poor  nutrition 
were  a constant  source  of  serious  illness. 

Of  peculiarly  pathetic  interest  were  about 
twenty-five  perdues  or  lost  children.  These  were 
infants  evacuated  from  the  large  Mustapha  Hospi- 
tal in  the  middle  of  Algiers  when  it  was  bombed 
several  months  previously.  All  records  on  these 
children  had  been  lost  and  the  whereabouts  of 
their  parents  was  unknown. 

Our  surgical  ward  contained  forty-five  beds  to 

TABLE  1 

Surgical  Procedures 


General  surgery  70 

Herniorrhaphy  17 

Subtotal  gastrectomy  4 

Cholecystectomy  4 

Appendectomy  4 

Thyroidectomy 3 

Intra-abdominal  abscess 3 

Liver  biopsy  3 

Abdominal  gynecology 3 

Excision  liver  cyst 1 

Miscellaneous  major 6 

Miscellaneous  minor 22 

Plastic  surgery 22 

Hare  lip  4 

Cleft  palate 1 

Release  of  contractures  8 

Split  grafts  5 

Miscellaneous  3 

Orthopedics 19 

Closed  reductions 5 

Compound  reductions  2 

Sequestrectomy  2 

Subdeltoid  bursa  procedures 3 

Miscellaneous  6 

Ophthalmology 47 


TOTAL 158 


which  were  soon  added,  on  the  floor  above,  eight- 
een beds  for  eye  patients. 

A brief  perusal  of  our  list  of  operations  (Table  1 ) 
shows  that  we  were  treating  much  the  same  type 
of  patient  that  one  sees  here.  We  were  on  the 
lookout  for  echinococcus  disease,  but  the  large  liver 
cyst  was  probably  the  only  case  we  saw.  There  were 
a few  enormous  goiters  (Fig.  2). 


Figure  2 

Colloid  goiter  operated  upon  at  Beni  Messous 

We  felt  that  as  a surgical  team  we  operated  only 
at  about  two-thirds  efficiency  because  of  certain 
difficulties  inherent  in  the  set-up.  There  was  a 
shortage  of  bed  space  (just  like  home).  The  oper- 
ating room  sterilizers  would  not  turn  out  material, 
especially  linen,  as  fast  as  we  could  use  it.  The 
X-ray  department  was  poorly  placed  upstairs  in  a 
different  building  without  an  elevator.  Above  all, 
we  were  slowed  by  language  barrier.  High  school 
French  and  a dictionary  would  get  us  over  most  of 
the  hurdles  if  we  had  no  French  interpreter.  How- 
ever, many  of  the  Algerians  spoke  only  Arabic  and 
some  of  the  inland  hill  people  only  Kabyle.  We  had 
no  Kabyle-English  interpreter  so  that  sometimes 
we  spoke  through  a series  of  interpreters. 

In  spite  of  difficulties,  we  were  pleased  to  have  a 
low  mortality  rate.  This  was  in  part  due  to  two 
shipments  of  twenty  units  each  of  universal  donor 
blood  from  the  Rhode  Island  Hospital  Blood  Bank. 
There  was  only  one  major  wound  infection  despite 
the  trying  conditions.  Antibiotics  and  other  drugs 
were  in  plentiful  supply  which  undoubtedly  helped. 

continued  on  next  page 
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There  were  daily  outpatient  clinics  in  medicine, 
surgery,  and  pediatrics,  and  a weekly  orthopedic 
clinic.  The  two  general  surgeons,  with  assistance 
from  others,  alternated  mornings  in  the  surgical 
outpatient,  seeing  about  twenty-five  patients  in  an 
average  morning.  Doctor  Fames  in  the  medical 
clinic,  which  ran  all  day,  saw  thirty  or  more  per  day, 
many  for  thorough  work-ups.  With  its  language 
problems  and  lack  of  proper  laboratory  facilities, 
this  was  a particularly  exhausting  type  of  practice. 
The  two  pediatricians  saw  about  fifty  cases  each 
morning  in  their  clinic. 

Aumale 

These  activities  then  made  up  the  bulk  of  prac- 
tice at  Beni  Messous.  In  addition,  three  times  a 
team  was  sent  south  over  the  mountains  to  the  edge 
of  the  Sahara  to  a hospital  in  the  town  of  Aumale. 
Here  there  was  an  approximately  seven  hundred 
bed  institution  of  which  about  one-third  was  for 
mental  illness.  There  was  one  doctor  available,  and 
he  had  done  no  surgery.  Our  station  wagon  with 
three  doctors,  two  nurses,  and  our  interpreter 
would  arrive  in  the  early  evening.  The  next  two 
hours  were  spent  on  ward  rounds.  Cases  were 
chosen  for  a surgical  schedule  on  the  following  day, 
averaging  about  eight  cases,  many  of  them  minor, 
per  day. 

Several  points  about  this  hospital  are  worthy  of 
mention.  Chronic  orthopedic  cases  seemed  to  make 
up  about  eighty  per  cent  of  the  surgical  patients. 
Most  surgery  is  of  an  immediate  nature  or,  as  in 
the  case  of  hernia,  can  wait  indefinitely.  On  the 
other  hand,  tuberculous  joints,  chronic  osteomye- 
litis, ununited  fractures,  and  the  like  seem  to  need 
institutional  care  without  a sense  of  urgency.  Hence 
this  type  of  patient  stayed  in  this  hospital  until  we 
arrived.  The  Algerian  technicians  and  ward  help- 
ers at  Aumale  were  most  helpful.  They  had  been 
well  trained  by  the  French  doctors  and  were  proud 
of  their  skills.  Their  aseptic  technique  in  showing 
infections  on  ward  rounds  would  put  most 
American  doctors  to  shame.  On  the  other  hand,  by 
American  standards,  the  hospital  was  not  particu- 
larly clean.  We  regarded  the  toilet  facilities  as  a 
major  adventure.  The  presence  of  food  and  flies 
about  the  wards  was  objectionable. 

Recreation 

In  addition  to  the  Aumale  trips,  we  had  some 
opportunities  to  see  a little  of  the  country.  We 
were  always  free  to  move  around  except  for  two 
days  during  the  Cuban  blockade  crisis  when  the 
American  Embassy  advised  us  to  stay  on  the  hospi- 
tal grounds.  There  was  a fear  of  anti-American 
demonstrations  which  did  not  materialize.  There 
were  occasional  shopping  opportunities  in  Algiers, 
a city  of  modern  and  ancient  contrasts.  An  evening 
meal  or  two  a week  in  a good  restaurant  was  most 
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helpful  for  the  morale. 

On  the  last  two  week-ends,  seven  of  us  managed 
week-end  overnight  trips  in  a Land  Rover  to  Bou 
Saada.  This  was  a rather  thrilling  trip  over  a 
rugged  mountain  road  to  an  oasis  town.  Those  who 
went  felt  that  this  jaunt  was  the  highlight  of  the 
whole  experience. 

Results 

What  did  we  accomplish?  It  is  pretty  obvious 
that  ten  doctors  can’t  fill  in  for  nearly  two  thou- 
sand.  Nevertheless,  this  hospital  has  by  now  gained 
the  gratitude  of  some  few  thousand  patients  and 
their  relatives.  Everyone  in  Algiers  knows  the 
Americans  are  there  and  are  grateful.  Many  of  our 
patients  came  from  distances  up  to  a hundred  miles. 
The  feeling  is  such  that  in  spite  of  its  small  contri- 
bution Care- Medico  knows  that  it  must  not  close 
its  mission  until  it  can  be  replaced  by  something  ; 
perhaps  returning  French  doctors,  or  in  the  distant 
future  Algerians.  In  the  meantime,  teams  of 
Syrians,  Jugoslavs,  Egyptians,  Bulgarians,  and 
one  German  have  established  themselves  to  take 
up  a little  of  the  slack.  Latest  reports  are  that  a few 
more  French  doctors  are  returning,  and  this  would 
seem  to  be  the  real  hope  until  more  Algerian  doc- 
tors can  be  trained. 

Appreciation 

So  many  Rhode  Islanders  have  lent  support  to 
this  effort  that  individual  mention  is  not  possible. 
It  is  appropriate,  however,  to  thank  the  administra- 
tion of  the  Rhode  Island  Hospital,  the  blood  bank 
personnel  of  that  institution,  and  the  Eastern  Scien- 
tific Company  for  contributions  of  moral  support, 
time,  and  materials. 
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Editorials 


MENTAL  HEALTH  AND  THE  GENERAL  HOSPITAL 


A recent  news  release  by  the  Information  Bu- 
reau  of  the  American  Psychiatric  Association 
and  the  National  Mental  Health  Association  states 
that  more  and  more  insurance  carriers,  as  well  as 
Blue  Cross  and  Blue  Shield  organizations,  are  in- 
creasing their  coverages  to  include  the  mentally  ill. 
This  study  again  brings  into  focus  the  message  of 
the  President  of  the  United  States  to  the  Congress 
on  February  5,  1963,  in  which  he  recommended  the 
creation  of  community  mental  health  centers  for  the 
study  and  treatment  of  the  mentally  ill  and  retarded. 

The  American  Medical  Association  has  endorsed 
the  President’s  program  and  feels  that  the  medical 
profession  should  take  the  lead  in  the  realization  of 
these  goals.  At  the  last  meeting  of  the  Council  of 
Mental  Health  of  the  American  Medical  Associa- 
tion in  Chicago,  it  was  almost  unanimously  felt  that 
this  could  best  be  achieved  by  establishing  psychi- 
atric units  in  the  general  hospitals.  Experience 
shows  that  patients  and  their  families  will  be  more 
willing  earlier  to  accept  hospitalization ; that  thus 
treatment  can  be  instituted  sooner  ; that  the  hospital 
stay  is  shorter  ; that  the  ancillary  branches  of  medi- 
cine develop  an  interest  in  research  and  treatment ; 
and  that  many  house  officers  become  interested  and 
choose  this  branch  of  medicine,  instead  of  some  of 


the  other  overcrowded  specialties. 

The  recent  joint  report  by  the  Information  Bu- 
reau of  the  American  Psychiatric  Association  and 
the  National  Mental  Health  Association  suggests 
that  these  programs  are  feasible  in  a general  hos- 
pital. In  their  report  they  state : “With  the  current 
trend  toward  shorter  hospital  stays,  covering  men- 
tal illness  on  the  same  basis  as  physical  illness  will 
mean  that  the  costs  for  the  care  of  a substantial 
number  of  patients  in  the  hospital  can  be  covered 
by  insurance.”  Furthermore,  it  was  pointed  out  in 
the  report  that  one  of  the  pertinent  policy  state- 
ments of  the  Special  Governors  Conference  on 
Mental  Health,  held  in  Chicago  in  1961,  was  : “We 
shall  ask  our  Insurance  Commissioners  to  request 
companies  admitted  to  do  business  in  our  respec- 
tive states  to  review  their  health  insurance  plans 
with  a view  to  including  coverage  of  mental  illness.” 

We,  in  Rhode  Island,  have  been  fortunate  in  that 
Blue  Cross  and  Physicians  Service  have  included 
some  coverage  for  the  emotionally  ill  and  that  we, 
too,  have  the  nucleus  for  well-integrated  psychi- 
atric units  in  some  of  our  general  hospitals.  It  is 
hoped  that  both  the  insurance  coverages  and  the 
treatment  centers  will  be  expended  in  the  future. 


RESPIRATORY  DISEASE  CAMPAIGN 


npHis  year  for  the  first  time  a concerted,  nation- 
wide  effort  is  under  way  to  reduce  the  toll  in 
disability  and  cost  of  the  numerous  respiratory 
diseases. 

Such  a project  has  long  been  due.  Every  physi- 
cian is  aware  of  the  importance  of  these  diseases  in 
his  daily  practice.  A recent  survey  of  general  prac- 
titioners in  North  Carolina  showed  that  19  per  cent 
of  their  time  was  devoted  to  these  diseases.  A 
National  Health  Survey  reveals  that  disease  affect- 
ing or  transmitted  through  the  respiratory  system 
is  responsible  for  one  out  of  every  10  deaths.  Every 
employer  knows  that  respiratory  diseases  consti- 
tute the  greatest  single  recurring  cause  of  occupa- 
tional disability  in  young  and  middle-aged  people. 

The  current  educational  campaign  is  geared  to 
the  understanding  of  the  lay  public.  It  simply  urges 


that  people  who  have  chronic  cough  or  shortness  of 
breath  seek  medical  advice  without  delay,  because 
these  symptoms  may  indicate  the  presence  of  re- 
spiratory disease.  The  campaign,  which  will  run 
until  mid- June,  is  designed  merely  as  the  opening 
skirmish  in  a long  war  against  respiratory  disease, 
in  which  the  goals  are  reduction  of  the  severity  and 
incidence  of  all  these  diseases  and  the  eradication 
of  tuberculosis. 

Doctor  Theodore  L.  Badger,  former  president  of 
the  American  Thoracic  Society  and  Assistant  Pro- 
fessor of  Clinical  Medicine  at  the  Harvard  Medical 
School,  recently  classed  these  symptoms,  common 
to  the  majority  of  respiratory  disease,  as  consti- 
tuting the  “doctor’s  dilemma.”  In  an  article  in  the 
National  Tuberculosis  Association  Bulletin,  he  said 
they  have  many  causes,  and  may  express  many  dif- 
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ferent  underlying  changes  in  the  lungs,  many  altera- 
tions in  cardio-pulmonary  relationships,  and  many 
bizarre  afflictions  of  mind  or  body. 

There  may  be  those,  he  points  out,  who  will  look 
with  hard  realism  at  the  difficulties  in  doing  any- 
thing for  many  of  the  patients  with  chronic  respira- 
tory disease — simply  because  the  basic  pathologic 
process  cannot  be  reversed  by  treatment. 

“It  took  half  a century  of  arduous  scientific  inves- 
tigation to  produce  the  modern  drugs  that  revolu- 
tionized our  approach  to  tuberculosis,”  he  com- 
ments. “Other  respiratory  diseases  may  be  more 
difficult  to  conquer  than  tuberculosis,  but  modern 
methods  of  scientific  investigation  are  far  superior 
to  those  of  half  a century  ago.  So,  the  more  clearly 
the  newer  problems  of  respiratory  disease  are  de- 
fined and  the  more  definitive  their  exploration  on  a 
national  basis,  the  more  likely  we  are  to  see  impor- 
tant new  discoveries  in  the  near  future. 

“For  the  present,  if  individuals  with  chronic 
cough  and  shortness  of  breath  can  be  moved  to 
seek  medical  care,  many  will  find  that  they  can  be 
relieved  of  their  symptoms.  Others  can  be  taught 
to  live  more  comfortably  with  what  cannot  be  cured, 
thus  enabling  them  to  lead  a useful  life  for  a longer 
period  of  years.  If  this  is  accomplished,  their  treat- 
ment will  not  have  been  in  vain.” 

The  campaign  is  designed  to  create  an  intelligent 
concern  with  regard  to  these  symptoms.  Leaders  in 
the  American  Medical  Association  have  been  ac- 
quainted with  the  program,  and  greeted  it  with 
enthusiastic  approval.  They  have  given  counsel  and 
cooperation  to  the  American  Thoracic  Society  and 
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the  National  Tuberculosis  Association,  and  have 
agreed  to  help  publicize  it.  The  House  of  Delegates 
of  the  Rhode  Island  Medical  Society  has  expressed 
its  interest  and  encouragement  in  the  project. 

In  our  area,  the  Rhode  Island  Tuberculosis  and 
Health  Association  will  spear-head  the  campaign, 
with  the  assistance  of  their  Medical  Advisory  Com- 
mittee. The  committee  met  with  Doctor  Julius  L. 
Wilson,  director  of  medical  education  of  the  Amer- 
ican Thoracic  Society,  to  map  the  local  strategy  in 
the  campaign.  They  have  made  contact  with  all  phy- 
sicians practicing  in  the  state,  explaining  the  goals 
and  providing  them  with  the  American  Thoracic 
Society’s  new  pamphlet  “Differential  Diagnosis” 
as  a handy  checklist  in  diagnosis  of  respiratory 
disease. 

We  anticipate  that  for  most  who  seek  advice,  an 
office  examination  and  reassurance  will  suffice. 
Another  large  group  will  in  all  likelihood  manifest 
possible  chronic  disorders  which  can  be  treated  and 
arrested  with  proper  medical  facilities.  Finally, 
there  is  a small  group  already  in  advanced  stages  of 
disease  for  whom  something  may  be  done  which 
will  prolong  life  and  usefulness. 

The  success  of  the  “End  Polio”  campaign  dem- 
onstrated what  can  be  achieved  when  the  medical 
community  unites  behind  a project.  We  hope  that 
as  a result  of  the  RD  (Respiratory  Disease)  Cam- 
paign, more  patients  will  be  seeking  their  physi- 
cians’ advice,  to  the  end  that  early  diagnosis  can 
lead  to  the  delay  and  sometimes  prevention  of 
disability. 


THE  BALD  FACTS 


ATany  a Rhode  Islander  must  have  been  star- 
tied  on  Tuesday  morning,  March  26,  to  see 
the  entire  middle  of  the  front  page  of  the  Provi- 
dence Journal  portraying  a bald-headed  gentleman, 
together  with  an  accompanying  article  titled  “The 
Bald  Facts — No.  1,  $300-Million  on  a Lost  Cause.” 
The  article  was  the  first  of  a series  of  four  issued 
by  United  Press  International  over  the  by-line  of  a 
Barney  Seibert.  The  Providence  Journal  evidently 
thought  the  series  to  be  outstanding  since  they  were 
published  locally  with  such  prominence. 

The  gist  of  the  information  given  the  public  was 
that  95  per  cent  of  all  baldness  is  a male  pattern 
baldness,  that  there  is  no  remedy  for  it,  and  that 


Americans  are  spending  an  estimated  300  million 
dollars  a year  on  a lost  cause — their  hair. 

The  curious  thing  about  the  Providence  Journal’s 
prominent  circulation  of  this  news  warning  to  its 
readers  is  the  fact  that  in  the  same  issue  it  published 
(and  to  our  best  knowledge  is  still  publishing)  ad- 
vertisements of  “scalp  specialists”  who  maintain 
that  they  have  “treatments”  that  can  save  hair,  pre- 
vent baldness,  and  do  just  about  everything  that  the 
news  story  said  is  impossible. 

As  we  have  remarked  on  previous  occasions,  it 
makes  a difference  which  section  of  the  newspaper 
you  read  each  day  to  get  the  facts. 


THE  DIRECT  CURRENT  CARDIOVERTER 


The  availability  of  only  two  or  three  drugs  for 
control  of  arrhythmias  in  general,  and  the  difficulty 
in  terminating  cardiac  arrhythmias,  especially  those 
of  ventricular  tachycardia,  make  the  advent  of  the 
Direct  Current  Cardioverter  of  interest. 


In  principle,  a direct  current  is  discharged  across 
the  intact  chest  for  a brief  time.  Results  superior  to 
quinidine  and  digitalis  are  reported,  and  untoward 
reactions,  when  the  machine  is  properly  used  by 
qualified  personnel,  are  unknown.  Synchronizing 
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the  discharge  with  a monitoring  EKG,  so  that  it 
falls  at  the  proper  moment  in  the  cardiac  cycle, 
makes  therapy  effective  and  without  hazard.  How- 
ever, investigation  with  the  same  instrument  has 
shown  that  a discharge  at  an  inappropriate  time 
during  the  cardiac  cycle  in  animals  will  produce 
auricular  fibrillation,  or  worse,  ventricular  fibril- 
lation and  death.  The  margin  of  safety,  as  reported 


by  Dr.  Bernard  Lown,  the  developer  of  the  instru- 
ment and  technique,  would  indicate  that  the  instru- 
ment is  safe. 

As  with  much  in  medicine,  initial  reports  are 
extremely  enthusiastic.  If  tempered  with  caution 
and  experience,  this  new  technique  should  be  most 
valuable,  specially  in  the  ventricular  tachycardias 
of  acute  myocardial  infarction. 


MORITURI  TE  SALUTAMUS  vs.  THE  HIGH  FOUL  LINE 


The  death  of  another  prominent  boxer  as  the 
result  of  head  injuries  sustained  in  the  ring 
makes  imperative  a review  of  the  whole  problem 
of  the  cruel  sport  of  professional  boxing.  There  has 
been  abundant  discussion  of  the  subject  recently  in 
the  press  and  in  political  circles  stimulated  by  this 
and  several  other  recent  tragedies.  Suggestions  for 
reform  have  ranged  all  the  way  from  federal  regu- 
lation of  the  sport  to  outright  abolition. 

We  feel  that  insufficient  attention  has  been  paid 
to  a valuable  paper  published  in  the  December, 
1962,  issue  of  this  Journal  titled  “Boxing — Its  Pros 
and  Cons,”  prepared  by  Doctor  A.  A.  Savastano, 
orthopedic  surgeon  and  an  authority  on  sports 
medicine.  In  this  competent  review  of  the  subject 
the  author  discusses  a number  of  suggestions  for 
better  regulation,  all  having  some  merit,  but  also 
certain  limitations:  1.  More  and  better  qualified 
boxing  instructors  and  trainers ; 2.  Stricter  licens- 
ing boards  ; 3.  Shortening  of  fights  to  3 or  6 rounds  ; 
4.  Use  of  Heavy  gloves;  5.  Head  protective  gear; 
6.  A physician  at  the  ringside,  fully  empowered  to 
stop  the  fight ; and  7.  Properly  padded  corner  posts 
and  ring  floor. 

Savastano’s  own  original  suggestion  of  a high 
foul  line,  however,  first  proposed  in  this  paper,  has 
greater  validity  than  any  of  the  above  and — short 
of  outlawing  the  “sport”  altogether — should  be 
quickly  adopted  as  a boxing  standard.  He  recom- 
mends the  establishment  of  high  foul  line,  in  addi- 
tion to  the  conventional  low  foul  line  to  be  located 
at  the  level  of  the  junction  of  the  head  and  neck  in 


MEDICAL  SCHOOL 

A member  of  the  faculty  of  the  University  of 
Rhode  Island  in  the  Department  of  Economics 
has  been  quoted  in  the  press  as  opposing  the  AMA 
having  “sole  power  of  accrediting  American  Med- 
ical Schools  and  of  licensing  physicians.”  He  also 
asserted  “that  the  AMA  has  a policy  of  severe 
restriction  over  the  number  of  medical  school  grad- 
uates to  ‘protect  the  economic  interests  of  its  mem- 
bers.’ ” He  objects  to  the  AMA  having  “full  con- 


front and  encircling  the  entire  neck  at  this  level. 
Intentionally  striking  an  adversary  above  or  below 
the  respective  foul  lines  would  carry  automatic 
disqualifications. 

We  commend  this  excellent  idea  to  the  press  of 
the  nation,  and  to  government  and  sports  officials 
for  serious  and  urgent  consideration  before  more 
permanent  brain  damage  or  another  tragic  death 
occurs. 


SUGGESTED  FOUL  LINES 

1.  High  Foul  Line 

2.  Low  Foul  Line 


ACCREDITATION 

trol  over  medical  schools  and  the  fitness  of  their 
graduates.” 

While  we  readily  concede  the  professor’s  right 
to  express  his  views  and  also  feel  obliged  to  make 
allowance  for  possibly  inaccurate  reporting,  we 
maintain  that  gross  misstatements  should  not  pass 
unchallenged. 

There  is  absolutely  no  evidence  to  support  nor 
substance  to  the  oft-repeated  charge  that  the  AMA 
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has  attempted  to  restrict  the  numbers  of  medical 
graduates  for  the  benefit  of  its  members.  The  fre- 
quently stated  and  established  policy  of  the  AMA 
has  been  emphatically  in  favor  of  increasing  med- 
ical school  facilities  to  educate  increasing  numbers 
of  well-trained  physicians.  The  AMA  has,  during 
the  half  century  since  the  Flexner  report,  consist- 
ently and  vigorously  pursued  improved  standards 
in  medical  education  for  the  benefit  of  the  public. 

The  professor  recommends  “a  plan  for  regulat- 
ing accreditation  and  licensing  (sic)”  calling  for  a 
board  of  lay  persons  to  conduct  the  actual  policy- 
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making  in  regard  to  licensing,  with  the  AMA 
acting  in  “an  advisory  capacity.” 

The  logical  inference  from  all  this  sophistry  is 
that  it  would  be  in  the  public  interest  to  increase 
the  numbers  of  medical  graduates  by  having  less 
rigid  standards.  It  would  on  the  contrary  have  been 
a worthwhile  contribution  to  public  welfare  if  the 
professor  had  supported  Congressman  John  E. 
Fogarty’s  campaign  for  more  medical  school  facili- 
ties and  scholarship  support  of  larger  numbers  of 
qualified  medical  students.  The  professor’s  concept, 
ill-informed  if  not  naive,  is  downright  damaging. 


DOCTORS’  OFFICE-SUITE 
FOR  RENT 

Medical  Building 

154  Waterman  St.,  corner  Cooke  St. 
Providence 

Air  Conditioning,  Heating  and  Parking 

IMMEDIATE  OCCUPANCY 

HOWARD  REALTY  COMPANY 
10  Dorrance  Street  GA  1-5336 


njjc  Off. c,  ,l  <j,  nest  C ^facilities  for 

CONVENTIONS,  SEMINARS,  CONFERENCE  MEETINGS 

1 to  400  p ersons 

NEW  MOTOR  INN  and  ALL  FUNCTION  ROOMS 

FULLY  AIR-CONDITIONED 

Outdoor  Swimming  Pool,  Boating,  Fishing,  Golfing, 
Historic  Mansions,  World  Famous  Ocean  Drive 

*~\Jibina  <J~Cotel an  ctJHo  tor  *3n  n 

“in  the  center  of  everything ” 

NEWPORT,  RHODE  ISLAND 
Telephone  847-3300 


Curran  & Burton,  Inc. 


INDUSTRIAL 
AND  WHOLESALE 


COAL  OIL 

17  CUSTOM  HOUSE  STREET 
PROVIDENCE,  R.  I. 

DExter  1-3315 


DDCTDR'S  □ FFI C E 

Reception  Room,  Consultation  Room, 
Three  Large  Examining  Rooms, 
available 

December  1,  1962,  at 
339  Thayer  St.,  Providence  6,  R.  I. 

Apply  to: 

EZRA  SHARP,  M.D. 

339  Thayer  Street,  GAspee  1-1751 
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WORDS  THAT  CHARACTERIZE 
THE  MANY  DIFFERENT 
DEPRESSIVE  PATIENTS 
IN  WHOM  DEXAMYL®  CAN 
BE  SO  EFFECTIVE 


“I  feel  as  though  everything  in  me 
has  slowed  down.  . . ." 

‘‘After  all  those  months,  the  baby  is 
here  and  all  I do  is  cry." 

‘‘Everything  bothers  me  now,  Doctor. 

I wasn’t  like  this  before  my  meno- 
pause. . . 

‘‘The  harder  I try  to  work,  the  more 
I get  behind.  ...  my  boss  doesn’t 
respect  me— my  own  children  don't 
seem  to  respect  me  anymore." 

‘‘Now  that  Dad  is  gone,  I just  sit 
and  wait  to  die." 


DEXAMYL®  SPANSULE®  brand  of  sustained  release  capsules 


FORMULA:  Each  'Spansule'  capsule  No.  1 contains 
10  mg.  of  Dexedrine®  (brand  of  dextro  amphetamine 
sulfate),  and  1 gr.  of  amobarbital,  derivative  of  bar- 
bituric acid  [Warning,  may  be  habit  forming].  Each 
'Spansule'  capsule  No.  2 contains  15  mg.  of  'Dexedrine' 
(brand  of  dextro  amphetamine  sulfate)  and  !)£  gr.  of 
amobarbital  [Warning,  may  be  habit  forming].  The 
active  ingredients  of  the  'Spansule'  capsule  are  so  pre- 
pared that  a therapeutic  dose  is  released  promptly  and 
the  remaining  medication,  released  gradually  and  with- 
out interruption,  sustains  the  effect  for  10  to  12  hours. 


SIDE  EFFECTS:  Insomnia,  excitability  and  increased 
motor  activity  are  infrequent  and  ordinarily  mild. 

CAUTIONS:  Use  with  caution  in  patients  hypersensitive 
to  sympathomimetics  or  barbiturates  and  in  coronary  or 
cardiovascular  disease  or  severe  hypertension.  Excessive 
use  of  the  amphetamines  by  unstable  individuals  may 
result  in  a psychological  dependence;  in  these  rare  in- 
stances withdrawal  of  medication  is  recommended.  It 
is  generally  recognized  that  in  pregnant  patients  all 
medications  should  be  used  cautiously,  especially  in 
the  first  trimester. 


INDICATIONS:  (1)  For  mood  elevation  in  depressive 
states;  (2)  for  control  of  appetite  in  overweight. 

USUAL  DOSAGE:  One  'Dexamyl'  Spansule  capsule 
taken  in  the  morning  for  10-  to  12-hour  effect. 


SUPPLIED:  'Spansule'  capsules  No.  1 (1  dot  on  cap- 
sule) and  No.  2 (2  dots  on  capsule),  in  bottles  of  50. 
Prescribing  information  Jan.  1963. 

Smith  Kline  & French  Laboratories 
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PRESIDENT’S  MESSAGE 

As  the  Rhode  Island  Medical  Society  enters  the  one  hundred  and  fifty-second  year  of 
its  existence  the  problems  confronting  its  members  seem  to  be  multiplying  almost  in 
geometric  progression.  This  applies  equally  to  the  actual  practice  of  medicine  as  well  as  to 
the  social,  economic,  and  political  aspects  of  the  care  of  the  sick. 

In  the  days  of  Amos  Throop,  William  C.  Bowen,  and  Pardon  Bowen,  our  first  three 
presidents,  a doctor  could  know  almost  all  there  was  to  know  about  medicine.  Variation 
occurred  mostly  in  the  ability  to  apply  this  knowledge.  Today  our  general  practitioners,  with 
vastly  more  knowledge  than  ever  before,  and  with  greater  diligence  in  keeping  abreast  of 
trends,  must  constantly  call  on  their  consulting  colleagues.  Specialists  solve  the  problem  by 
confining  themselves  to  ever  smaller  fields,  as  indeed  they  must,  to  keep  up  with  advances. 
In  this  situation,  it  is  important  that  each  of  us  proceeds  humbly  and  with  respect  for  the 
endeavors  of  his  colleagues. 

This  increase  in  medical  knowledge  has  produced  many  new  modes  of  therapy,  often  of  an 
extensive  and  complicated  nature.  Hospitals  have  therefore  become  increasingly  necessary, 
and  there  has  been  a concomitant  rapid  rise  in  the  cost  of  medicine.  The  greater  average  age 
of  our  population,  in  itself  a result  of  medical  advances,  brings  its  own  burden  of  sickness  and 
disability.  This  entire  trend  has  produced  a variety  of  third  parties,  governmental  and  other- 
wise, to  help  the  doctors  and  patients  solve  their  difficulties.  In  the  past  decade,  the  larger 
problems  confronting  the  officers  and  delegates  of  the  Medical  Society  have  centered  increas- 
ingly in  this  area.  We  must  continue  to  be  prepared  to  accept  certain  changes,  but  be  ever 
vigilant  to  preserve  a free  atmosphere  that  allows  us  to  treat  our  patients  on  a personal  basis. 

We  all  know  that  something  must  be  done  to  help  the  elderly  in  straightened  circumstances 
with  their  medical  expenses.  Doctors  as  a whole  support  the  Kerr-Mills  approach  giving  as 
much  as  necessary  and  to  those  who  need  it.  We  applaud  the  efforts  of  Governor  Chafee  in 
this  direction.  Opposed  to  this  method  of  dealing  with  the  problem  is  the  idea  of  tying  medical 
aid  for  the  aged  to  Social  Security,  a compulsory  solution.  It  is  presumed  that  the  next  strong 
push  for  this  type  of  legislation  will  be  in  the  election  year  Congress  of  1964.  In  this  age  of 
creeping  socialism,  one  would  expect  any  plan  that  might  be  adopted  to  lead  to  further  changes 
in  the  same  direction. 

In  this  situation,  I believe  our  greatest  failing  has  been  in  public  relations  and  that  this  field 
belongs  first  and  foremost  in  the  doctor’s  office.  So  often  we  hear  the  criticism,  “My  doctor 
never  tells  me  anything.”  People  want  to  know  about  themselves,  and  we  should  give  them 
understanding.  Further,  we  have  the  opportunity  every  day  to  discuss  paramedical  problems 
with  the  public.  Let  us  not  fail  to  present  our  points  of  view,  for  if  we  do  not,  no  one  else  will. 

The  past  year  has  been  a good  one  for  our  Medical  Society.  Doctor  Arthur  Hardy,  as  Presi- 
dent, has  set  an  example  of  devotion  to  duty  and  detail  that  will  be  hard  to  emulate.  The  Annual 
Meeting  in  its  new  setting  in  the  Brown  gymnasium  was  an  outstanding  success.  The  End  Polio 
campaign  has  received  wide  acclaim.  These  and  other  efforts  have  required  planning  and  hard 
work  for  which  our  membership  is  to  be  congratulated. 

Let  us  face  another  year  determined  to  maintain  our  past  high  standards,  striving  diligently 
to  give  our  best  to  our  patients,  and  endeavoring  to  preserve  an  environment  in  which  this 
is  possible. 


Thomas  Perry,  Jr.,  m.d. 
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HOUSE  OF  DELEGATES 

of  the 

RHODE  ISLAND  MEDICAL  SOCIETY 

Report  of  Meeting  Held  on  April  1 7 , 1963 


A meeting  of  the  House  of  Delegates  of  the  Rhode 
“ Island  Medical  Society  was  held  at  the  Medical 
Library,  Providence,  on  Wednesday,  April  17, 
1963.  The  meeting  was  called  to  order  by  the  Presi- 
dent, Doctor  Arthur  E.  Hardy,  at  8:15  P.M.  The 
following  delegates  were  in  attendance : 

KENT  COUNTY : Bruno  Franek,  m.d.,  Peter 
C.  Erinakes,  m.d.,  Edmund  Hackman,  m.d. 
NEWPORT  COUNTY : Philomen  Ciarla,  m.d., 
Charles  Dotterer,  m.d. 

PAWTUCKET  DISTRICT:  Edmund  Bill- 
ings, m.d.,  Robert  C.  Hayes,  m.d.,  Earl  J.  Mara, 
m.d.,  Alexander  Jaworski,  m.d. 

WASHINGTON  COUNTY:  Freeman  B. 

Agnelli,  m.d.,  James  A.  McGrath,  m.d. 

WOONSOCKET  DISTRICT:  Leonard  Stau- 
dinger,  m.d.,  Roger  Berard,  m.d.,  Roger  Fontaine, 

M.D. 

OFFICERS  OF  THE  RIMS  (other  than  dele- 
gates) : Arthur  E.  Hardy,  m.d.,  Robert  Baldridge, 
m.d.,  Thomas  Perry,  Jr.,  m.d.,  Michael  DiMaio, 
m.d.,  J.  Murray  Beardsley,  m.d. 

IMMEDIATE  PAST  PRESIDENT  OF 
RIMS:  Samuel  Adelson,  m.d. 

PROVIDENCE  MEDICAL  ASSOCIA- 
TION: Robert  R.  Baldridge,  m.d.,  John  T.  Bar- 
rett, m.d.,  Irving  A.  Beck,  m.d.,  J.  Robert  Bowen, 
m.d.,  Bertram  H.  Buxton,  m.d.,  Wilfred  Carney, 
m.d.,  Joseph  Caruolo,  m.d.,  Francis  Chafee,  m.d., 
Henry  Fletcher,  m.d.,  Warren  Francis,  m.d.,  Frank 
Fratantuono,  m.d.,  John  F.  W.  Gilman,  m.d., 
Seebert  J.  Goldowsky,  m.d.,  John  C.  Ham,  m.d., 
Walter  Hayes,  m.d.,  A.  Lloyd  Lagerquist,  m.d. 
(alternate  delegate),  Joseph  Lambiase,  m.d.,  Rob- 
ert V.  Lewis,  m.d.,  William  J.  MacDonald,  m.d., 
Francis  W.  Nevitt,  m.d.,  Arnold  Porter,  m.d., 
William  A.  Reid,  m.d.,  Stanley  D.  Simon,  m.d., 
John  Turner,  II,  m.d. 

PRESIDENT , RHODE  ISLAND  MEDI- 
CAL SOCIETY  PHYSICIANS  SERVICE: 
Charles  J.  Ashworth,  m.d. 

Absent  were:  Drs.  Robert  W.  Drew,  John  M. 
Vesey,  Earl  F.  Kelly,  Joseph  Ruisi,  Joseph  Can- 
non, Stanley  Grzebien,  Waldo  Hoey,  Walter  S. 
Jones,  Frank  MacCardell,  Gustavo  A.  Motta,  Wil- 


liam S.  Nerone,  Ralph  D.  Richardson,  Jack  Savran, 
Carl  S.  Sawyer,  and  Elihu  S.  Wing,  Jr. 

Also  present  were  Doctor  Francis  B.  Sargent, 
Chairman  of  the  Committee  on  Mediation,  Doctor 
Harold  Williams,  Chairman  of  the  Mental  Health 
Committee,  Doctor  Peter  L.  Mathieu,  Chairman  of 
the  Society’s  Welfare  Committee  and  John  E. 
Farrell,  Sc.D.,  Executive  Secretary. 

Report  of  the  Secretary 

Doctor  Michael  DiMaio  read  his  report,  copy  of 
which  was  included  in  the  handbook. 

ACTION : The  motion  was  made,  seconded  and 
passed  that  the  report  of  the  Secretary  as  sub- 
mitted be  approved  and  placed  on  file. 

Nominations  for  Officers  and 
Standing  Committees 

Doctor  Hardy  noted  that  the  nominations  sub- 
mitted by  the  Council  for  officers  and  standing  com- 
mittees were  included  in  the  handbook.  He  stated 
that  the  slate  was  open  for  counter  nominations  by 
any  member  of  the  House  of  Delegates. 

There  were  no  counter  nominations. 

ACTION : The  motion  was  made,  seconded  and 
passed  that  the  slate  of  nominations  as  sub- 
mitted by  the  Council  be  approved  and  the 
nominees  be  declared  elected. 

Communications 

The  secretary  read  a communication  from  the 
temporary  chairman  of  a committee  for  a state 
medical  assistant’s  association  asking  for  approval 
of  the  Society  to  form  a medical  assistant’s  associa- 
tion in  Rhode  Island,  in  view  of  the  fact  that  there 
are  already  existing  two  local  chapters  in  Kent 
County  and  in  the  jurisdiction  of  the  Providence 
Medical  Association. 

A motion  was  made  and  seconded  to  approve 
the  proposal  of  such  an  association.  There  was  gen- 
eral discussion. 

The  motion  was  made  to  table  the  approval  until 
the  by-laws  and  other  information  is  submitted  and 
reviewed  by  the  House.  This  motion  was  seconded 
and  on  a voice  vote  was  defeated. 

The  motion  to  approve  was  passed. 

Doctor  Hardy  stated  that  he  would  request  the 

continued  on  page  280 


throughout  the  wide  middle  range  of  pain  — control 

® 

tablets 

(Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC) 

In  a comprehensive  range  of  indications  marked  by  moderate  to  moderately 
severe  pain,  Percodan  assures  speed,  duration,  and  depth  of  analgesia  by 
the  oral  route ...  acts  within  5 to  15  minutes ...  usually  provides  uninterrupted 
relief  for  6 hours  or  longer  with  just  7 tablet ...  rarely  causes  constipation. 


with  one  analgesic 


PERCODAN 


Formula  — Each  scored  yellow  Percodan*  Tablet  contains  4.50  mg.  dihydrohydroxycodeinone  HCI  (Warning:  May  be  habit-forming), 
0.38  dihydrohydroxycodeinone  terephthalate  (Warning:  May  be  habit-forming),  0.38  mg.  homatropine  terephthalate,  224  mg.  acetyl- 
salicylic  acid,  160  mg.  acetophenetidin,  and  32  mg.  caffeine.  Also  available:  Percodan®-Demi,  containing  the  complete  Percodan 
formula  but  with  only  half  the  amount  of  salts  of  dihydrohydroxycodeinone  and  homatropine.  Both  products  are  on  oral  Rx  in  all 
states  where  laws  permit.  Average  Adult  Dose— 1 tablet  every  6 hours.  Side  Effects  and  Contraindications— Al- 
though generally  well  tolerated,  Percodan  may  cause  nausea,  emesis,  or  constipation  in  some  patients.  Percodan 
should  be  used  with  caution  in  patients  with  known  idiosyncrasies  to  acetylsalicylic  acid  or  acetophenetidin  and 
in  those  with  blood  dyscrasias.  Literature  on  request.  ENDO  LABORATORIES  Richmond  Hill  18,  New  York 
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proposed  organizers  of  the  new  association  to  sub- 
mit their  by-laws  and  other  information  of  their 
activities  to  the  Council  for  review  and  consid- 
eration. 

* * * 

The  Executive  Secretary  reported  that  the 
American  Medical  Association  had  shipped  re- 
prints of  the  Parke  Davis  painting  of  the  founding 
of  the  AM  A and  also  office  promotional  kits  for 
Today’s  Health.  He  suggested  that  members  inter- 
ested in  taking  a copy  for  their  ofifice  to  do  so. 

Workmen’s  Compensation 
Arbitration  Committee 

The  President  reported  on  the  Workmen’s  Com- 
pensation Conference  called  by  the  Society  at  which 
insurance  representatives  had  suggested  that  the 
Society  consider  the  formation  of  a joint  arbitra- 
tion committee  consisting  of  three  representatives 
of  the  Society  and  three  representatives  of  the  in- 
surance carriers.  The  proposal  would  be  established 
along  the  lines  of  a similar  arbitration  committee 
developed  in  Texas. 

Doctor  Hardy  noted  that  an  outline  for  such  a 
committee  and  its  mechanisms  of  operation  had  been 
drafted  and  included  in  the  handbook  for  discussion 
by  the  delegates.  The  proposal  was  discussed  at 
length  by  members  of  the  House. 

ACTION : A motion  was  made  that  no  action  be 
taken  on  the  establishment  of  a joint  physicians 
and  carriers  Workmen’s  Compensation  Com- 
mittee at  this  time  but  that  the  proposal  be 
studied  and  reviewed  at  the  Workmen’s  Com- 
pensation Conference  called  by  the  Society  and 
a report  on  the  subject  be  made  to  the  House  at 
a future  meeting.  The  motion  was  seconded 
and  passed. 

Resolutions  from  District  Societies 

Doctor  Hardy  asked  if  any  district  society  had 
any  resolution  to  introduce.  None  were  presented. 

Statement  on  the  King- Anderson  Bill 

Doctor  Hardy  read  his  statement  on  the  costs  to 
the  general  public  if  the  King-Anderson  type  of 
Federal  legislation  to  provide  medical  benefits  for 
the  aged  under  the  Social  Security  system  should 
be  adopted.  He  cited  the  high  tax  cost  that  was 
involved  and  he  stated  he  had  prepared  a press 
statement  for  release  on  Thursday,  April  18th,  on 
this  statement. 

REPORTS 

Benevolence  Fund 

The  President  noted  that  the  financial  statement 
of  the  Benevolence  Fund  was  included  in  the 
handbook. 
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ACTION : It  was  moved  that  the  report  be  re- 
ceived and  placed  on  file.  The  motion  was 
seconded  and  passed. 

The  allocation  of  benefits  was  briefly  discussed 
and  it  was  the  sense  of  the  House  that  the  trustees 
consider  increasing  these  benefits  in  accordance 
with  established  needs. 

Physicians  Service 

The  President  noted  that  the  Corporation  of 
Physicians  Service  had  voted  that  there  should  be 
a Professional  Advisory  Committee  consisting  of 
three  physicians  elected  by  the  Board  of  Directors 
of  Physicians  Service  and  three  physicians  elected 
by  the  Society. 

The  following  were  placed  in  nomination  for  the 
Committee : 

Drs.  J.  Robert  Bowen,  Peter  Erinakes,  John  F. 
W.  Gilman,  Earl  J.  Mara,  and  Gustavo  A.  Motta. 

A motion  that  the  nominations  be  closed  was 
seconded  and  adopted. 

On  a written  ballot  the  following  were  elected  to 
the  Committee:  Doctor  J.  Robert  Bowen,  Doctor 
John  F.  W.  Gilman  and  Doctor  Earl  J.  Mara. 

Child-School  Health 

Doctor  Hardy  noted  that  the  report  of  the  Child- 
School  Health  Committee  was  included  in  the  hand- 
book. In  the  absence  of  the  Chairman  of  the  Com- 
mittee, Doctor  Hardy  read  a financial  statement  of 
the  first  polio  clinic,  and  he  explained  that  the  trus- 
tees of  the  Foundation  plan  to  use  any  surplus  to 
assist  persons  afflicted  by  poliomyelitis. 

ACTION : It  was  moved  that  the  report  of  the 
Child-School  Health  Committee  and  the  finan- 
cial statement  reported  by  the  President  be 
approved.  The  motion  was  seconded  and 
passed. 

Diabetes 

The  report  of  the  Diabetes  Committee  was  in- 
cluded in  the  handbook  to  the  delegates. 

ACTION : The  report  was  approved  and  placed 
on  file. 

Industrial  Health 

The  report  of  the  Industrial  Health  Committee 
was  included  in  the  handbook  to  the  delegates. 
ACTION : The  report  was  approved  and  placed 
on  file. 

Library 

The  report  of  the  Fibrary  Committee  was  in- 
cluded in  the  handbook  to  the  delegates. 

ACTION : The  report  was  approved  and  placed 
on  file. 

Mediation 

The  report  of  the  Mediation  Committee  was  in- 
cluded in  the  handbook  to  the  delegates. 
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ACTION : The  report  was  approved  and  placed 
on  file. 

* * * 

Supplemental  Report 

Doctor  Francis  B.  Sargent,  Chairman,  gave  a 
supplemental,  oral  report  for  his  Committee,  dis- 
cussing situations  that  provoke  mal-practice  suits. 
He  stated  that  the  Committee  has  periodically  dis- 
tributed literature  cautioning  members  of  the  So- 
ciety on  procedures  to  avoid  mal-practice.  He 
reported  that  the  Committee  is  currently  preparing 
a new  brochure  which  it  hopes  to  distribute. 
ACTION : A motion  was  made,  seconded,  and 
passed  that  the  Committee  on  Mediation  be 
authorized  to  prepare  and  distribute  to  the 
membership  a brochure  of  advice  relating  to 
procedures  to  avoid  mal-practice. 

Medical  Aspects  of  Sports 

The  report  of  the  Committee  was  in  the  hand- 
book sent  to  the  delegates. 

ACTION : The  report  was  approved  and  placed 
on  file. 

Medical  Economics 

Doctor  Stanley  D.  Simon,  Chairman  of  the  Com- 
mittee, gave  an  oral  report  stating  that  the  Com- 
mittee is  working  on  a possible  review  of  the  major 
medical  insurance  program  for  the  membership. 
ACTION : It  was  moved  that  the  report  as  pre- 
sented be  approved.  The  motion  was  seconded 
and  passed. 

Mental  Health 

The  report  of  the  Committee  was  in  the  hand- 
book sent  to  the  delegates. 

ACTION : The  report  was  approved  and  placed 
on  file. 

* * * 

Doctor  Harold  Williams,  Chairman  of  the  Com- 
mittee, gave  a brief  supplemental  report. 

Publications  Committee 

The  report  of  the  Publications  Committee  was  in 
the  handbook  sent  to  the  delegates. 

ACTION : The  report  was  approved  and  placed 
on  file. 

Public  Information 

Doctor  William  A.  Reid,  Chairman  of  the  Public 
Information  Committee,  stated  that  the  two  district 
societies  (Kent  and  Providence)  had  been  very 
active  in  arranging  meetings  with  members  of  the 
general  assembly.  He  urged  that  other  district  so- 
cieties make  contact  with  their  state  legislators 
within  the  next  week  or  two  to  encourage  them  to 
defeat  certain  legislative  proposals,  such  as  the 
incorporation  of  chiropractors  as  participating  doc- 


tors in  the  Physicians  Service  program. 

Doctor  Reid  also  discussed  briefly  the  possibility 
of  a Rhode  Island  Medical  Political  Action  Com- 
mittee, and  he  stated  that  a meeting  of  those  inter- 
ested in  the  subject  would  be  held  in  the  near  future. 

Public  Laws 

Doctor  Hardy  noted  that  the  report  was  included 
in  the  handbook. 

Doctor  Adelson  briefly  discussed  the  report  and 
urged  that  the  members  of  the  House  write  the  state 
legislators  to  make  known  the  Society’s  views  on 
legislation. 

He  stated  that  a flyer  had  been  sent  to  each  mem- 
ber of  the  Society  listing  the  major  bills  on  which 
the  Public  Laws  Committee  had  expressed  an 
opinion. 

ACTION : It  was  moved  that  the  report  of  the 
Committee  be  received  and  placed  on  file.  The 
motion  was  seconded  and  passed. 

Science  Fair 

The  report  of  the  Committee  was  in  the  hand- 
book sent  to  the  delegates. 

ACTION : The  report  was  approved  and  placed 
on  file. 

Scientific  Work 

In  the  absence  of  Doctor  Jesse  P.  Eddy,  III, 
Chairman,  Dr.  Hardy  reported  that  the  Committee 
had  already  distributed  an  advance  copy  of  the  pro- 
gram for  the  meeting  on  May  8th  and  9th,  and  he 
commended  the  Committee  for  its  outstanding 
work. 

Social  Welfare 

Doctor  Peter  L.  Mathieu,  Chairman  of  the  Com- 
mittee, read  a brief  report  which  is  made  part  of 
the  official  record  of  the  meeting. 

ACTION : It  was  moved  that  the  report  of  the 
Committee  on  Social  Welfare  as  presented  be 
approved  and  placed  on  file. 

Doctor  Hardy  declared  the  meeting  adjourned  at 
9:55  P.M. 

Michael  DiMaio,  m.d.,  Secretary 

NOMINATIONS  COMMITTEE 

Nominees  for  Officers  for  1963-1964 


President Thomas  Perry,  Jr.,  m.d. 

Vice  President Samuel  Nathans,  m.d.  (Westerly) 

Pres. -Elect John  C.  Ham,  m.d. 

Secretary Michael  DiMaio,  m.d. 

Treasurer J.  Murray  Beardsley,  m.d. 


STANDING  COMMITTEES:  (9  members 
and  President  and  Secretary,  ex  officio) 

INDUSTRIAL  HEALTH:  Thomas  J.  Dolan, 
m.d.,  Chrm.,  Walter  E.  Hayes,  m.d.,  Banice  Web- 
ber, m.d. , Frank  Merlino,  m.d.,  Francis  Vose,  m.d. 
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(Woon.),  John  Murphy,  m.d.  (Warwick),  John  B. 
Nally,  m.d.  (Newport),  Paul  J.  Rozzero , m.d., 
Stanley  Sprague,  m.d.  (Pawt.) 

LIBRARY : Francesco  Ronchese,  m.d.,  Chrm., 
Anthony  Caputi,  m.d.  (Newport),  Ralph  DiLeone, 
m.d.,  Harry  Hecker,  m.d.  (Pawt.),  Juliana  Tatum, 
m.d.  (Westerly),  George  V.  Coleman,  m.d.,  John 
D.  Pitts,  m.d.,  Johannes  Virks,  m.d.,  Manuel  Hor- 
witz,  M.D. 

MEDICAL  ECONOMICS:  Stanley  D.  Simon, 
m.d.,  Chrm.,  Wilfred  Carney,  m.d.,  Peter  Erinakes, 
m.d.  (Warwick),  John  F.  W.  Gilman,  m.d.,  Ste- 
phen Hoye,  m.d.  (Pawt.),  James  McGrath,  m.d. 
(Wakefield),  Gustavo  A.  Motta,  m.d.,  Michael  G. 
Pierik,  m.d.,  John  Turner,  II,  m.d. 

PUBLICATIONS:  Alex  M.  Burgess,  Sr.,  m.d., 
Chrm.,  John  F.  W.  Gilman,  m.d.,  John  A.  Dillon, 
m.d.,  Seebert  J.  Goldowsky,  m.d.,  Robert  V.  Lewis, 
m.d.,  Peter  L.  Mathieu,  m.d.,  Jose  M.  Ramos,  m.d. 
(Newport),  Melvin  Hoffman,  m.d.,  Lester  L. 
Vargas,  m.d. 

PUBLIC  LAWS:  Freeman  B.  Agnelli,  m.d., 
Chrm.  (Westerly),  Frank  Logler,  m.d.  (New- 
port), Frank  D.  Fratantuono,  m.d.,  Auray  Fon- 
taine, m.d.  (Woon.),  Stanley  T.  Grzebien,  m.d., 
Edmund  T.  Hackman,  m.d.,  William  A.  McDon- 
nell, m.d.,  Robert  C.  Hayes,  m.d.,  William  A. 
Reid,  m.d. 

SCIENTIFIC  WORK:  Jesse  P.  Eddy,  III, 
m.d.,  Chrm.,  J.  Murray  Beardsley,  m.d.,  Alex  M. 
Burgess,  Sr.,  m.d.,  Edwin  F.  Lovering,  m.d. 
(Pawt.),  John  A.  Dillon,  m.d.,  Marshall  N.  Fulton, 
m.d.,  Richard  Kraemer,  m.d.  (Warwick),  A.  A. 
Savastano,  m.d.,  Lester  L.  Vargas,  m.d. 

PUBLIC  POLICY  AND  RELATIONS: 
Thomas  Perry,  Jr.,  m.d.,  Chrm.,  John  C.  Ham, 
m.d.,  Michael  DiMaio,  m.d.,  Arthur  E.  Hardy, 
m.d.,  Arnold  Porter,  m.d. 

REPORT  OF  THE  SECRETARY 

At  a recent  meeting  the  Council  took  the  follow- 
ing actions : 

1.  It  approved  of  appointments  by  the  President 
of  delegates  from  the  Rhode  Island  Medical  Society 
to  the  annual  sessions  of  neighboring  state  medical 
associations. 

2.  It  approved  of  the  appointment  of  Dr.  F.  B. 
Agnelli,  of  Westerly,  as  the  Society’s  delegate  to 
the  AMA  national  Legislative  Conference  to  be 
held  in  Chicago  in  April. 

3.  It  approved  of  a news  release  by  the  President 
on  the  tax  cost  of  the  King- Anderson  type  of  fed- 
eral legislation  to  provide  medical  care  for  elder 
citizens. 

4.  It  authorized  the  President  to  appoint  a com- 
mittee from  the  Society  to  serve  jointly  with  a 
committee  from  the  R.  I.  Bar  Association  to  dis- 
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cuss  mutual  problems  and  to  seek  common  solutions 
to  them. 

5.  It  voted  that  the  chairman  of  the  child-school 
health  committee  should  be  the  Society’s  delegate 
to  the  AMA  Conference  on  Physicians  and  Schools 
to  be  held  in  Chicago  in  October. 

6.  It  reviewed  and  declined  an  invitation  for 
Society  membership  in  the  Student  American  Med- 
ical Association. 

7.  It  reviewed  a complaint  from  the  Nashoba 
Associated  Boards  of  Health,  of  Ayer,  Massachu- 
setts, against  a Rhode  Island  physician. 

8.  It  received  a letter  of  commendation  from  the 
Council  on  Medical  Service  of  the  AMA  relative  to 
the  contributions  to  the  national  organization’s 
work  of  Drs.  Charles  J.  Ashworth  and  Richard  J. 
Kraemer. 

9.  It  referred  to  the  chairman  of  the  committee 
on  public  information  a communication  from  the 
American  Medical  Political  Action  Committee. 

10.  It  approved  of  the  Society  as  a sponsor  with 
other  community  organizations  of  Personal  Affairs 
Month  during  the  month  of  May. 

11.  It  tabled  for  the  present  a suggestion  from 
the  committee  on  medicine  and  religion  of  the 
AMA  that  a similar  committee  be  established  at 
the  state  level  in  Rhode  Island. 

12.  It  approved  of  a proposed  plan  for  the  arbi- 
tration of  disputed  questions  between  physicians 
and  workmen’s  compensation  insurance  carriers, 
and  it  voted  to  submit  the  plan  to  the  House  of 
Delegates  with  such  approval. 

13.  It  approved  of  a slate  of  nominees  and  elected 
committees  for  submission  to  the  House  of  Dele- 
gates. 

14.  It  approved  of  the  report  of  the  committee  on 
the  executive  office  for  the  employment  of  addi- 
tional secretarial  and  clerical  personnel,  and  it 
voted  that  the  Council  should  plan  from  time  to 
time  to  engage  such  special  technical  assistance  to 
augment  the  executive  office  services  as  may  be 
necessary. 

Michael  DiMaio,  m.d.,  Secretary 

BENEVOLENCE  FUND 

During  1962  the  Trustees  of  the  Benevolence 
Fund  extended  financial  aid  to  four  physicians 
and/or  their  families. 

A summary  financial  report  for  the  year  1962  is 
as  follows : 

Cash  balance,  Savings  Account,  Indus- 
trial National  Bank,  Providence, 


R.  I.,  January  1,  1962 $12,554.46 

Donations  to  the  fund,  1962 $ 3,208.00 

Interest  on  savings  account,  1962 $ 433.96 


TOTAL  ASSETS  $16,196.42 

Benefits  paid  to  four  families,  1962 $ 1,992.60 
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Cash  balance,  Savings  Account, 
Industrial  National  Bank, 
Providence,  R.  I.,  January  1,  1963 
* * * 


$14,203.82 


The  Trustees  express  their  appreciation  particu- 
larly to  the  members  of  the  Society  and  the 
Woman’s  Auxiliary  for  their  continued  support  of 
this  worthy  project. 

George  W.  Waterman,  m.d. 
Alfred  L.  Potter,  m.d. 

David  Freedman,  m.d.,  Chairman 


CHILD-SCHOOL  HEALTH 

The  work  of  the  committee  in  the  past  several 
months  has  been  exclusively  allotted  to  the  End 
Polio  Campaign,  and  meetings  have  been  held 
almost  weekly  preparatory  to  the  mass  oral  polio 
immunization  program,  the  first  stage  of  which  was 
conducted  on  March  3,  and  the  second  of  which  is 
scheduled  for  April  21. 

The  first  clinic  day  on  March  3 was  highly  suc- 
cessful. Over  81  per  cent  of  the  Rhode  Island  popu- 
lation availed  themselves  of  the  opportunity  to  take 
Type  I oral  polio  vaccine.  The  public,  we  believe, 
was  very  pleased  with  the  efficient  manner  in  which 
the  clinics  were  conducted.  Some  of  the  administra- 
tive problems  encountered  in  this  first  stage  will  be 
obviated  as  we  issue  Type  II  vaccine  on  April  21. 

The  Committee  has  set  the  date  of  Sunday,  Octo- 
ber 20,  1963  for  the  concluding  clinics  of  the  End 
Polio  Campaign,  and  on  that  day  Type  III  will  be 
given. 

The  donations  by  the  recipients  of  the  vaccine 
guaranteed  the  financial  success  of  the  program, 
with  approximately  $153,000  collected  on  March  3. 
Expenses  to  date  have  amounted  to  approximately 
$73,000,  and  the  balance  will  be  held  as  a reserve  to 
meet  the  continuing  expenses  in  connection  with 
the  April  21  and  October  20  clinics.  At  the  conclu- 
sion of  the  program  next  Fall  any  surplus  will  be 
used  to  provide  care  and  rehabilitation  services  for 
persons  afflicted  with  poliomyelitis. 

Your  Committee  takes  this  opportunity  to  thank 
all  the  members  of  the  Society  who  have  actively 
taken  part  in  this  program  which  has  brought  great 
public  credit  to  the  Medical  Profession. 

Rudolph  A.  Jaworski,  m.d.,  Chairman 

DIABETES 

The  Diabetes  Committee  concludes  another  good 
year  of  accomplishment. 

Outstanding  was  the  Diabetes  Fair  sponsored  by 
the  Society  and  held  on  November  14th  during 
National  Diabetes  Detection  Week  at  the  Veteran’s 
Administration  Hospital  in  Providence. 

Of  more  than  a thousand  people  who  attended  the 
all  day  event, 
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927  people  were  tested 
817  had  normal  blood  and  urine  tests 
110  had  elevated  blood  and  urine  tests 
37  of  these  were  known  Diabetics 
73  were  not  known  to  have  Diabetes 
Of  these  73  persons,  Dr.  Thomas  Murphy,  Direc- 
tor of  the  Division  of  Chronic  Diseases  of  the  Rhode 
Island  Department  of  Health,  reported  as  follows : 


Diagnosis  of  Diabetes  established  12 

Diagnosis  of  Diabetes  not  established  38 

Diagnosis  of  Diabetes  known  but  concealed 
by  person  at  registration  7 

To  be  seen  by  physician  or  clinic  8 

Error  in  reporting  1 

Unable  to  contact  3 

Out  of  state  4 

Total  73 


The  all  day  fair  was  an  inspiring  event  to  the 
medical  and  para  medical  groups  who  worked  so 
hard,  as  well  as  to  the  public  which  attended  in  such 
great  numbers. 

Miss  Marjorie  Wilbur,  R.N.,  Industrial  Nursing 
Consultant,  reported  that  30  Rhode  Island  Plants 
participated  in  the  Diabetes  Detection  Week  cam- 
paign. 1,075  Dreypaks  (31  per  cent  of  those  distrib- 
uted) were  returned  for  analyses  and  there  were 
543  analyzed  by  Clinitest  or  Testape.  Forty-four 
urinalyses  were  abnormal  and  the  employees  con- 
cerned were  referred  to  their  private  physicians  for 
evaluation.  Of  these,  14  were  established  as  Dia- 
betics and  observation  was  continued  on  many  of 
the  others. 

Employers,  employees,  and  nurses  did  an  impor- 
tant case  finding  activity. 

The  Diabetes  Committee  functions  throughout 
the  year,  dealing  with  problems  of  Diabetes  as  they 
arise.  For  example,  the  little  lump  of  sugar  loomed 
large  to  many  Diabetics  in  the  Society’s  wonderful 
End  Polio  Campaign  where  there  was  no  problem 
at  all  but  an  answer  was  necessary. 

The  committee  is  grateful  indeed  to  the  Society 
and  to  the  government  and  private  organizations 
and  individuals  who  have  done  so  much  for  our 
program. 

William  L.  Leet,  m.d.,  Chairman 

INDUSTRIAL  HEALTH 

Several  meetings  and  discussions  were  held  rela- 
tive to  hearing  in  industry.  A bill,  H-1286,  is  to  be 
introduced  in  the  Rhode  Island  General  Assembly 
concerning  loss  of  hearing  under  the  Workmen's 
Compensation  law.  The  medical  portion  of  this  bill, 
relating  to  a formula  for  the  measurement  of  hear- 
ing loss,  was  referred  to  this  committee  by  the  leg- 
islature. We  in  turn  consulted  four  Otologists  for 
their  opinion  and  approval.  This  portion  of  the  bill 
is  patterned  after  the  so-called  “Missouri  Law.” 
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It  is  similar  to  the  guide  to  the  evaluation  of  per- 
manent impairment  of  the  ear,  nose  and  throat  pub- 
lished by  the  American  Medical  Association.  The 
bill  proposed  has  fences  of  twenty  (20)  to  eighty- 
two  and  one  half  (8 2y2)  decibels  rather  than  15  to 
81.7  decibels  in  the  latter.  This  medical  portion  of 
the  bill  was  approved  by  this  committee  for  inclu- 
sion in  the  act  and  the  legislature  was  so  advised. 

Several  meetings  were  held  with  members  of  the 
R.  I.  Temporary  Disability  Commission.  One  meet- 
ing was  in  conjunction  with  the  R.  I.  Medical 
Society  advisory  committee  to  this  commission. 
Several  industrial  physicians  have  applied  for  tem- 
porary disability  insurance  following  illness.  Their 
claims  have  been  denied  to  date  on  the  premise  that 
said  physicians  were  not  employees  as  such  under 
the  act.  The  industrial  committee  felt,  in  fact,  that 
they  are  employees  as  they  are  salaried  and  subject 
to  wage  deductions  for  federal  tax,  old  age  pension 
and  temporary  disability  insurance  and  therefore 
should  be  eligible  for  any  benefits  as  such. 

A recent  questionnaire  sent  to  all  members  of  the 
society  revealed  that  there  were  64  physicians  doing 
part  time  industrial  medicine  in  this  state.  Of  these, 
47  were  independent  contractors  and  1 1 were 
salaried. 

A requested  legal  opinion  advised  that  there  was 
a substantial  risk  of  liability  for  employer  and/or 
physician  sponsoring  industrial  immunization  pro- 
grams (polio,  Flu,  etc.).  A type  of  application  has 
been  proposed  and  all  members  are  advised  to  use 
this  or  a similar  release  when  conducting  such 
programs. 

The  committee  approved  an  industrial  Tetanus- 
Diphtheria  immunization  program.  This  is  in  co- 
operation with  the  R.  I.  Department  of  Health  and 
Civil  Defense.  It  also  has  the  approval  of  the  R.  I. 
Medical  Society  Disaster  Committee. 

Nominees  for  the  1963  physicians  award  for  the 
presidents  committee  on  employment  of  the  phys- 
ically handicapped  were  discussed.  It  was  felt  at  this 
time  no  local  physician  met  all  the  requirements. 

Thomas  J.  Dolan,  m.d.,  Chairman 

LIBRARY 

Again  I have  the  pleasure  to  present  to  the  House 
of  Delegates  the  Librarian’s  report. 

It  shows  an  enormous  amount  of  work  and  how 
invaluable  the  service  of  the  Library  is  to  members 
of  the  Society  as  well  as  to  non-members,  to  the 
veterinarians  kindly  giving  us  their  journals,  to 
students  looking  for  help  in  their  science  projects, 
to  lawyers,  and  to  the  general  public  asking  ques- 
tions more  and  more  on  health  matters. 

The  Committee  is  particularly  grateful  for  the 
devotion  and  cooperation  of  the  Librarian,  Mrs. 
Helen  Dejong,  now  in  our  own  ranks  as  an  hon- 
orary member  of  the  Rhode  Island  Medical  Society, 
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Protect  the  kidneys  and  other  threatened  organs  with 
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When  treatment  of  hypertension  is  effective,  the  danger 
of  damage  to  the  renal  system  is  reduced.1, 2 “Hyper- 
tensive patients  suffer  from  vascular  deterioration 
roughly  proportional  to  the  severity  of  the  hypertension. 
. . . Reduction  of  blood  pressure  to  normotensive  levels 
reduces  or  arrests  the  progress  of  vascular  damage  with 
a resultant  decrease  in  morbidity  and  mortality.  Among 
two  comparable  groups  of  patients  with  [nonmalig- 
nant]  hypertension  of  equal  severity,  72  per  cent  of 
those  treated  were  still  living  after  five  years  or  more, 
while  only  24  per  cent  of  those  not  treated  were  alive 
at  the  end  of  this  period.”1  Because  Rautrax-N  lowers 
blood  pressure  so  effectively,  it  will  provide  this  impor- 
tant protection  for  your  hypertensive  patients. 

Rautrax-N  — a combination  of  Raudixin,  Squibb 
Standardized  Rauwolfia  Serpentina  Whole  Root,  and 
the  diuretic,  Naturetin,  Squibb  Bendroflumethiazide— is 


effective  in  mild,4  moderate3,4  or  severe  hyperten- 
sion.3, 5 It  lowers  blood  pressure  gently  and  gradually. 
And  control  of  hypertension  helps  protect  not  only  the 
kidneys  but  also  the  heart  and  brain  from  vascular 
damage.2  For  full  information,  see  your  Squibb  Prod- 
uct Reference  or  Product  Brief. 

Supply:  Rautrax-N— capsule-shaped  tablets  providing  50  mg. 
Raudixin,  4 mg.  Naturetin,  and  400  mg.  potassium  chloride. 
Rautrax-N  Modified— capsule-shaped  tablets  providing  50  mg. 
Raudixin,  2 mg.  Naturetin,  and  400  mg.  potassium  chloride. 

References:  (1)  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol. 
9: 920  (June)  1962.  (2)  Brest,  A.  N.,  and  Moyer,  J.  H.:  Penn- 
sylvania M.  J.  65:545  (Apr.)  1960.  (3)  Hutchison,  J.  C.:  Cur- 
rent Therap.  Res.  4:610  (Dec.)  1962.  (4)  Berry,  R.  L.,  and 
Bray,  H.  P.:  J.  Am.  Geriatrics  Soc.  50:516  (June)  1962.  (5) 
Feldman,  L.  H.:  North  Carolina  M.  J.  23: 248  (June)  1962. 

'RAUTRAX'®,  'RAUDIXIN'®  AND  'NATURETIN'®  ARE  SQUIBB  TRADEMARKS. 
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to  Librarian  Emerita  Grace  Dickerman,  and  for  the 
help  of  the  Misses  Clarke,  Constance  Farrell,  Ann- 
marie  Savone,  Nancy  Heinkel,  and  recently,  of 
Mrs.  Sally  Ann  Sleicher. 

Francesco  Ronchese,  m.d.,  Chairman 

Report  of  the  Librarian 

We  welcome  the  Annual  Report  for  it  gives  us 
an  opportunity  to  say  “thank  you”  to  the  Fellows 
of  the  Society  for  electing  the  Librarian  to  honorary 
membership  in  their  organization.  And  we  have  a 
chance  to  express  the  gratitude  of  the  whole  staff 
for  our  shiny,  new  office  with  its  counter  and  shelf 
space  and  adequate  lighting.  The  Reading  Room  is 
now  a proper  place  for  study,  closed  off  from  the 
sounds  of  clicking  heels,  typewriters  and  tele- 
phones. The  new  bookcases  have  room  for  growth 
and  their  tops  provide  space  for  many  of  the  peri- 
odicals that  used  to  hide  in  the  stacks.  We  have 
divided  the  room  into  reading,  browsing  and  refer- 
ence areas  and,  for  the  first  time,  all  of  our  indexes 
and  catalogues  are  in  one  place.  We’re  sure  the 
Library  patrons  are  grateful,  too ! 

Last  year,  during  the  Sesquicentennial  Celebra- 
tion, we  reviewed  the  beginnings  of  the  Library,  the 
aims  of  its  founders  and  the  realization  of  their 
dreams  when  the  growing  collection  found  a home 
of  its  own.  Those  were  the  “Once  Upon  a Time" 
days  when  each  of  the  several  local  medical  libraries, 
small,  medium  and  large,  with  and  without  a librar- 
ian, was  a world  unto  itself.  Today,  the  several 
medical  libraries  serve  each  other  and  the  whole 
community.  The  science  explosion,  the  education 
and  accreditation  programs  in  hospitals  and  the 
public  interest  in  matters  medical  have  made  co- 
operation necessary  for  none  of  us  has  the  time,  the 
staff,  or  the  funds  to  cover  the  field  alone. 

This  Library  sends  books  and  periodicals,  daily, 
to  local  institutions ; frequently,  to  those  in  New 
England,  and,  occasionally,  to  faroff  places.  We 
serve  in  an  advisory  capacity  to  smaller  and  to  new 
libraries  and  do  research  for  those  lacking  the  nec- 
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essary  reference  tools.  Hospital  librarians  borrow 
from  us  to  save  their  staff  physicians  the  trouble  of 
making  a trip  here — and  the  trouble  of  having  to 
find  a parking  place  on  Francis  Street!  We  have 
opened  our  doors  to  the  public  and  welcome  the 
students  who  come  here  to  do  research  for  their 
Science  Fair  projects  and  their  term  papers.  And, 
in  turn,  we  receive  help  from  many  larger  libraries 
in  the  country. 

Library  cooperation  is  in  the  news  these  days  as 
librarians  in  all  fields  struggle  to  give  the  best  serv- 
ice to  the  most  people.  It  is  possible  that  this  library 
may  follow  the  example  of  the  Harvard  Medical 
School  and  the  Boston  Medical  Library  and  merge, 
physically,  with  another  institution  at  some  future 
date.  In  the  matter  of  service,  we  have  merged  with 
every  other  medical  library  already. 

Several  of  our  members  have  mentioned  the  in- 
convenience of  coming  to  the  Library  during  our 
8:30  A. M. -4:30  P.M.  hours.  Actually,  books  and 
journals  may  be  picked  up  or  returned  seven  days 
a week,  any  hour  of  the  day  except  midnight  to 
6:30  A.M.,  at  the  Hayes  Street  entrance.  A call 
during  Library  hours  is  all  that  is  necessary  to 
request  reference  material  for  after-hours.  If  the 
Librarian  isn’t  home,  the  Medical  Bureau  will  take 
charge. 

W e seem  to  have  spent  much  of  our  time  this  past 
year  in  picking  up  and  putting  away  items  used  in 
the  Sesquicentennial  Celebration.  We’re  hoping 
that  we  have  them  so  well  protected  and  tabulated 
that  the  celebrants  of  our  two-hundredth  anniver- 
sary will  have  an  easier  and  less  dusty  time. 

For  several  years,  the  staff  has  known  that  life 
would  be  simpler  if  certain  journals  on  the  third 
floor  were  brought  down  and  little-used  ones  were 
sent  up  from  the  first,  but  the  amount  of  physical 
labor  required  was  just  too  great.  So,  when  a friend. 
Mr.  Willard  Viall,  happened  to  mention  that  he 
thought  he  ought  to  do  some  worthwhile  volunteer 
work  in  his  spare  time  it  didn’t  take  us  long  to  con- 
vince him  that  we  were  very,  very  worthwhile.  The 
work  is  still  in  progress  but  we  hope  to  have  a thor- 
oughly functional  first  floor  stack  before  too  long ! 

Statistically  speaking:  We  received  481  bound 
volumes ; of  these  242  were  duplicates.  Also,  we 
were  given  journals,  pamphlets,  photographs,  rec- 
ords, instruments  and  reproductions  of  paintings. 
Our  present  total  is  44,060  volumes  with  33,056 
completely  catalogued.  5,280  unbound  volumes  and 
pamphlets  have  been  processed.  Our  readers  num- 
bered 2,621  (1,208  physicians  and  1,413  laymen). 
The  circulation  figures  showed  1,332  periodicals 
borrowed  from  us  and  601  textbooks,  including  86 
nontechnical  items  from  the  Davenport  Collection. 
Fifty-two  students  requested  assistance  with 
Science  Fair  entries.  We  prepared  283  bibliog- 
raphies. 473  serials  and  periodicals  are  being  re- 
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ceived  currently.  Interlibrary  loan  figures  add  up 
to  480  journals  and  76  texts  going  to  libraries  while 
we  borrowed  12  volumes  and  requested  7 photo- 
stats. Through  the  Medical  Library  Association 
Exchange,  we  have  received  94  single  issues  of 
journals  and  have  completed  10  volumes.  We  gave 
generously  from  our  own  duplicates : 625  single 
issues  and  7 bound  volumes  to  libraries  in  this  coun- 
try and  1,517  single  journals  and  7 bound  volumes 
to  help  the  burned  out  library  of  the  Institute  of 
Experimental  Medicine  and  Surgery,  Universite 
de  Montreal. 

Mrs.  Helen  E.  DeJong,  Librarian 

MEDIATION 

Report  of  the  Medical-Legal  Conference  spon- 
sored by  the  American  Medical  Association  and 
held  in  Miami,  Florida,  in  March,  1963. 

In  opening  the  meeting  at  Miami,  Joseph  Stetler, 
the  Medico-Legal  Conference  Chairman,  empha- 
sized the  fact  that  75  per  cent  of  court  cases  revolve 
around  doctors’  testimony.  It  is  the  doctor’s  duty  to 
play  his  proper  role.  Attorneys  and  the  courts 
should  be  careful  not  to  waste  the  doctors’  time. 

Medico-Legal  Aspects  of  Hypnosis: 

It  is  Dr.  Rosen’s  opinion  that  while  the  act  of 
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hypnosis  can  be  learned  in  30  minutes,  psychiatric 
training  is  necessary  to  determine  who  can  be  safely 
hypnotized.  Delusional  pains  relieved  by  hypnosis 
can  erupt  in  acute  psychosis.  Hypnosis  for  entertain- 
ment should  be  opposed.  Lay  hypnotists  are  often 
very  psychologically  ill  themselves.  In  police  cir- 
cles, confessions  obtained  by  hypnosis  are  not  good 
evidence. 

Mr.  Harty  spoke  on  the  legal  right  of  a physician 
to  hospital  privileges  as  follows: 

A hospital  is  a legal  entity ; the  responsibility  of 
its  operation  rests  with  the  Board  of  Trustees.  They 
must  see  that  a proper  standard  of  medical  and  hos- 
pital care  is  maintained.  A physician  has  no  rights 
in  the  hospital  per  se ; his  duties  and  privileges  are 
specified  by  the  board.  However,  such  privileges 
are  becoming  an  economic  necessity  for  the  prac- 
ticing physician.  Privileges  must  be  given  or  with- 
drawn without  bias  by  economically  disinterested 
individuals.  When  a doctor  is  denied  hospital  privi- 
leges, the  board  must  be  able  to  convince  the  court 
that  proper  procedure  has  been  followed  and  that 
economics  are  not  involved.  The  problem  of  hos- 
pital privileges  will  grow  worse.  It  becomes  an 
acute  issue  when  there  is  only  one  hospital  in  an 
area. 

One  item  of  interest : When  staff  members  make 
use  of  interns  and  residents,  they  assume  legal  obli- 
gation for  their  performance. 

The  Electroencephalogram  is  a valuable  addition 
to  the  hospital  record  in  cases  of  cerebral  trauma. 
There  is  need  for  more  experts  in  this  field. 

Recent  Tax  Developments : 

Itemized  record  of  expenditures  at  meetings  will 
be  required.  No  estimate  will  be  accepted  by  Inter- 
nal Revenue.  On  the  Keough-Smathers  Bill,  there 
is  considerable  ambiguity  requiring  clarification. 
Professional  service  corporations,  if  legalized,  will 
offer  a better  deal. 

The  Hospital  Formulary  System: 

A doctor’s  prescription  must  be  filled  with  no 
substitution.  His  fiduciary  authority  cannot  be 
delegated  to  a hospital  pharmacist  or  other  doctor. 

The  rules  governing  liability  in  using  investiga- 
tional drugs  are  ambiguous.  The  informed  consent 
of  the  patient  is  usually  necessary,  but  may  be  im- 
practical ; e.g.  in  using  a placebo. 

Pitfalls  facing  the  medical  witness  in  cross  exami- 
nation were  demonstrated.  Two  doctors  enacted  the 
part  of  the  bad  witness  and  two  showed  proper  con- 
duct on  the  witness  stand.  The  essentials  of  a good 
witness  are  politeness,  lack  of  emotionalism  and 
careful  preparation.  This  preparation  should  often 
include  a dry  run  on  the  probable  nature  of  the 
cross  by  the  attorney  who  gives  the  direct. 

Trial  Vignettes: 

(1)  Liability  for  Damage  from  Fright  without 
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Actual  Physical  Contact  and 

(2)  Case  involving  Traumatic  Heart  Disease 
were  presented. 

The  adverse  interests  of  the  parties  concerned 
were  presented  by  skillful  defense  and  plaintiffs’ 
attorneys. 

The  above  is  a very  brief  report  on  the  AMA 
Medico-Legal  symposium  which  henceforth  will  be 
held  only  every  other  year. 

Francis  B.  Sargent,  m.d.,  Chairman 

MEDICAL  ASPECTS  OF  SPORTS 

The  Committee  on  the  Medical  Aspects  of  Sports 
has  prepared  an  excellent  two  day  meeting  on  this 
subject  which  will  be  co-sponsored  by  the  LTniver- 
sity  of  Rhode  Island  and  the  Rhode  Island  Medical 
Society  and  will  be  held  at  the  University  of  Rhode 
Island,  Kingston,  on  August  22  and  23,  1963. 
National  outstanding  speakers  have  agreed  to  take 
part  in  the  two  day  symposium. 

A.  A.  Savastano,  m.d.,  Chairman 

MENTAL  HEALTH 

Mental  Health  and  Illness  is  an  aspect  of  living 
which  in  these  Sixties  is  being  accented  world-wide 
by  diverse  organizations  and  individuals.  It  is  a 
trend  whch  has  the  staying  power  and  vigor  which 
the  Clifford  Beer’s  Mental  Hygiene  movement  did 
not  have.  This  trend  is  not  to  be  ignored. 

The  American  Medical  Association  has  stated 
that  Mental  Illness  is  America’s  most  pressing  and 
complex  health  problem.  The  American  Medical 
Association  conducted  a National  Congress  on 
Mental  Illness  and  Health  on  October  4-6,  1962. 
An  objective  of  this  Congress  was  Medical  leader- 
ship in  resolving  problems  of  Mental  Illness.  The 
education  of  physicians  relative  to  this  most  com- 
plex and  pressing  problem  is  a basic  necessity  since 
most  members  of  the  Medical  Profession  have  been 
trapped  in  the  traditional  attitudes  toward  Mental 
Illness  and  Health.  Other  American  institutions 
have  more  adeptly  hurled  these  traditional  attitudes. 

The  President  of  the  United  States  addressed  the 
Congress  of  the  United  States  on  Mental  Illness 
and  Mental  Retardation  on  February  5,  1963.  The 
President  stated  that  Mental  Illness  and  Mental 
Retardation  are  among  our  most  critical  health 
problems.  The  President  observed  that  we  need  a 
new  type  of  health  facility,  one  which  will  return 
Mental  Health  care  to  the  mainstream  of  American 
Medicine  and  at  the  same  time  upgrade  already 
existent  Mental  Health  services.  Bills  have  been 
introduced  in  Congress  to  implement  the  Presi- 
dent's Message.  These  bills  put  the  accent  on  Com- 
munity Mental  Health  Centers.  The  preference  is 
expressed  that  these  Community  Mental  Health 
Centers  be  in  General  Hospitals.  In  excess  of  thirty 
millions  of  dollars  had  been  proposed  to  activate  the 
President’s  Message. 
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The  President's  Message  was  an  important  con- 
sideration at  the  Ninth  Annual  Conference  of  Men- 
tal Health  Representatives  of  State  Medical  Asso- 
ciations held  in  Chicago  on  March  1 and  2,  1963. 
Dr.  David  J.  Fish,  Mr.  Augustine  W.  Riccio,  Di- 
rector of  the  Department  of  Social  Welfare,  Dr. 
Charles  Goodman,  Director  of  the  Mental  Hygiene 
Services  and  myself  attended  this  Conference. 
Implementation  of  the  Proceedings  of  the  National 
Congress  on  Mental  Illness  and  Health  were  dis- 
cussed from  a multiplicity  of  points  of  view.  Your 
Committee  enjoyed  the  breadth  of  vision  of  Mr. 
Riccio.  We  became  acquainted  with  each  other.  He 
is  oriented  to  the  concept  of  professional  leadership. 

An  outgrowth  of  conferences  with  New  England 
representatives  in  Chicago  on  March  1st  and  2nd 
was  a New  England  Regional  Conference  called  by 
the  Massachusetts  Medical  Society  on  March  20, 
1963.  Dr.  David  Fish,  Mr.  Herluf  Olsen,  Assistant 
Director  of  the  Rhode  Island  Hospital,  and  myself 
attended  this  all  day  session.  The  Massachusetts 
Society  has  resolved  that  Community  Mental 
Health  Centers  be  an  integral  part  of  existing  Gen- 
eral Hospitals  under  the  direction  of  the  same 
Board  of  Trustees.  This  concept  is  an  important 
part  of  the  program  of  your  Committee. 

We  want  some  self-education.  We  want  you  to 
examine  your  approaches  and  attitudes,  to  discuss 
the  subject  matter  of  the  President's  Message  with 
your  colleagues,  to  use  your  Committee  as  resource 
persons. 

The  process  of  forming  the  Community  Aux- 
iliary Committee  to  the  Rhode  Island  Medical 
Society  Committee  on  Mental  Health  has  been  slow 
in  getting  organized.  We  trust  that  this  will  be 
functional  in  a much  more  real  and  tangible  sense 
by  the  time  the  House  of  Delegates  meets  again. 

In  any  consideration  of  the  complex  and  pressing 
problems  of  Mental  Health  and  Mental  Illness  your 
Committee  wishes  to  express  its  regrets  at  the  loss 
of  Dr.  Sidney  Goldstein.  His  activity  through  the 
years  and  his  most  recent  functioning  as  Superin- 
tendent of  the  Rhode  Island  Medical  Center  will 
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be  sorely  missed. 

Your  Committee  can  state  that  Rhode  Island 
fares  well  in  comparison  with  many  States  through- 
out the  country  with  respect  to  Mental  Health  and 
Illness.  Your  Committee  has  advocated  upgrading 
the  level  of  functioning  of  the  already  existing  serv- 
ices. This  is  included  in  the  President’s  Message 
to  Congress.  One  way  to  start  this  is  through  the 
hearts  and  minds  of  each  physician  attending  this 
meeting  of  a governing  body  of  the  Rhode  Island 
Medical  Society. 

Harold  W.  Williams,  m.d.,  Chairman 

PUBLICATIONS 

During  the  past  year  the  Committee  has  met 
several  times  to  consider  various  phases  of  the 
operation  and  publication  of  the  Rhode  Island  Med- 
ical Journal. 

The  report  of  the  financial  situation  has  been 
progressively  more  and  more  discouraging  because 
of  the  withdrawal  of  advertising  by  a large  number 
of  the  firms  whose  pharmaceutical  advertising  has 
been  the  main  support  of  the  publication.  This  sit- 
uation pertains  throughout  the  country  as  far  as 
state  journals  are  concerned.  A sub-committee  has 
reviewed  the  problem  and  has  sought  ways  to  secure 
advertising  without  much  success.  The  suggestion 
that  the  W Oman’s  Auxiliary  might  help  in  securing 
local  advertising  was  not  found  feasible  by  that 
group. 

The  operating  loss  in  1962  was  $3,655.35,  which 
was  met  out  of  the  limited  surplus.  In  the  first  two 
months  of  1963  the  cost  of  operating  the  Journal 
has  been  $3,458.76,  of  which  $2,938.76  went  into 
the  printing  costs  alone. 

The  Society  has  budgeted  up  to  $3,000  to  aid  the 
Journal  in  1963,  and  it  is  apparent  that  this  appro- 
priation will  have  to  be  utilized  in  part  in  the  imme- 
diate future. 

Your  Committee  maintains  that  as  a traditionally 
independent  organ  of  a traditionally  independent 
profession  in  a traditionally  independent  State,  the 
Journal  should  be  continued.  To  what  extent  it 
should  be  curtailed  in  volume  size  to  reduce  costs 
the  Committee  looks  to  the  House  for  guidance 
and  counsel. 

Alex  M.  Burgess,  Sr.,  m.d.,  Chairman 

SCIENCE  FAIR 

Again  the  Society  participated  in  the  Rhode 
Island  Secondary  Schools  Science  Fair,  held  at  the 
Marvel  Gymnasium  at  Brown  University  from 
March  31  to  April  2. 

Due  to  the  absence  from  the  city  on  March  31 
of  two  members  of  the  Committee,  Drs.  Lester  L. 
Vargas  and  Charles  York,  alternate  judges  were 
named  in  the  persons  of  Drs.  Clarence  H.  Soder- 
berg  and  Louis  Leone,  and  they,  with  Dr.  Leland 
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W.  Jones  viewed  the  displays  and  made  the  selec- 
tions of  what  they  deemed  the  outstanding  medical 
and/or  public  health  exhibits. 

Winners  of  the  Society’s  committee  approval 
were : 

Senior  High  School  Division  — 

Barbara  E.  Marzocchi,  of  Cumberland  High 
School,  who  was  also  named  later  as  one  of  the 
two  exhibitors  to  enter  the  National  Science  Fair 
competition;  Kathleen  Ficocelli,  of  Cranston  West 
High,  who  was  later  selected  as  an  entrant  in  the 
New  England  Science  Fair  ; and  Mary  Ann  Rogers, 
of  St.  Patricks  High  School  in  Providence. 

Junior  High  School  Division  — - 

Linda  Anderson,  of  Lockwood  Junior  High  in 
Warwick;  Margaret  Pariseau,  of  St.  Leo’s  School 
in  Pawtucket ; and  Ann  V.  DiPippo,  of  Blessed 
Sacrament  School  in  Providence. 

Each  of  these  young  ladies  will  be  invited  to  the 
annual  meeting  of  the  Society  on  May  9 to  receive 
a special  certificate  from  the  Society  and  a $25  U.  S. 
government  bond. 

Leland  W.  Jones,  m.d. 

Lester  L.  Vargas,  m.d. 

Charles  York,  m.d.,  Chairman 

SOCIAL  WELFARE 

The  Social  Welfare  committee  is  cooperating 
with  the  Division  of  Public  Assistance  in  the  State 
Department  of  Social  Welfare  in  evaluating  the 
ambulatory  services  provided  by  the  local  hospitals 
for  the  public  assistance  patients,  (ex.  how  much 
money  is  given  to  the  hospitals  for  these  services, 
how  many  times  does  the  same  patient  go  to  a par- 
ticular clinic  in  a year,  number  of  patients  going  to 
more  than  one  clinic  in  a particular  day.  expendi- 
tures per  case  per  clinic  versus  expenditures  per 
patient  in  doctor’s  office.) 

Measles  vaccine  is  available  commercially.  State 
Department  of  Social  Welfare  does  not  have  a set 
policy  concerning  the  availability,  distribution  and 
financing  of  this  vaccine  for  the  public  assistance 
patient.  The  Society’s  welfare  committee  believes 
that  the  measles  vaccine  should  be  made  available 
to  the  public  assistance  patient  as  well  as  to  other 
patients.  The  committee  is  concerned  with  the 
finances  and  the  equitable  arrangement  that  must 
be  established  between  the  medical  practitioner  and 
the  welfare  people  for  the  giving  of  the  measles 
vaccine  to  the  welfare  recipients. 

Peter  L.  Mathieu,  jr.,  m.d.,  Chairman 
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SCANNING  THE  MEDICAL  LITERATURE 


STAINLESS  STEEL  WITH  STAPEDIAL 
PROSTHESIS : ONE  YEAR’S  EXPERI- 
ENCE. Mendell  Robinson.  Laryngoscope  72: 
514,  1962 

A new  stainless  steel  stapedial  prosthesis  is  pre- 
sented for  the  surgical  treatment  of  otosclerosis.  Its 
design  incorporates  several  new  features  to  provide 
increased  advantages  in  the  use  of  a prosthesis.  The 
handling  and  manipulation  of  the  prosthesis  is  tech- 
nically much  simpler  than  the  handling  of  the  poly- 
ethylene prosthesis.  Experience  with  this  prosthesis 
for  more  than  one  year  has  failed  to  produce  any 
complications.  The  results  after  one  year’s  study 
appear  to  be  excellent  with  a 95  per  cent  success 
rate. 

CHEMICAL  TREATMENT  OF  ADVANCED 
NEOPLASMS : Hyperthermic  Regional  Pelvic 
and  Abdominal  Perfusion  with  Nitrogen  Mus- 
tard Under  General  Hypothermia.  L.  A.  Leone. 
C.  H.  Soderberg,  Jr.,  M.  P.  Colbert.  S.  Frater, 
and  L.  L.  Vargas.  Cancer  Chemotherapy  Rep. 
20:127,1962 

Eleven  patients  with  advanced  malignant  tumors 
received  twelve  regional  pelvic  or  abdominal  perfu- 
sions with  nitrogen  mustard  under  regional  hyper- 
thermia and  general  body  hypothermia.  The  tech- 
nique for  pelvic  or  abdominal  perfusion  is  described 
and  the  method  for  determining  the  percentage  leak 
of  chemical  from  the  perfusion  circuit  is  outlined. 
The  dose  of  nitrogen  mustard  in  pelvic  perfusions 
varied  from  .7  mg/kg  to  1.5  mg/kg  with  4 patients 
receiving  less  than  1.0  mg/kg.  Two  patients  who 
underwent  abdominal  perfusion  received  .7  mg/kg 
and  .9  mg/kg  respectively.  There  were  no  deaths 
secondary  to  toxicity. 

Seven  of  nine  patients  with  severe  pain  experi- 
enced complete  relief  following  nitrogen  mustard 
perfusion.  Objective  improvement  appeared  in 
seven  patients:  Neurogenic  sarcoma  1 (2  perfu- 
sions) ; Carcinoma  of  the  cervix  1 ; Adenocarci- 
noma of  the  rectum  1 ; Melanoma  2 ; Carcinoma  of 
fallopian  tube  1.  There  was  no  evidence  of  hepatic 
or  renal  toxicity.  The  cooling  of  the  tissues  to  as 
low  as  10°  C below  normal  assists  in  protecting  the 
bone  marrow  from  the  toxicity  of  nitrogen  mustard 
leaking  from  the  perfusion  circuit.  In  addition  to 


the  altered  metabolism,  following  hypothermia,  it 
is  felt  that  a blood-pooling  effect  probably  results 
which  provides  additional  protection  to  the  bone 
marrow  from  the  cytotoxic  effects  of  nitrogen 
mustard. 

SYNTHETIC  ESTROGENS  IN  TREAT- 
MENT OF  ATHEROSCLEROSIS.  A 
STUDY  OF  PROSTATIC  CANCER 
PATIENTS . George  F.  Meissner,  m.d.,  and 
Constance  M.  Moehring,  b.s.  Arch.  Int.  Med. 
110:467,  1962 

In  order  to  evaluate  possible  effects  of  estrogen 
therapy  on  atherosclerosis,  prostatic  cancer  patients 
were  studied  during  a period  of  over  four  years 
from  various  aspects.  Serum  lipids  were  determined 
in  187  treated  cases,  21  of  whom  came  to  autopsy. 
Coagulation  studies  were  performed  in  29  patients, 
including  controls  for  each  in  the  corresponding 
age  group. 

No  definite  effect  was  demonstrated  except  for  a 
rise  in  serum  lipid  phosphorus.  There  was  no  dif- 
ference between  treated  and  untreated  cases  in  the 
degree  of  aortic  and  coronary  atherosclerosis,  or 
the  presence  of  “early”  lesions  histologically.  Sev- 
eral considerations  are  discussed  which  appear  to 
limit  seriously  the  value  of  prostatic  cancer  patients 
for  a study  of  the  effectiveness  of  estrogen  therapy 
in  atherosclerosis. 

TREATMENT  OF  PSORIATIC  LESIONS 
WITH  TOPICAL  FLUOCINOLONE 
ACETONIDE  AND  MOIST  DRESSINGS. 
Mauray  J.  Tye  and  Bencel  L.  Schiff.  J.  Invest. 
Dermat.  38:321,  1962 

The  authors  report  on  the  treatment  of  214 
psoriatic  patients  with  topical  fluocinolone  aceto- 
nide  cream.  Psoriatic  involvement  in  the  intertrigi- 
nous  areas  underwent  involution,  with  one  excep- 
tion, within  one  to  three  weeks  with  the  direct 
application  of  the  medication.  A high  degree  of 
effectiveness  was  also  observed  in  the  treatment  of 
the  non-intertriginous  psoriasis  lesions  when  a 
cloth,  lightly  dampened  with  water,  was  placed 
over  the  lesions  to  which  medication  had  been 
applied  and  a thin  plastic  wrap  superimposed.  Such 
beneficial  results  were  not  obtained  in  the  various 

continued  on  next  page 


292 

controlled  sites.  There  was  no  clinical  evidence  of 
significant  systemic  corticosteroid  absorption  to 
explain  the  results. 

RESPONSE  OF  PSORIATIC  LESIONS  TO 
TOPICAL  FLUOCINOLONE  ACETO- 
NIDE.  Mauray  J.  Tye,  Bencel  L.  Schiff,  and 
Harvey  B.  Ansell.  Arch.  Dermat.  87  :27,  1963 

The  authors  report  an  additional  6 to  10  months 
follow-up  of  214  patients  previously  reported  on 
with  psoriasis  treated  with  fluocinolone  acetonide 
cream  and  occlusive  dressings. 

All  but  one  of  102  patients  with  intertriginous 
involvement  with  psoriasis  responded  well  to  the 
topical  use  of  fluocinolone  acetonide  without  occlu- 
sive dressings.  They  remained  either  free  or  nearly 
free  of  lesions  by  intermittent  treatment. 

Approximately  one-third  of  the  116  patients  with 
localized  psoriasis  treated  with  a moist  occlusive 
dressing  plus  fluocinolone  acetonide  cream  had  no 
recurrence  after  cessation  of  treatment.  All  patients 
but  two  responded  to  re-treatment  and  remained  at 
least  80  per  cent  clear  on  intermittent  applications. 

Fifty-five  patients  with  widespread  psoriasis, 
who  were  treated  with  the  corticosteroid  cream  and 
occlusive  dressings,  also  showed  a good  initial  re- 
sponse. The  prolonged  effectiveness,  however, 
was  not  as  good  as  in  the  other  two  groups  of 
patients. 

Except  for  two  patients  with  miliaria  who  devel- 
oped psoriatic  lesions  at  the  site  of  the  miliaria,  all 
complications  cleared  on  temporary  interruption  of 
treatment. 

College  of  Obstetricians  Elects  Rhode  Islanders 
The  American  College  of  Obstetricians  and 
Gynecologists  recently  released  the  names  of  587 
new  Fellows  inducted  into  the  College,  of  whom  the 
following  were  from  Rhode  Island  : Doctors  Joseph 
A.  Tarantino  of  Cranston,  Alvin  G.  Gendreau  of 
North  Providence,  W.  Andrew  Jaworski  of  Paw- 
tucket, Vito  L.  Coppa,  Gene  A.  Croce,  and  Marshall 
A.  Taylor,  all  of  Providence,  and  M.  G.  Freeman 
of  Riverside. 


Wednesday,  June  26 
Golf  Tournament  of  the 
PROVIDENCE  MEDICAL 
ASSOCIATION 
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BOOK  REVIEW 

PEDIATRIC  DIAGNOSIS  by  Morris  Green, 

M.D.  and  Julius  Richmond,  M.D.  Second  edi- 
tion. W.  B.  Saunders  Company,  Phil.,  1962. 
$13.00. 

This  is  a most  exceptional  textbook  of  pediatrics. 
The  authors  look  at  the  child  in  a manner  different 
from  that  of  the  ordinary  textbook  of  pediatrics. 
The  book  is  divided  into  four  sections : ( 1 ) Pedi- 
atric History;  (2)  Physical  examination;  (3) 
Signs  and  Symptoms;  (4)  Health  Supervision. 
Through  signs,  symptoms,  and  age  periods  atten- 
tion is  given  both  to  the  traditional  concern  of 
pediatrics  with  physical  disease  and  its  newer 
interest  in  the  psychological  aspects  of  childhood. 
Along  with  extensive  revisions  of  the  book,  this 
edition  has  new  chapters  on  chest  pain,  delirium, 
dysphagia,  fainting,  headache,  irritability,  and 
vertigo. 

While  the  section  on  history  taking  may  be  the 
shortest — nine  pages — in  length,  the  reviewer  feels 
this  part  offers  the  most  in  value.  Emphasis  is  on 
thoroughness  of  history  taking  and  “scrupulous" 
physical  examination.  In  contrast  to  the  “usual  con- 
cept of  textbooks”  wherein  a single  area  or  disease 
is  completely  documented,  the  authors  separate  the 
basic  elements  of  each  disease  into  three  separate 
sections  and  leave  to  the  reader  the  task  of  fusing 
separate  facts  from  each  section  into  the  completed 
image  of  any  one  pediatric  area  or  disease. 

The  fourth  section  on  health  supervision  adheres 
to  the  regular  textbook  format  more  exactly  than 
the  previous  sections  and  deals  clearly  and  briefly 
with  the  ordinary  but  very  common  problems  of 
childhood  beginning  with  prenatal  considerations, 
through  infancy,  the  school  years,  and  adolescence. 
Although  the  problems  selected  may  appear  rather 
simple  for  the  advanced  pediatrician,  many  an  em- 
barrassing situation  with  the  patient  might  be  better 
resolved  were  one  to  recall  the  excellent  answers 
presented  in  the  book  to  some  of  the  so-called  “every 
day  problems.” 

This  book  is  recommended  to  anyone  interested 
in  child  care  and  childhood  disease.  It  will  stimulate 
the  reader's  approach  to  pediatrics,  including  his 
concept  of  disease  investigation  when  faced  with  a 
specific  pediatric  problem,  as  well  as  sharpen  his 
own  idea  on  how  best  to  review  a subject. 

Peter  L.  Mathieu,  Jr.,  m.d. 
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throughout  the  wide  middle  range  of  pain  — control 

with  one  analgesic  PERCODAN  tablets 

(Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC) 


In  a comprehensive  range  of  indications  marked  by  moderate  to  moderately 
severe  pain,  Percodan  assures  speed,  duration,  and  depth  of  analgesia  by 
the  oral  route...  acts  within  5 to  15  minutes ...  usually  provides  uninterrupted 
relief  for  6 hours  or  longer  with  just  7 tablet ...  rarely  causes  constipation. 


Formula  — Each  scored  yellow  Percodan*  Tablet  contains  4.50  mg.  dihydrohydroxycodeinone  HCI  (Warning:  May  be  habit-forming), 
0.38  dihydrohydroxycodeinone  terephthalate  (Warning:  May  be  habit-forming),  0.38  mg.  homatropine  terephthalate,  224  mg.  acetyl- 
salicylic  acid,  160  mg.  acetophenetidin,  and  32  mg.  caffeine.  Also  available:  Percodan®-Demi,  containing  the  complete  Percodan 
formula  but  with  only  half  the  amount  of  salts  of  dihydrohydroxycodeinone  and  homatropine.  Both  products  are  on  oral  Rx  in  all 
states  where  laws  permit.  Average  Adult  Dose— 1 tablet  every  6 hours.  Side  Effects  and  Contraindications— Al- 
though generally  well  tolerated,  Percodan  may  cause  nausea,  emesis,  or  constipation  in  some  patients.  Percodan 
should  be  used  with  caution  in  patients  with  known  idiosyncrasies  to  acetylsalicylic  acid  or  acetophenetidin  and 
in  those  with  blood  dyscrasias.  Literature  on  request.  ENDO  LABORATORIES  Richmond  Hill  18,  New  York 
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in  dermatoses  amenable  to  topical  steroid  therapy 

METI-DERM 

Prednisolone,  16.6  mg.  in  50  Gm.  container  and  50  mg.  in  150  Gm.  con- 
tainer; in  nonsensitizing  vehicle  — isopropyl  myristate  with  inert  propel- 
lants — trichloromonolluoromethane,  dichlorodifluoromethane. 
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easy  to  carry  and  apply  away  from  home  — no  resi- 
due on  the  skin 

Clinical  Considerations:  in  allergic  dermatoses,  until  the  specific  causa- 
tive agent  is  identified  and  removed  from  the  patient’s  environment,  the 
condition  may  be  expected  to  recur  when  therapy  is  terminated.  If  infec- 
tion is  present,  appropriate  antibacterial  measures  should  be  taken.  METI- 
DERM  (prednisolone)  Aerosol  should  not  be  sprayed  around  the  eyes. 
Contents  of  can  are  not  flammable  but  are  under  pressure.  Containers 
should  be  stored  in  a coo!  place  and  neither  punctured  nor  incinerated. 
For  complete  details,  consult  Schering  literature  available  from  your 
Sobering  Representative  or  Medical  Services  Department,  Schering 
Corporation,  Union,  New  Jersey. 
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THE  WASHINGTON  SCENE 

A Summary  Report  Prepared  by  the  W as  bin  gt  on  Office  of 
the  American  Medical  Association 


Congressional  passage  of  the  Administration’s 
medical  education  bill  appeared  assured  fol- 
lowing a 288-122  vote  of  approval  in  the  House. 
Backers  of  the  bill  predicted  the  Senate  would  pass 
it  overwhelmingly. 

The  key  vote  in  the  House  came  on  the  disputed 
provision  for  a federally-administered  loan  pro- 
gram for  medical  and  other  students.  This  was 
upheld  by  a 188  to  150  tally,  paving  the  way  for 
final  House  approval. 

Although  the  Administration  had  sought  a ten- 
year,  $755  million  program  of  grants  for  the  con- 
struction of  medical  schools  and  for  loans,  the 
House  Commerce  Committee  reduced  the  program 
to  three  years  and  $236  million  in  order  to  give 
Congress  power  to  review  progress  periodically. 

As  approved  by  the  House,  the  bill  calls  for  a 
$175  million  program  of  matching  grants  for  the 
construction,  replacement  and  rehabilitation  of 
schools  for  physicians,  pharmacists,  dentists,  op- 
tometrists, nurses,  and  professional  public  health 
personnel.  Also  in  the  bill  is  a $61  million  loan 
program  for  medical,  dental,  and  osteopathic 
students. 

Student  nurses  also  might  be  eligible  under  a 
provision  giving  the  HEW  Secretary  authority  to 
extend  the  loans  to  other  health  professions  if  there 
is  a shortage  in  a particular  category. 

The  American  Medical  Association  endorsed  the 
construction  feature  of  the  bill  and  opposed  the  loan 
plan  on  grounds  it  “is  not  necessary  since  most  of 
the  demands  are  clearly  being  met  by  privately 
sponsored  programs,’’  including  the  AMA’s  own 
plan. 

Under  the  construction  part  of  the  bill,  medical 
and  allied  schools  would  get  $105  million  in  match- 
ing grants,  dental  schools  would  get  $35  million, 
and  $35  million  would  be  for  renovation  of  exist- 
ing facilities  in  medical  and  allied  schools. 

The  loan  program  provides  individual  loans  not 
exceeding  $2,000  a year.  Interest  would  be  a mini- 
mum of  three  per  cent  or  the  going  federal  interest 
rate,  whichever  is  higher.  A “forgiveness”  feature 
for  part  of  the  loan  for  duty  in  physician  shortage 
areas  or  in  the  armed  services  was  stricken  from  the 
bill  on  the  House  floor. 

* * * 


The  government’s  major  medical  research 
branch,  the  National  Institutes  of  Health,  had  its 
budget  trimmed  slightly  by  the  House,  the  first 
time  in  recent  years  NIH  hasn’t  received  a hefty 
boost  over  the  Administration’s  request. 

The  House  voted  $962.4  million  for  NIH,  $18 
million  less  than  called  for  in  the  budget,  but  still  a 
record  total  and  $31  million  above  this  fiscal  year’s 
sum. 

The  HEW  Department  as  a whole  received 
$5,021,759,000  from  the  House,  $263  million  under 
the  budget  proposal  and  $150  million  less  than 
appropriated  last  year.  Much  of  this  reduction, 
however,  involved  public  assistance  funds  which 
would  have  to  be  restored  if  the  money  is  needed. 

The  Public  Health  Service  had  its  budget  slashed 
$51.8  million,  receiving  a total  of  $1.5  billion. 

Food  and  Drug  Administration  appropriations 
of  $40  million  were  $9  million  less  than  requested 
but  $11  million  more  than  last  year. 

The  Hill-Burton  program  of  hospital  construc- 
tion aid  received  $177.9  million,  almost  as  much  as 
the  request,  but  $48  million  less  than  last  year. 

The  House  Appropriations  Committee  warned 
NIH  in  its  report  to  “exercise  a high  degree  of 
vigilance  that  its  actions  tightening  supervision  of 
research  grants  not  diminish  the  basic  independ- 
ence and  integrity  of  our  institutions  of  higher 
learning  and  the  essential  conditions  of  scientific 
freedom.” 

The  committee  said  it  has  been  concerned  with 
reports  that  steps  taken  by  NIH  “seriously  threaten 
the  freedom  of  scientists  and  that  they  constitute 
evidence  of  federal  control  over  science.” 

Meantime,  a House  Commerce  subcommittee 
headed  by  Rep.  Kenneth  Roberts  (D.,Ala.)  started 
hearings  on  charges  NIH  has  been  lax  in  manage- 
ment of  research  grants  and  funds.  Another  pur- 
pose of  the  hearing  was  to  determine  whether 
Congress  should  keep  a closer  check  on  NIH 
expenditures.  U.  S.  Surgeon  General  Luther  L. 
Terry  told  the  subcommittee  that  most  of  the  criti- 
cism of  the  government’s  medical  research  activities 
was  unjustified.  Dr.  James  Shannon,  head  of  NIH. 
said  50  administrative  steps  have  been  taken  in  the 
past  year  to  make  sure  NIH  money  is  properly 
spent. 


Relieves  Anxiety  and.  Anxious  Depression 


The  outstanding  effectiveness  and  record  of 
safety  with  which  ‘Miltown’  (meprobamate) 
relieves  anxiety  and  anxious  depression  has 
been  clinically  authenticated  time  and  again 
during  the  past  eight  years.  This,  undoubtedly, 
is  one  reason  why  physicians  still  prescribe 
meprobamate  more  than  any  other  tranquilizer 
in  the  world. 

Slight  drowsiness  may  occur  with  meproba- 
mate and,  rarely,  allergic  reactions.  Mepro- 
bamate may  increase  effects  of  excessive 
alcohol.  Use  with  care  in  patients  with  suicidal 
tendencies.  Massive  overdosage  may  produce 
coma,  shock,  vasomotor  and  respiratory  col- 
lapse. Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or 


alcohol  addiction.  Withdraw  gradually  after 
prolonged  use  at  high  dosage. 

Usual  dosage:  1 or  2 400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg. 
sugar-coated  tablets;  bottles  of  50. 


the  original 
meprobamate 

Miltown* 

#; 

WALLACE  LABORATORIES  / Cranbury,  N.J. 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


PROVIDENCE  MEDICAL  ASSOCIATION 

A meeting  of  the  Providence  Medical  Associa- 
tion was  held  at  the  Crown  Hotel,  Providence,  on 
April  24,  1963.  This  meeting  was  a postponed  meet- 
ing from  the  regularly  scheduled  first  Monday  of 
the  month  by  action  of  the  Executive  Committee. 

The  meeting  was  called  to  order  by  Doctor  Harry 
E.  Darrah,  President,  at  8 :40  P.  M. 

Report  of  the  Secretary 

In  the  absence  of  Doctor  William  A.  Reid,  the 
report  of  the  secretary  was  read  by  John  E.  Farrell, 
Sc.D.,  Executive  Secretary  as  follows  : 

“At  a recent  meeting  the  Executive  Committee, 
in  addition  to  reviewing  applications  for  member- 
ship, took  the  following  actions : 

1.  It  approved  of  the  appointment  of  Doctor 
Walter  E.  Hayes  of  Cranston  as  a delegate 
to  the  House  of  Delegates,  and  Doctor  Frank 
Fratantuono  as  Councillor  to  the  Council  of 
the  State  Medical  Society,  to  fill  the  unex- 
pired terms  of  the  late  Doctor  J.  Merrill 
Gibson. 

2.  It  referred  an  inquiry  relating  to  psychiatric 
services  in  the  district  by  a Navy  physician, 
on  a part  time  basis,  to  the  Rhode  Island 
Medical  Society  committee  on  mental  health 
for  an  opinion. 

3.  It  received  a letter  from  the  Veterans  Admin- 
istration Regional  Office  seeking  assistance  in 
securing  a medical  officer  to  serve  on  the  VA 
rating  board.  Any  physician  interested  in  this 
work  should  contact  the  VA  office  directly,  or 
the  executive  office  of  the  state  medical 
society. 

4.  Approval  was  given  for  plans  for  a meeting 
with  members  of  the  General  Assembly  from 
the  Greater  Providence  area  as  a dinner  ses- 
sion at  Johnson’s  Hummocks  Restaurant  on 
March  26th. 

5.  A report  on  plans  for  expansion  of  the  clerical 
staff  of  the  executive  office  of  the  state  med- 
ical society  was  reviewed,  and  a committee 
named  to  work  for  the  Association  in  the 
matter  with  authority  to  appropriate  up  to 
$4,000  towards  the  expense  which  would  in- 
clude assistance  in  handling  Medical  Bureau 
work. 


6.  Approval  was  given  for  the  change  in  date 
of  the  April  meeting  of  the  Association  from 
the  first  Monday  in  the  Month  to  April  24th 
to  permit  membership  participation  in  the 
nationwide  clinical  closed  circuit  television 
program  set  for  that  evening. 

7.  Exploration  of  the  possibility  of  credit  allow- 
ance to  members  of  the  Rhode  Island  Chap- 
ter, American  Academy  of  General  Practice, 
for  the  scientific  meetings  of  the  Providence 
Medical  Association  was  authorized. 

8.  The  Professional  Relations  Committee  was 
authorized  to  conduct  a poll  of  the  member- 
ship relative  to  primary  and  secondary  hos- 
pital affiliations  of  each  member.” 

ACTION : A motion  was  made,  seconded  and 
passed  that  the  report  of  the  secretary  and  the 
actions  noted  therein  be  approved. 

Applications  for  Membership 

Doctor  Darrah  reported  that  the  Executive  Com- 
mittee recommends  for  election  to  active  member- 
ship in  the  Association  the  following  physicians  : 
Victor  R.  Formisano 
Guy  A.  Geffroy 
John  C.  Ivaramanos 
Martin  H.  Triedman 
Eugene  M.  Joly 
E.  Franklin  Hall 
Frank  D’ Alessandro 
John  B.  Montgomery 

Doctor  Darrah  also  reported  that  the  application 
for  membership  of  Paul  Joseph  Conley,  M.D.,  had 
been  received.  He  stated  that  if  the  Association 
approved  of  his  election  it  would  be  cleared  when 
all  the  necessary  reference  letters  had  been  received 
by  the  Executive  Office. 

ACTION : On  a voice  vote  all  the  applications 
recommended  for  active  membership  including 
Doctor  Conley’s  were  approved. 

Announcements  by  the  President 

Doctor  Darrah  urged  all  the  members  of  the 
Association  to  attend  the  Annual  Meeting  of  the 
Rhode  Island  Medical  Society  at  the  Marvel  Gym- 
nasium on  May  8th  and  9th. 

He  also  announced  that  the  Association’s  Annual 
Dinner  and  Golf  Tournament  would  be  held  at  the 
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In  each  Tablet,  Capsule  In  each 

or  5 cc.  Elixir  Extentab 

0.1037  mg hyoscyamine  sulfate  0.3111  mg. 

0.0194  mg atropine  sulfate 0.0582  mg. 


0.0065  mg hyoscine  hydrobromide  0.0195  mg. 

16.2  mg.  ( lA  gr.)  phenobarbital  ...(%  gr.)  48.6  mg. 

(Warning:  May  be  habit  forming) 

Prescribed  by  more  physicians  than  any  other 
antispasmodic— well  over  5 billion  doses! 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 


Outstanding  effectiveness  in  clinical  usage— 
plus  freedom  from  the  risk  of  serious  side 
effects  — are  the  compelling  reasons  why 
Donnatal  has  maintained  its  pre-eminent 
position  as  a smooth  muscle  relaxant  through 
the  years. 

Over  5 billion  doses  have  been  administered 
since  its  introduction  ...  impressive  evidence 
of  professional  confidence  in  the  clinically  re- 
ported benefits  provided  by  Donnatal: 

• excellent  results  in  a wide  range  of 
visceral  disorders1'6 

• well  tolerated1'6 

• convenient  dosage  forms1-3 * * 

• uniform  composition1-3 

• stability1-3 

• economy1-3 

Donnatal  is  indicated  in  recurring,  persistent 
or  chronic  visceral  spasm,  as  in:  peptic  ulcer, 
pylorospasm,  irritable  stomach  and  colon, 

nervous  indigestion,  dysmenorrhea,  nausea 
of  pregnancy,  motion  sickness,  nocturnal 
enuresis,  mucous  colitis  and  diarrhea. 

No  serious  toxic  reactions  are  to  be  antici- 
pated. Dryness  of  the  mouth,  blurred  vision, 
difficult  urination,  and  flushing  and  dryness 
of  the  skin  may  occur  with  excessive  and  pro- 
longed dosage,  but  promptly  disappear  with 
reduction  in  dosage. 

Donnatal  is  contraindicated  in  acute  glau- 
coma, advanced  hepatic  or  renal  disease,  and 
known  or  suspected  idiosyncrasy  to  any  of  its 
components.  Patients  with  incipient  glaucoma 
or  urinary  bladder  neck  obstruction  must  be 
treated  with  care,  as  with  any  preparation 
containing  a parasympathetic  depressant. 

REFERENCES:  1.  Barden,  F.W.,  Hill,  P.S.,  Mahaney, 
W.F.,  and  Cuneo,  K.J.:  J.  Maine  M.A.  45:11,  1954. 

2.  Chaput,  Y.,  and  Baillargeon,  J.:  L'Union  med.  du 

Can.  86:205,  1957.  3.  Hock,  C.W.:  Clin.  Med.  8:1932, 

1961.  4.  Kiistein,  R.I.:  Rev.  Gastroenterol.  14:171, 
1947.  5.  Marks,  L.:  Am.  J.  Gastroenterol.  27:180, 

1957.  6.  Wharton,  G.K.,  Balfour,  D.C.,  Jr.,  and 

Osmon,  K.L:  Postgrad.  Med.  21:406,  1957. 


This  one  at  Spirit  Lake,  Washington. 
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THE  RHODE  ISLAND  MEDICAL  SOCIETY 

Appointed  Committees  — 1963-1964 


Advisory  Committee  to  R.I.  Chapter , 
American  Physical  Therapy  Association 
Louis  Sage,  M.D.,  Chairman 
Eric  Denhoff,  M.D. 

Joseph  H.  Dwindle,  M.D. 

Committee  on  Aging 

Richard  Kraemer,  M.D.,  Chairman  (Kent ) 
Edward  Asprinio,  M.D.  (Kent) 

Alex  Burgess,  Sr.,  M.D. 

Charles  D.  Charon,  M.D.  (Woon.) 

Robert  W.  Drew,  M.D.  (Bristol) 

Janis  Gailitis,  M.D.  (Newport) 

John  F.  W.  Gilman,  M.D. 

Joseph  G.  McWilliams,  M.D. 

Rudy  K.  Meiselman,  M.D. 

Mark  A.  Yessian,  M.D. 

Advisory  Committee  to  Woman’s  Auxiliary 
Ernest  K.  Landsteiner,  M.D.,  Chairman 
Arthur  E.  Hardy,  M.D.  (Kent) 

Earl  J.  Mara,  M.D.  (Pawt.) 

Samuel  Nathans,  M.D.  (Wash.) 

Blood  Bank  Committee 

Enold  H.  Dahlquist,  M.D.,  Chairman 

Salvatore  R.  Allegra,  M.D. 

George  W.  Anderson,  M.D. 

Jacob  Dyckman,  M.D. 

Leroy  W.  Falkinburg,  M.D. 

Herbert  Fanger,  M.D. 

Joseph  Hansagi,  M.D.  (Kent) 

Stephen  J.  Hoye,  M.D.  (Pawt.) 

John  M.  Malone,  M.D.  (Newport) 

William  A.  McDonnell,  M.D. 

Gary  Paparo,  M.D.  (Pawt.) 

Richard  Singer,  M.D.  (Wash.) 

Cancer  Committee 

George  V.  Coleman,  M.D.,  Chairman 
Richard  R.  Dyer,  M.D.  (Kent) 

Herbert  Fanger,  M.D. 

J.  Merrill  Gibson,  Jr.,  M.D.  (Wash.) 
Stephen  J.  Hoye,  M.D.  (Pawt.) 

Simon  G.  Lenzner,  M.D. 

Louis  A.  Leone,  M.D. 

Henry  C.  McDuff,  Jr.,  M.D. 

Thomas  Murphy,  M.D. 

Gary  Paparo,  M.D.  (Pawt.) 

George  W.  Waterman,  M.D. 


Child-School  Health  Committee 

Rudolph  A.  Jaworski,  M.D.,  Chairman  (Pawt.) 

Lewis  Abramson,  M.D.  (Newport ) 

John  T.  Barrett,  M.D. 

Briand  Beaudin,  M.D.  (Kent) 

Oscar  Dashef,  M.D.  (Woon.) 

John  E.  Farley,  M.D. 

Herbert  F.  Hager,  M.D. 

William  L.  Leet,  M.D. 

Robert  M.  Lord,  Jr.,  M.D. 

Betty  Mathieu,  M.D. 

Raul  Nodarse,  M.D. 

Neida  Q.  Ogden,  M.D.  (Wash.) 

Frederick  A.  Peirce,  M.D.  (Newport) 

William  P.  Shields,  M.D. 

Wilson  LTter,  M.D. 

Diabetes  Committee 

William  L.  Leet,  M.D.,  Chairman 

Rocco  Abbate,  M.D.  (Kent) 

Ira  Anjoorian,  M.D. 

John  M.  Bleyer,  M.D.  (Pawt.) 

Anthony  Caputi,  M.D.  (Newport) 

Alton  Curran,  M.D. 

Charles  Does,  M.D. 

Peter  Erinakes,  M.D.  (Kent) 

Russell  P.  Hager,  M.D.  (Kent) 

Louis  I.  Kramer,  M.D. 

Bias  Moreno,  M.D.  (Pawt.) 

Thomas  Murphy,  M.D. 

Alton  M.  Pauli,  M.D.  (Pawt.) 

Amy  Russell,  M.D. 

Robert  F.  Spencer,  M.D. 

Albert  F.  Tetreault,  M.D. 

Disability  Compensation  Committee 
Richard  P.  Sexton,  M.D.,  Chairman 
E.  Arthur  Catullo,  M.D. 

Oswald  Cinquegrana,  M.D. 

Joseph  N.  Corsello,  M.D. 

Thomas  J.  Dolan,  M.D. 

John  J.  Donnelly,  M.D. 

Henry  Fletcher,  M.D. 

Joseph  C.  Johnston,  M.D. 

Americo  A.  Savastano,  M.D. 

Bencel  Schiff,  M.D.  (Pawt.) 

Stanley  Sprague,  M.D.  (Pawt.) 

Anthony  Verrone,  M.D. 

Joseph  E.  Wittig,  M.D.  (Kent) 
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For  dramatic  restoration 

WINSTROL 

brand  of  STANOZOLOL 

Oral  anabolic  therapy  with  this  new 
physiotonic  helps  restore  the  patienVs: 
positive  protein  metabolism; 
confidence,  alertness  and 
sense  of  well-being . 

WINSTROL  (stanozolol/Winthrop),  a heterocyclic 
steroid,  combines  highest  potency*  with  outstand- 
ing tolerance,  stimulates  appetite  and  promotes 
weight  gain  . . . restores  a positive  metabolic  bal- 
ance. It  counteracts  the  catabolic  effects  of 
concomitant  corticosteroid  or  ACTH  therapy. 
WINSTROL  (stanozolol/Winthrop)  rebuilds  body 
tissue  while  it  builds  strength,  confidence  and  a 
sense  of  well-being  in  conditions  associated  with 
excess  protein  breakdown,  insufficient  protein  in- 
take and  inadequate  nitrogen  and  mineral  retention. 
Side  Effects  and  Precautions:  Prolonged  ad- 
ministration can  produce  mild  hirsutism,  acne  or 
voice  change.  In  an  occasional  patient,  edema  has 
been  observed  and  in  young  women  the  menstrual 
periods  have  been  milder  and  shorter.  These  side 
effects  are  reversible,  and  patients  receiving  pro- 
longed treatment  should  be  examined  and  ques- 
tioned periodically  so  that,  should  side  effects 
appear,  the  dosage  may  be  reduced  or  adminis- 
tration of  the  drug  discontinued  for  a time. 

In  patients  with  impaired  cardiac  and  renal  func- 
tion, there  is  the  possibility  of  sodium  and  water 
retention.  Liver  function  tests  may  reveal  an 
increase  in  bromsulphalein  retention,  particularly 
in  elderly  patients.  In  such  cases,  therapy  should 
be  discontinued.  Although  it  has  been  used  in 
patients  with  cancer  of  the  prostate,  its  mild  andro- 
genic activity  is  considered  by  some  investigators 
to  be  a contraindication. 

Dosage:  Usual  adult  dose,  1 tablet  t.i.d.  before  or 
with  meals;  young  women,  1 tablet  b.i.d.;  children 
(school  age):  up  to  1 tablet  t.i.d.;  children  (pre- 
school age):  V2  tablet  b.i.d.  Available  as  scored 
tablets  of  2 mg.  in  bottles  of  100.  For  best  results, 
administer  with  a high  protein  diet. 

Rx  WINSTROL  *AN,MALDATA 

(stanozolol/Winthrop)  whenever 
anabolic  therapy  is  indicated 

W/ntihrop 


Winthrop  Laboratories,  New  York  18,  New  York 
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Perinatal  Mortality  Committee 

Bertram  H.  Buxton,  M.D.,  Chairman 
George  Anderson,  M.D.,  Vice-Chairman 
D.  William  J.  Bell,  M.D. 

John  Carney,  M.D.  (Newport) 

Vito  Coppa,  M.D. 

Francis  V.  Corrigan,  M.D. 

Stanley  Davies,  M.D.  (Kent) 

Eric  Denhoff,  M.D. 

Ernest  L.  Dupre,  M.D.  (Woon.) 

Herbert  Ebner,  M.D. 

John  P.  Grady,  M.D. 

Thomas  F.  Head,  M.D. 

Gilbert  Houston,  M.D.  (Kent) 

William  A.  McIntyre,  M.D. 

Neida  Q.  Ogden,  M.D. 

William  A.  Reid,  M.D. 

Henry  E.  Turner,  M.D.  (Pawt.) 

Maternal  Health  Committee 

Stanley  Davies,  M.D.,  Chairman  (Kent) 
Harold  L.  Beddoe,  M.D. 

J.  Kenneth  Beezer,  M.D. 

Bertram  H.  Buxton,  Jr.,  M.D. 

John  E.  Carey,  M.D.  (Newport) 

Francis  V.  Corrigan,  M.D. 

Guyon  Dupre,  M.D.  (Woon.) 

Walter  R.  Durkin,  M.D. 

Herbert  Ebner,  M.D. 

Louis  J.  Fuhrmann,  M.D. 

Louis  A.  LaPere,  M.D.  (Wash.) 

William  J.  MacDonald,  M.D. 

William  A.  Reid,  M.D. 

Frederic  W.  Ripley,  M.D. 

Henry  E.  Turner,  M.D.  (Pawt.) 

Committee  on  Medical  Aspects  of  Sports 

Americo  A.  Savastano,  M.D.,  Chairman 
G.  Edward  Crane,  M.D. 

Joseph  Donahue,  M.D. 

Warren  W.  Francis,  M.D. 

Gilbert  Houston,  M.D.  (Kent) 

William  J.  Schwab,  M.D. 

Salvatore  Turco,  M.D.  (Wash.) 

Science  Pair  Committee 

Leland  L.  Jones,  M.D.,  Chairman 
Louis  A.  Leone,  M.D. 

Clarence  Soderberg,  M.D. 

Lester  L.  Vargas,  M.D. 


Disaster  Committee 

Francis  E.  Hanley,  M.D.,  Chairman  (Pawt.) 
Vincent  A.  Cianci,  M.D. 

G.  Edward  Crane,  M.D. 

Joseph  E.  Donahue,  M.D. 

Robert  W.  Drew,  M.D.  (Bristol) 

Duncan  Ferguson,  M.D.  (Pawt.) 

Stanley  Freedman,  M.D. 

John  B.  Lawlor,  M.D. 

Henry  Litchman,  M.D. 

William  A.  McDonnell,  M.D. 

James  B.  Moran,  M.D. 

Philip  J.  Morrison,  M.D.  (Woon.) 

Frank  A.  Racioppi,  M.D.  (Kent) 

Joseph  L.  Ruisi,  M.D.  (Wash.) 

Alfred  Tartaglio,  M.D.  (Newport) 

Mental  Health  Committee 

Harold  W.  Williams,  M.D.,  Chairman 
Walter  Cotter,  M.D. 

John  E.  Farley,  M.D. 

David  J.  Fish,  M.D. 

Charles  C.  Goodman,  M.D. 

Kieran  W.  Hennessey,  M.D.  (Pawt.) 
Maurice  Laufer,  M.D. 

James  McGrath,  M.D.  (Wash.) 

Joel  Ordaz,  M.D. 

Hugo  Taussig,  M.D. 

Joseph  Wittig,  M.D.  (Kent) 

Joseph  S.  Zucker,  M.D. 

Medical  Advisory  Committee  to 
National  Foundation 

Raymond  L.  Trott,  M.D.,  Chairman 
Thomas  L.  Greason,  M.D. 

Clara  L.  Smith,  M.D. 

Social  Welfare  Committee 

Peter  L.  Mathieu,  Jr.,  M.D.,  Chairman 
Anacleto  Berrillo,  M.D. 

Paulo  A.  Botelho,  M.D.  (Bristol) 

Joseph  Dowling,  Jr.,  M.D. 

Donald  P.  Fitzpatrick,  M.D. 

Henry  W.  Joyce,  M.D. 

Russell  P.  Hager,  M.D.  (Kent) 

Sze  K.  Kaan,  M.D.  (Kent) 

Earl  J.  Mara,  M.D.  (Pawt.) 

Gustavo  A.  Motta,  M.D. 

Samuel  Nathans,  M.D.  (Wash.) 
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THE  MEDICAL  SOCIETY  AND  THE  COMMUNITY  * 

Arthur  E.  Hardy,  m.d. 


The  Author.  Arthur  E.  Hardy,  M.D.,  of  Warwick, 
R.I.  President,  1962-63 , The  Rhode  Island  Medical 
Society. 


A year  ago  the  Rhode  Island  Medical  Society 
completed  its  one  hundred  and  fiftieth  year  of 
continuous  operation  in  the  interests  of  better 
health  for  the  citizens  of  this  state.  Our  historians 
had  ample  material  to  draw  upon  as  they  related 
the  achievements  of  this  — the  eighth  oldest  state 
medical  association  in  the  nation.  The  past  provides 
us  with  the  experienced  viewpoint,  with  the  knowl- 
edge of  what  was  done  that  was  right,  and  what  was 
attempted  that  had  fault.  We  build  on  the  past ; 
we  do  not  live  in  it. 

Therefore,  in  this  year  of  1963  the  Rhode  Island 
Medical  Society  looks  forward  to  a new  and  in- 
creasing role  in  the  affairs  of  our  community,  and 
I think  we  have  made  an  outstanding  record  in  our 
first  months  in  this  new  era. 

We  are  mindful  of  the  Exposition  of  Health 
Progress  that  the  Society  staged  at  the  state  armory 
in  Providence  last  Spring  which  attracted  an  audi- 
ence of  more  than  eighty  thousand  persons  to  view 
the  medical  and  health  displays  easily  understood 
by  the  non-medical  person.  We  are  mindful  of  the 
excellent  cooperation  of  our  membership  in  staffing 
this  Exposition,  and  of  their  enthusiastic  response 
to  our  request  for  financial  aid  to  pay  the  cost  of 
such  an  expensive  venture.  Our  cause  was  one  of 
sound  health  education  by  this  event,  and  there  is 
no  doubt  in  the  mind  of  any  of  us  that  our  effort 
was  a great  success. 

At  our  annual  meeting  last  May  we  invited 
Doctor  Albert  Sabin  to  come  here  and  tell  us  about 
his  oral  vaccine  discovery  and  how  it  might  be 
utilized  to  eliminate  the  threat  of  poliomyelitis.  We 
not  only  heard  an  outstanding  physician,  we  did 
something  about  the  recommendations  he  advanced. 
Our  Child-School  Health  Committee  was  assigned 
the  task  to  investigate  and  determine  whether  a 
mass  oral  polio  program  could  be  carried  out  in 
Rhode  Island.  The  Committee  reported  that  the 
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project  was  possible,  but  that  it  was  one  of  a mag- 
nitude that  would  require  an  all-out  community 
effort.  The  Council  and  the  House  of  Delegates  of 
the  Society  accepted  the  challenge,  and  with  the 
superb  assistance  of  the  Rhode  Island  State  Depart- 
ment of  Health  moved  ahead  with  plans  for  the 
March  3 and  April  21  mass  clinics  which  have 
made  Rhode  Island  the  first  state  in  the  nation  to 
immunize  its  population  against  this  disease. 

These  two  achievements  have  been  dramatic. 
They  were  done  on  a large  scale,  and  with  the  full 
glare  of  publicity  generated  by  an  interested  and 
cooperative  communications  media.  The  Society 
has  been  cited  for  its  leadership  and  its  initiative  in 
promoting  these  events,  and  we  are  both  proud  and 
grateful  also  to  those  who  have  aided  us  in  our 
efforts  and  to  those  who  have  commended  us. 

Demands  on  the  Physician 

But  while  these  major  activities  win  wide  acclaim, 
I would  like  to  bring  into  view  some  of  the  other 
community  and  Society  activities  that  are  in 
progress  year  round,  and  the  wonderful  voluntary 
service  of  members  of  the  medical  profession  who 
give  freely  of  their  limited  leisure  time  to  serve  on 
our  many  committees  that  seek  to  improve  the 
health  and  welfare  of  all  of  us. 

The  increasing  demand  upon  the  physician  to 
keep  abreast  of  medical  science  has  taken  its  toll 
upon  his  time  and  enthusiasm  for  other  activities, 
whether  in  his  local  community,  with  civic  organ- 
izations, or  even  within  the  medical  societv  itself. 
Today  when  the  busy  doctor  engages  in  his  daily 
round  of  the  care  of  the  sick  and  disabled,  his 
evenings  often  are  given  to  attendance  at  medical 
lectures,  and  his  planned  free  time  is  invaded  by 
demands  that  he  attend  postgraduate  courses  or 
medical  meetings  outside  the  state.  Yet  he  still 
encounters  many  requests  from  within  the  Profes- 
sion, as  well  as  from  the  community,  to  assist  in 
the  ever  increasing  number  of  problems  involving 
health  services.  That  our  physicians  accomplish  as 
much  as  they  do  in  community  service  is  a source 
of  amazement  to  any  of  us  who  serve  as  officers  of 
this  medical  society  and  have  the  opportunity  to 
view  the  overall  program  of  activities  that  is  under- 
taken. 
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To  recite  in  detail  the  “unsung”  and  certainly 
unpublicized  work  of  all  our  committees  would  pro- 
vide an  interesting  documentary  of  Medicine’s  role 
in  the  community.  I will  not  attempt  any  such 
recital  today,  but  I will  highlight  for  you  some  of 
the  projects  that  are  carried  on,  undoubtedly  with 
the  public  in  general  little  aware  of  them. 

Mental  Health  and  Aid  to  Aged 

Take  for  example  two  of  the  subjects  that  are 
claiming  the  most  attention  currently  — mental 
health  and  assistance  with  the  medical  expense  for 
our  elder  citizens. 

Our  very  active  committee  on  mental  health  has 
for  years  kept  abreast  of  changes  and  it  has  con- 
sistently championed  and  aided  studies  for  the  im- 
provement of  facilities,  programs  and  individual 
care  for  persons  suffering  from  mental  illnesses. 
The  committee  has  been  alert  to  the  developments 
in  our  state  institutions,  and  it  has  been  consultant 
to  the  state  department  of  social  welfare  on  many 
of  the  problems  that  have  arisen  from  time  to  time. 
We  have  sent  representatives  to  national  confer- 
ences on  mental  health  in  order  that  they  may  be 
better  equipped  to  inform  us  and  to  give  guidance 
to  nonmedical  personnel  engaged  in  mental  health 
programs.  Our  committee  has  within  the  year  in- 
vited public  representatives  to  serve  with  it  as  an 
auxiliary  group,  and  this  is  a commendable  step  to 
broaden  the  viewpoint  of  all  concerned  and  thereby 
develop  recommendations  on  a true  community 
basis. 

The  health  care  of  the  aged  has  been  highly- 
publicized  more  as  a political  struggle  than  as  a 
constructive  program  to  meet  a known  need.  Our 
committees  on  aging,  on  social  welfare,  and  on 
medical  economics,  as  well  as  our  Physicians  Serv- 
ice board  of  directors,  have  all  contributed  to  the 
studies  locally  on  the  best  ways  to  help  Rhode 
Islanders  in  particular.  Our  Physicians  Service 
program  has  the  highest  percentage  of  enrollment 
of  any  state  for  elder  citizens  and  Blue  Cross 
shares  an  equal  position  as  regards  hospitalization 
coverage. 

We  have  an  outstanding  public  assistance  med- 
ical aid  plan  that  the  physicians  have  supported 
completely  by  accepting  the  reduced  fees  offered. 
In  addition,  the  state  department  of  social  welfare 
has  reported  free  care  annually  by  physicians 
approximating  three  quarters  of  a million  dollars. 

We  have  urged  adoption  of  a phase  of  the  fed- 
eral Kerr-Mills  law  and  Governor  Chafee  has  rec- 
ommended implementation  of  the  law  to  our 
General  Assembly.  We  are  concerned  that  the  best 
possible  care  be  given  every  old-aged  person,  and 
we  look  askance  at  political  maneuverings,  local 
and  federal,  that  seek  to  foster  legislation  that  may 
provide  more  political  prestige  and  power  to  its 
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advocates  than  good  health  programs  for  the 
recipients. 

Diabetes,  Maternal  Mortality, 

Highway  Safety,  Disaster  Plans 

For  years  the  Society,  through  its  Committee  on 
Diabetes,  and  with  the  aid  of  other  community 
groups,  has  sponsored  a diabetes  detection  week  to 
alert  the  public  to  control  of  this  illness.  The  com- 
mittee has  staged  diabetes  Fairs,  and  at  the  1962 
event  more  than  a thousand  persons  were  tested 
of  whom  the  diagnosis  of  diabetes  was  established 
in  12  for  the  first  time. 

To  work  in  conjunction  with  our  maternal  mor- 
tality committee,  which  has  done  an  outstanding 
educational  work  for  many  years  in  the  investiga- 
tion, review  and  report  on  every  maternal  death  in 
the  state,  we  have  established  a perinatal  mortality 
committee.  By  such  activity  the  incidence  of  mor- 
tality at  the  time  of  birth  has  been  reduced  to  the 
lowest  in  the  country. 

The  battle  to  halt  death  on  our  highways  is  very 
much  the  concern  of  our  Society,  and  for  years  our 
highway  safety  committee  has  sought  ways  to  pre- 
vent traffic  fatilities  and  disabilities.  In  1960  the 
Motor  Vehicle  Department  cited  the  Society  and 
its  Medical  Advisory  Committee  for  its  “outstand- 
ing contributions  to  driver  improvement  and  reha- 
bilitation in  Rhode  Island.” 

And  although  the  public  has  been  most  apathetic 
to  civil  defense  planning  in  recent  years,  our  com- 
mittees on  disaster  has  never  ceased  to  be  concerned 
with  preparations  in  the  event  of  a community  dis- 
aster. This  past  year  re-evaluations  of  the  hospital 
disaster  programs  have  been  initiated,  conferences 
have  been  held  with  local  and  national  civilian 
defense  authorities,  and  blue  prints  for  assignments 
in  the  event  of  a catastrophe  are  being  re-drafted  to 
cope  with  current  thinking  on  such  problems. 

Health  Insurance 

The  tremendous  success  of  our  voluntary  sur- 
gical-medical insurance  program  has  been  due  in 
great  measure  to  the  interest  of  all  our  delete  mem- 
bership in  the  Physicians  Service  plan  to  the  extent 
that  they  have  underwritten  its  financial  operation 
by  becoming  participating  physicians,  and  by  the 
willingness  of  the  various  study  committees,  and 
directors,  to  give  freely  of  their  time  and  talents 
to  make  the  contracts  offered  to  the  public  the  most 
comprehensive  possible  at  the  premium  cost  within 
the  financial  range  of  all  persons. 

Naturally,  with  our  activity  in  the  health  insur- 
ance field  through  our  Physicians  Service  plan  we 
have  increased  our  problems  in  public  relations,  and 
I commend  to  you  the  outstanding  and  devoted 
work  of  the  Mediation  committee  which  meets 
regularly  to  investigate  any  and  all  complaints 
against  physicians,  whatever  the  reason  for  criti- 


311 


june,  1963 

cism.  Their  impartial,  honest  interpretation  of 
complaints,  and  their  efforts  to  correct  misunder- 
standings between  the  public  and  members  of  the 
Society  is  one  of  the  most  time-consuming  and 
thankless  tasks  we  impose  on  any  committee. 

These  are  merely  some  of  the  highlights  of  our 
action,  briefly  noted.  We  also  have  committees  that 
serve  as  advisory  to  such  groups  as  the  department 
of  employment  security,  the  National  Foundation, 
the  General  Assembly  on  the  views  of  the  Profes- 
sion on  proposed  health  legislation,  the  state  social 
welfare  department,  and  with  school  departments 
as  well  as  agencies  involved  in  health  and  welfare 
work  throughout  the  state. 

The  Medical  Library 

For  the  student,  the  teacher,  the  professional  man 
in  all  health  fields,  we  maintain  one  of  the  finest 
medical  libraries  in  the  country.  Our  membership 
bears  the  entire  financial  cost  of  the  maintenance 
of  this  fine  building  which  would  cost  the  state  of 
Rhode  Island  at  least  a million  dollars  to  duplicate. 
Yet  we  have  not  retained  the  library  for  ourselves 
alone ; on  the  contrary  we  have  always  made  the 
library  available  to  the  public,  and  its  doors  are 
open  to  any  interested  reader  daily  from  8 :30  a.m. 
to  4:30  p.m.  This  is  an  outstanding  community 
service  by  the  Medical  Profession  which  is  certainly 
appreciated  by  those  who  use  it. 

Looking  to  the  Future 

As  we  contemplate  the  future  we  foresee  that  our 
task  must  ever  enlarge,  and  we  must  accept  new 
and  even  greater  community  responsibilities.  The 
increasing  intervention  of  the  federal  government 
through  federal  regulations  is  a matter  of  concern 
to  all  of  us.  The  actions  of  our  own  state  legislators 
in  proposing  measures  that  would  weaken  the 
Physicians  Service  program  which  we  developed 
in  the  interest  of  the  public  generally,  and  in  fail- 
ing to  understand  fully  the  implications  of  some  of 
the  health  law  bills  presented  annually,  are  of  equal 
concern. 

As  educated  members  of  our  community  we  of 
the  medical  profession  now  see  more  clearly  than 
ever  before  the  need  for  us  to  take  an  active  and 
interested  position  in  political  life  in  our  commu- 
nity. Our  duty  as  citizens  and  as  potential  leaders 
in  the  communities  in  which  we  live  leaves  us  no 
alternative.  And  our  interest  must  go  beyond  health 
legislation,  and  concern  itself  with  the  legislative 
issues  that  affect  the  entire  economy  and  progress 
of  our  state  and  nation. 

As  evidence  of  the  type  of  action  I foresee.  I point 
to  the  Society’s  decision  to  hold  conferences  to  seek 
answers  to  the  criticism  that  workmen's  compensa- 
tion costs  in  this  area  are  unjustifiably  higher  than 
in  other  states.  Better  experts  than  we  have  studied 
this  problem,  and  several  state  commissions  have 


presented  voluminous  reports  on  the  subject,  but 
the  situation  reportedly  has  not  improved.  We  may 
not  fare  any  better  than  the  others  who  have  tackled 
the  issue,  but  we  are  willing  to  try,  and  we  will  not 
rest  until  we  find  some  conclusive  answers,  at  least 
as  regards  medical  cost. 

Doctors  historically  have  been  reluctant  to  seek 
or  even  accept  publicity  for  their  work.  This  same 
attitude  adopted  by  the  individual  physician  carries 
over  into  his  collective  Society  policies.  The  activi- 
ties I have  cited  today  are  not  presented  to  win 
commendation ; rather  they  are  mentioned  as  an 
indication  to  the  members  of  this  Society  that  we 
have  a live,  vital  organization  that  is  playing  a 
major  role  in  the  community  in  which  we  live. 

\Ye  still  maintain  that  actions  speak  louder  than 
words,  and  to  paraphrase  the  words  of  George 
Bernard  Shaw  — 

“We  dread  success.  To  have  succeeded  is  to 
have  finished  one’s  business  on  earth.  . . . 
We  like  a state  of  continual  becoming,  with 
a goal  in  front  and  not  behind.” 
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Metacomet  Golf  Club  in  East  Providence  on 
Wednesday,  June  26th. 

Scientific  Program 

Doctor  Darrah  noted  that  in  view  of  the  out- 
standing nationwide  closed  circuit  telecast  for  phy- 
sicians prepared  by  the  A.  H.  Robins  Company, 
the  Executive  Committee  had  voted  to  hold  the 
April  meeting  of  the  Association  on  April  24th  to 
take  advantage  of  this  fine  program.  A copy  of  the 
program  is  made  part  of  the  official  minutes  of  the 
meeting. 

Attendance  was  approximately  154  including 
approximately  96  Providence  Medical  Association 
members. 

Respectfully  submitted : 

John  E.  Farrell,  Sc.D.,  Executive  Secretary 
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Medicine  Around  the  World  . . . 

TRAINING  EXPERIENCE  IN  TROPICAL  DISEASES 

IN  CENTRAL  AMERICA 

Robert  I.  Krasner,  ph.d. 


The  Author.  Robert  I.  Krasner , Ph.D.,  Associate  Pro- 
fessor, Department  of  Biology,  Providence  College, 
Providence,  R.  I. 


npHis  report  is  based  on  a 60-day  experience  in 
Central  America  as  a Participant  in  the  Loui- 
siana State  University  (LSU)  School  of  Medicine 
Interamerican  Training  Program  in  Tropical  Med- 
icine. It  is  not  intended  as  a medical  paper  on  trop- 
ical diseases,  but  rather  it  is  an  attempt  to  describe 
some  of  the  major  public  health  problems  as  they 
were  presented  to  me  and  in  relation  to  their  under- 
lying socio-economic  factors.  Panama  and  Mexico 
are  not,  strictly  speaking,  a part  of  Central  Amer- 
ica, but,  for  the  sake  of  convenience,  I will  use 
“Central  America”  in  an  inclusive  sense.  The  LSU 
program  was  established  in  1954  under  the  auspices 
of  the  China  Medical  Board  of  New  York  and  is 
now  financed  by  the  U.  S.  Public  Health  Service. 
It  is  the  result  of  an  increasing  awareness  on  the 
part  of  the  American  Government  since  World  War 
II  for  the  necessity  of  understanding  and  assisting 
other  countries  with  regards  to  public  health  prob- 
lems. Increased  travel,  economic  exchange,  political 
factors,  and  military  reasons  have  contributed  to 
this  attitude. 

My  participation  in  the  program  began  on  Janu- 
ary 3,  1962  when  I reported  to  Louisiana  State 
University  School  of  Medicine  to  begin  a three  day 
concentrated  orientation  in  preparation  for  a visit 
to  Panama,  Costa  Rica,  El  Salvador,  Guatemala, 
and  Mexico  as  one  of  a group  of  five  participants. 
The  orientation  stressed  parasitic  diseases  and  mal- 
nutrition and  emphasized  public  health  rather  than 
clinical  aspects.  Our  teachers  were  biologists  and 
physicians  with  considerable  practical  experience 
in  tropical  medicine. 

One  day  was  spent  at  the  U.  S.  Public  Health 
Service  Leprosy  Hospital  in  Carville,  Louisiana, 
the  only  hospital  of  its  kind  in  the  United  States. 
It  is  a free  hospital  and  attendance  is  voluntary ; 
patients  are  free  to  leave  at  any  time.  Contrary  to 
popular  opinion,  leprosy  is  only  mildly  contagious  ; 
long  periods  of  close  contact  with  a patient  are  nec- 
essary to  establish  the  disease.  Leprosy  is  widely 
distributed  throughout  most  of  Asia  and  Equa- 


torial Africa,  and  has  become  established  in  the 
Western  Hemisphere;  it  is  estimated  that  over  a 
million  people  have  the  disease.  Cases  in  the  United 
States  are  concentrated  in  Florida,  Louisiana, 
Texas,  and  California.  Although  there  is  no  known 
cure  for  this  disease,  drug  therapy  is  available 
which,  in  most  cases,  brings  about  an  arrest  of  the 
active  disease  state  and  greatly  minimizes  perma- 
nent and  disabling  damage  and  disfiguration.  The 
concept  followed  at  Carville  and  other  modern  lep- 
rosy hospitals  is  to  return  the  patient  to  his  home 
as  soon  as  possible  as  an  inactive  case.  Home  treat- 
ment with  drugs  is  now  practical.  Education  of  the 
public  to  remove  the  stigma  and  fear  associated  with 
leprosy  remains  a big  problem. 

Visit  to  Panama 

On  January  6 we  flew  to  Panama ; this  was  a 
6-hour  flight  with  a stop  in  Mexico  and  in  Guate- 
mala. The  average  temperature  during  our  stay  was 
85-92  °F.  with  a high  humidity  that  took  some  get- 
ting accustomed  to.  Fortunately,  siesta  time  is  a 
well-established  custom  during  the  hottest  part  of 
the  day.  Our  base  of  operation  for  the  next  eight 
days  was  the  Gorgas  Memorial  Laboratory  in 
Panama  City,  named  after  Major  General  William 
Crawford  Gorgas,  U.  S.  Army,  who  so  brilliantly 
virtually  eradicated  yellow  fever  from  Panama 
where  it  had  existed  for  over  400  years.  Gorgas’s 
work  made  possible  the  building  of  the  Panama 
Canal.  Originally,  a French  construction  company 
had  started  to  build  the  canal,  but  was  forced  to 
abandon  the  project  due  to  the  high  death  rate 
among  the  workers  from  yellow  fever  and  malaria. 
Under  the  direction  of  Col.  G.  C.  Goethals,  U.  S. 
Army,  the  canal  was  completed  in  1914  after  10 
years  at  a cost  of  $380  million  dollars. 

The  Gorgas  Laboratory  is  financed  by  Congres- 
sional appropriations  and  by  grants  from  the  U.  S. 
Public  Health  Service.  It  has  as  its  purpose  re- 
search work  in  the  causes  and  prevention  of  tropical 
diseases.  Our  days  were  busy  with  conferences, 
laboratory  demonstrations,  and  field  trips  into  the 
rural  areas  to  study  the  natural  environment  in 
which  many  of  the  insect-borne  diseases  are  preva- 
lent. Medical  care  in  Panama  and  in  other  Central 
American  countries  is  provided  by  the  government 
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at  no  charge.  Essentially,  each  country  is  divided 
into  geographic  areas,  each  with  a Health  Unit 
which  is  largely  concerned  with  preventive  medi- 
cine and  child  care.  Patients  are  referred  to  a 
regional  hospital  when  more  involved  or  prolonged 
treatment  is  required.  Most  of  the  deliveries  are 
handled  in  the  homes  by  midwives,  with  difficult 
cases  being  referred  to  a hospital. 

One  of  the  disease  problems  in  Central  America 
is  Leishmania ; this  is  caused  by  a microscopic 
animal  parasite  (a  protozoan)  that  is  transmitted 
by  a blood-sucking  fly  (Phlebotomus)  smaller  than 
a mosquito.  The  disease  is  manifest  in  the  human 
patient  by  the  development  of  ulcers,  particularly 
on  the  arms  and  legs,  but  occasionally  attacks  the 
nose  leading  to  muco-cutaneous  leishmaniasis.  On  a 
visit  to  one  of  the  Health  Units  I saw  an  eight-year- 
old  girl  with  large  ulcers  on  her  legs ; her  mother 
and  brother  also  had  cutaneous  lesions.  We  took  a 
field  trip  into  the  woods  on  another  occasion  to 
study  the  natural  habitat  and  to  collect  specimens 
of  Phlebotomus  flies  for  laboratory  examination. 
Intestinal  worms  of  various  sorts  also  present  a 
serious  public  health  problem.  In  rural  areas,  I saw 
primitive  latrines  and,  in  some  cases,  no  latrines  at 
all.  The  depositing  of  human  wastes  on  the  ground 
leads  to  subsequent  infection  of  the  population  by 
the  larval  stages  of  the  worms.  The  rural  homes  are 
primitive  and  consist  of  thatch-covered  roofs  and 
clay  walls  which  offer  little  protection  against 
disease-bearing  insects. 

A highlight  of  Panama  from  a tourist  point-of- 
view  was  a visit  to  the  Panama  Canal.  In  going  be- 
tween the  Atlantic  and  Pacific  Oceans  through  the 
canal,  ships  are  raised  or  lowered  (depending  upon 
the  direction  of  travel)  85  feet  through  an  intricate 
system  of  three  locks  and  save  about  7,800  miles  by 
not  having  to  go  around  South  America.  The  U.  S. 
has  a perpetual  lease  on  the  Canal  Zone,  which 
extends  five  miles  on  either  side  of  the  canal  route. 

The  cost  of  living  in  Panama  is  fairly  high.  There 
is  little  industry  in  the  country  so  that  importation 
of  goods  necessitates  a high  economy.  Coffee  is  the 
principal  product ; the  Balboa  is  the  unit  of  currency 
and  is  equal  to  $1.00.  Buses  are  extremely  numer- 
ous and  antiquated,  and  a bus  ride  costs  only  5c. 
There  are  no  large  bus  companies  as  we  know  them, 
but  rather  hundreds  of  private  operators.  It’s  quite 
an  experience  to  ride  one  of  these  vehicles ; they 
travel  down  the  street  three  or  four  abreast,  and  all 
seem  to  cut  in  towards  the  curb  at  once. 

Experiences  in  Costa  Rica 

On  January  14,  I flew  from  Panama  City  to  San 
Jose,  Costa  Rica  for  a 20-day  stay.  Costa  Rica  is 
the  second  smallest  of  the  Central  American  repub- 
lics. The  population  of  the  country  is  about 
1,200,000  of  which  approximately  80  per  cent  are 
of  Spanish  descent,  16  per  cent  mixed,  three  per 


cent  Negroes,  and  less  than  one  per  cent  Indian. 
The  economy  is  based  chiefly  on  agriculture ; and 
coffee,  bananas,  and  cocoa  are  the  main  products. 
The  government  of  Costa  Rica  is  organized  with 
one  legislative  body ; the  President  is  elected  every 
four  years  and  has  Ministers  corresponding  to  our 
Cabinet.  There  is  no  Ministry  of  War  and  no 
Armed  Forces,  and  the  necessary  police  functions 
are  performed  by  the  Civil  Guard.  San  Jose,  the 
capital  city,  is  situated  in  a valley  about  3,500  feet 
above  sea  level ; it  is  a modern  city  with  a very 
definite  North  American  atmosphere,  but  enough 
Spanish  influence  to  make  it  a very  charming  cap- 
ital. The  temperature  during  my  stay  was  a pleasant 
60-70°  F. 

Seventy-four  health  units  are  distributed  through- 
out Costa  Rica  to  provide  care  on  an  out-patient 
basis.  There  are  seven  regional  hospitals  strategi- 
cally located,  and  a central  hospital,  San  Juan  de 
Dios,  in  San  Jose.  About  half  my  time  during  the 
first  week  was  spent  in  traveling  about  the  country 
visiting  health  units,  hospitals,  and  villages.  The 
remainder  of  the  time  was  spent  in  conferences  with 
members  of  the  Public  Health  Department. 

Protein  malnutrition  is  one  of  the  foremost 
health  problems  in  Costa  Rica  not  only  as  a disease 
in  itself,  but  also  because  it  lowers  body  resistance 
and  thereby  increases  susceptibility  to  bacterial, 
viral,  and  parasitic  infections.  It  is  a commonly 
accepted  fact  that  poorly  nourished  individuals  are 
more  prone  to  infection.  In  a study  several  years 
ago,  only  32  per  cent  of  2,770  pre-school  age  chil- 
dren were  at  normal  weight  levels ; in  1953  malnu- 
trition wras  listed  as  the  fifth  cause  of  death  ; by  1960 
it  had  moved  down  to  11th  place.  To  help  combat 
this  situation,  UNICEF  (United  Nations  Interna- 
tional Children’s  Fund)  is  distributing  powdered 
milk  for  home  consumption ; 2,079  lbs.  were  distrib- 
uted in  1954  and  in  1960  the  figure  rose  to  600,000 
lbs.  On  the  surface,  the  solution  is  obvious  and 
simple — educate  the  people  regarding  the  impor- 
tance of  a well-balanced  diet.  From  where,  though, 
does  the  money  come  for  the  family  to  add  meat, 
eggs,  milk,  cheese,  and  other  sources  of  protein  to 
the  diet  ? Malnutrition  is  more  of  a social  and  eco- 
nomic problem  than  a medical  one ; it  is  not  a prob- 
lem unique  to  Costa  Rica,  but  rather  is  one  of  the 
problems  of  the  world.  There  are,  unfortunately, 
many  cases  of  malnutrition  in  our  own  country. 

Infection  with  animal  parasites,  particularly 
intestinal  worms,  is  another  outstanding  health 
problem.  It  is  estimated  that  all  of  the  school  chil- 
dren are  hosts  to  at  least  one,  and  sometimes  as 
many  as  four,  species  of  parasites  and  that  approxi- 
mately 70  per  cent  of  the  adults  are  infected.  As 
many  as  2,000  worms  have  been  found  in  the  intes- 
tinal tract  at  autopsy.  Mass  treatment  of  children  is 
carried  out  once  a year  in  the  schools.  Unfortu- 
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nately,  however,  not  all  species  of  worms  are  effec- 
tively controlled  by  the  drugs  now  available.  Drugs 
which  must  be  given  in  repeated  doses,  or  cannot  be 
given  by  mouth,  are  of  little  practical  value  in  mass 
treatment.  What  is  needed  is  a “broad-spectrum, 
one  dose,”  oral  drug.  Several  drugs  are  now  being 
tested  and  a few  show  promise  of  meeting  this 
description.  In  addition  to  mass  treatment,  control 
of  many  parasites  can  best  be  accomplished  by 
improving  the  sanitary  habits  of  the  people.  The 
eggs  or  larval  stages  of  many  parasites  are  passed 
in  the  feces,  develop  in  the  soil,  and  become  infec- 
tive. They  are  then  ingested  by  children  playing  on 
the  ground  and  contaminating  their  hands,  or  by 
farmers,  and  anyone  having  contact  with  the  soil. 
This  is  difficult  if  not  impossible  to  avoid  in  an 
agricultural  country,  particularly  in  a climate  that 
is  warm  all  year.  Hookworm  does  not  depend  upon 
ingestion  to  complete  its  life  cycle ; the  larval  stage 
burrows  into  the  skin,  migrates  to  the  intestinal 
tract  where  it  matures  and  lays  eggs  which  then 
develop  into  infective  burrowing  larvae,  thereby 
completing  the  life  cycle.  A mature  female  hook- 
worm may  lay  as  many  as  20,000  eggs  per  day  for 
at  least  five  years.  In  rural  areas  living  conditions 
are  primitive;  families  of  8 or  10  people  may  live 
in  a 2-room  shack  made  of  clay  walls  and  a grass 
roof ; the  floors  are  of  dirt,  and  the  only  toilet  facili- 
ties may  be  a simple  outdoor  pit  or  privy.  Children 
are  careless  in  their  sanitary  habits  and  fail  to  use 
whatever  type  of  latrine  may  exist ; workers  in  the 
fields  are  equally  careless  and  relieve  themselves  at 
their  convenience.  Thus,  the  cycle  is  maintained. 
The  necessary  control  measures  consist  of  educa- 
tion of  the  people  as  to  good  personal  hygiene,  wear- 
ing of  shoes,  and  construction  of  toilet  and  sewerage 
facilities.  Here  again,  socio-economic  problems 
enter  into  the  picture.  Many  people  prefer  to  go 
barefoot  as  a matter  of  choice  and  not  out  of  finan- 
cial necessity.  It  is  a common  sight  in  San  Jose, 
the  capital  city,  to  see  people  walking  barefoot  along 
the  main  streets.  Animal  parasites  are  a problem  all 
over  the  world,  and  particularly  in  warm,  moist 
areas.  The  “poor,  white  trash”  of  the  Southern 
United  States  were  found  to  be  victims  of  hook- 
worm disease,  and  this  to  a large  extent  explained 
their  lazy  and  indifferent  behaviour. 

Two  of  my  three  weeks  in  Costa  Rica  were  spent 
at  the  San  Juan  de  Dios  Hospital  studying  tropical 
diseases.  The  most  rewarding  part  of  this  experi- 
ence was  my  association  with  Doctor  Antonio  Pena 
Chavarria,  hospital  director  for  18  years,  and  now 
Director-Emeritus.  San  Juan  de  Dios  was  the  first 
hospital  in  Costa  Rica  and  dates  back  to  1852.  It 
has  grown  from  eight  beds  to  1400 ; about  90  per 
cent  of  its  support  comes  from  the  National  Lot- 
tery ; its  out-patient  department  treats  about  1000 
patients  daily.  During  my  time  at  the  hospital,  I had 
the  opportunity  to  study  and  photograph  cases  of 
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anemia  resulting  from  hookworm  infection,  malnu- 
trition, leprosy,  malaria,  liver  abscesses  caused  by 
amoeba,  tropical  ulcers,  and  other  conditions  not 
common  in  the  United  States.  I remember  too 
clearly  the  ten-year-old  boy  suffering  from  ad- 
vanced tetanus  and  admitted  as  an  emergency  case  ; 
two  hours  later  he  was  dead.  I also  remember  the 
eight-year-old  girl,  with  severe  malnutrition  and  a 
hemoglobin  of  4.5  grams ; she  was  also  host  to  two 
species  of  worms.  Although  this  child  will  be  cured, 
largely  through  good  diet,  the  underlying  economic 
problem  remains.  Statistically,  and  unfortunately, 
there  is  a good  chance  that  this  child  will  return  to 
the  hospital,  as  so  many  return,  within  the  next  few 
years  again  a victim  of  malnutrition. 

San  Salvador  Visit 

I left  Costa  Rica  on  February  3,  and  flew  to  San 
Salvador,  the  capital  city  of  El  Salvador,  where  I 
remained  for  the  next  eight  days.  El  Salvador  is 
the  smallest  and  the  most  densely  populated  of  the 
Central  American  States  (2,500,000 — 1961  Cen- 
sus) and  the  only  one  without  an  Atlantic  seaboard  ; 
its  160  mile  coastline  is  entirely  along  the  Pacific. 
The  population  consists  mainly  of  a mixture  of 
Spanish  and  Indian,  but  about  15  per  cent  are  pure 
Indian.  The  economy  of  the  country  is  based  on 
agriculture  with  coffee  as  the  main  export  product. 
Although  the  smallest  of  the  American  republics, 
El  Salvador  ranks  third  or  fourth  among  the  coffee- 
exporting nations  of  the  Western  Hemisphere. 

The  University  Medical  School  served  as  our 
base  of  operation,  and  Doctor  Alphonso  Trejos, 
Chairman  of  the  Microbiology  Department,  was 
our  sponsor.  The  average  life  expectancy  in  El 
Salvador  is  49  years  for  the  male  and  52  years  for 
the  female,  as  compared  to  68  and  72,  respectively 
in  the  United  States.  The  leading  causes  of  death 
are  infectious  diseases  (including  measles,  tetanus, 
viral  and  bacterial  diarrheas,  and  tuberculosis), 
malnutrition,  and  violence  (homicide,  suicide,  and 
accidents).  El  Salvador  has  one  of  the  highest 
suicide  rates  in  the  world,  and  this  situation  is  now 
being  investigated  by  sociologists.  In  making  the 
rounds  of  wards  in  several  of  the  main  hospitals,  I 
had  an  opportunity  to  observe  and  photograph 
patients  with  fungal  diseases,  syphilis,  elephantiasis, 
a variety  of  parasitic  diseases,  and  diseases  of  mal- 
nutrition. I can  recall  the  Ax/2 -year-old  boy  infected 
with  four  different  kinds  of  intestinal  parasites ; he 
weighed  only  18  lbs.  and  had  marked  anemia.  This 
was  his  third  admission  in  less  than  five  years  of 
life.  Unfortunately,  there  were  many  other  such 
cases. 

A vigorous  malaria  eradication  program  has  been 
in  effect  in  the  Americas  since  1956  sponsored  to  a 
large  extent  by  PAHO  (Pan  American  Health 
Organization)  and  WHO  (World  Health  Organi- 
zation). One  of  the  studies  concerns  the  persistent 
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transmission  of  malaria  in  areas  that  have  been 
sprayed  with  insecticides ; El  Salvador  is  one  such 
area.  To  get  first-hand  information  regarding  the 
malaria  eradication  program,  we  spent  one  day  in 
the  field  with  a group  of  WHO  scientists  observing 
their  methods  and  plying  them  with  questions.  The 
area  that  we  visited  was  a cotton  farm  about  53 
miles  out  of  San  Salvador.  The  workers  lived  under 
appalling  conditions.  Families  of  as  many  as  eight 
people  were  crowded  into  one-room  shacks  with 
poor  or  no  toilet  facilities.  Naked  children,  dogs, 
chickens,  cattle,  and  feces  were  everywhere.  In  the 
shallow  river  which  bordered  the  study  site,  the 
women,  many  of  them  bare-breasted,  were  busy 
doing  the  family  wash  and  bathing  themselves  and 
their  children,  while  only  a few  feet  away  a man 
led  an  ox-drawn  cart  across  the  river.  For  a day’s 
work  of  10-12  hours,  the  workers  receive  a little 
over  one  colon  (about  50  cents)  plus  a few  tortillas 
(corn  cakes)  for  himself,  and  perhaps  some  extras 
for  his  family. 

The  market  in  San  Salvador  was  a fascinating 
place  to  visit,  a bee-hive  of  activity.  I can  still  vis- 
ualize the  hundreds  of  people,  many  of  them  bare- 
foot, with  articles  to  sell.  The  man  with  several 
dozen  belts  dangling  from  his  shoulders,  an  old  lady 
with  a box  of  bail-point  pens,  a woman  sitting  by  a 
box  of  tomatoes  and  cooking  lunch  over  a few  pieces 
of  charcoal,  a barefoot  boy  with  a live  chicken  under 
each  arm,  a mother  nursing  her  child  and  at  the 
same  time  haggling  over  the  price  of  a few  eggs,  the 
huge  cuts  of  meat  dangling  in  the  open  with  flies 
buzzing  around,  and  everywhere  the  clamor  of  mer- 
chants advertising  their  goods. 

Colorful  Guatemala 

I left  El  Salvador  on  February  11  for  Guatemala 
City,  the  capital  of  Guatemala.  Guatemala  is  a color- 
ful country,  rich  with  the  culture  of  the  Mayan  civi- 
lization that  once  flourished  there.  The  Mayans 
made  many  contributions  in  mathematics,  hiero- 
glvphics,  astronomy,  and  architecture,  and  there  are 
many  reminders  of  their  past  glory  in  the  museums 
and  native  crafts  of  the  country.  The  population  of 
350,000  consists  of  about  60  per  cent  pure  Indian 
with  the  remainder  being  mixed  Spanish-Indian 
(“Fadino’’),  or  of  Spanish  lineage.  The  agricultural 
economy  of  the  country  is  dominated  by  coffee  and 
bananas  as  the  major  export  products;  from  the 
forests  comes  chicle  for  chewing  gum.  Guatemala 
City  is  the  largest  city  in  Central  America  and  is 
situated  about  5,000  feet  above  sea  level.  The  cli- 
mate was  delightful,  averaging  about  70  °F.  during 
the  mid-afternoon  and  cooling  to  comfortable  mid- 
50’s  during  the  evening. 

Our  professional  activities  were  under  the  guid- 
ance of  Doctor  Francisco  J.  Aguilar,  Chairman  of 
the  Parasitology  Department  of  the  School  of  Medi- 
cine, and  consisted  of  a busy  schedule  of  conferences 


and  field  trips.  The  principal  causes  of  death  again 
reflect  a low  standard  of  living  including  poor  nutri- 
tion, inadequate  sanitation,  and  inadequate  housing, 
all  attributable  to  the  poor  economic  situation. 

Onchocerciasis  is  a disease  that  is  present  in 
Guatemala  (and  also  Central  Africa.  Venezuela, 
and  Southern  Mexico),  but  has  not  been  reported 
elsewhere  in  Central  America.  It  is  caused  bv  white. 

J 

thread-like  worms  ( Onchocerca  volvulus ) and 
transmitted  by  a dav-biting  small  black  gnat 
(Simulium).  The  adult  worms  live  in  nodules  or 
tumors  under  the  skin  and  produce  the  larval  stage 
of  the  worm  (microfilariae)  which  migrate  to  the 
surrounding  tissues  and  frequently  go  into  the  eye 
evoking  a serious  reaction,  possibly  resulting  in 
blindness.  Preventive  measures  are  difficult  since 
the  Simulium  breeds  in  rapidly  running  water. 
Treatment  of  the  infected  person  is  accomplished 
by  surgically  removing  the  nodules.  We  spent  one 
day  in  the  village  of  Yepocapa,  an  endemic  oncho- 
cerciasis area  about  56  miles  out  of  the  city,  exam- 
ining infected  persons  and  observing  the  ecology  of 
the  area.  The  trip  took  over  three  hours  in  our 
Fand-Rover  jeep,  since  more  than  half  the  way  was 
on  a narrow,  dustv.  dirt  road  that  wound  rather 
precariously  up  and  down  the  mountains.  The 
Simulia  were  waiting  to  greet  us  and  to  have  a blood 
lunch  at  our  expense.  In  spite  of  long  sleeves  and 
a heavy  dousing  with  insect  repellent,  a few  bites 
were  inevitable.  A previous  survey  in  that  area 
showed  95  per  cent  of  the  native  population  to  have 
at  least  one  nodule  and  about  two  per  cent  of  the 
Simulia  to  be  carrying  microfilariae.  During  the 
course  of  the  day  we  saw  several  patients  and 
excised  their  nodules  under  field  conditions.  The 
majority  of  the  lesions  were  on  the  back  of  the 
head.  One  young  boy,  of  about  eight  years,  had  a 
nodule  on  his  hip,  one  on  his  shoulder,  and  a third 
on  his  head,  all  of  which  were  removed. 

One  of  the  tourist  attractions  in  Guatemala  is  the 
beautiful  hand-woven  fabrics  made  by  the  Indians 
and  sold  at  very  reasonable  prices.  Dike  any  other 
tourist,  I spent  a few  hours  in  the  market  place  of 
Guatemala  City  shopping  for  presents. 

I arrived  in  Mexico  City,  the  last  stop  on  the 
agenda,  on  February  19  and  was  there  for  the  next 
ten  days.  About  60  per  cent  of  Mexico’s  population 
of  almost  34,000,000  people  are  mestizos  (mixed 
Spanish  and  Indian),  30  per  cent  are  pure  Indians, 
and  10  per  cent  are  of  Spanish  descent.  Mexico  has 
a diversified  economy  and  leads  the  world  in  silver 
production;  it  is  one  of  the  world’s  major  oil  pro- 
ducers and  ranks  high  as  a coflee  producer.  Guitar 
plavers  were  everywhere,  and  you  could  enjoy  your 
favorite  songs  for  a peso  or  so. 

Our  professional  activities  were  based  at  the 
University  of  Mexico  School  of  Medicine  and  Gen- 
eral Hospital  with  Doctor  Francisco  Biagi,  Chair- 
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man  of  the  Department  of  Microbiology  and  Para- 
sitology, as  our  advisor.  The  health  problems  of 
Mexico  are  similar  to  those  of  the  countries  of  Cen- 
tral America  already  described,  with  infectious  dis- 
eases, intestinal  parasites,  and  malnutrition  domi- 
nating the  picture.  I witnessed  part  of  an  autopsy 
on  an  18-year-old  male  in  whom  the  cause  of  death 
was  intestinal  obstruction  by  Ascaris,  an  intestinal 
roundworm.  Ascariasis  is  a fairly  common  disease 
and  is  present  in  high  incidence  in  many  areas  of 
the  United  States,  but  seldom  results  in  death.  In 
this  particular  case,  the  worms,  about  65  of  them, 
had  formed  a ball  and  blocked  the  intestine,  and 
some  had  migrated  to  the  liver  and  gall  bladder. 

Personal  Reflections 

Now  that  the  trip  is  completed  I have  had  an 
opportunity  to  reflect  upon  my  experiences.  I can 
well  appreciate  the  intimate  association  between 
health  and  the  socio-economic  development  of  a 
country.  On  the  one  hand,  health  influences  the 
capacity  of  a people  to  produce  and  to  consume,  and, 
on  the  other  hand,  the  health  of  a population  is  to  a 
large  extent  a result  of  their  economic  status.  As  has 
been  stressed,  the  main  health  problems  reflect  a 
sub-standard  level  of  living  as  evidenced  by  defec- 
tive sanitation,  inadequate  housing,  poor  nourish- 
ment, insufficient  medical  facilities,  and  lack  of 
education  regarding  the  causes  and  prevention  of 
disease.  In  the  Americas  today  there  are  well  over 
100  million  people  without  a safe  supply  of  drink- 
ing water. 

Improvement  of  the  nutritional  status  of  the 
population  is  a part  of  the  challenge  that  must  be 
met.  That  the  extent  of  malnutrition  is  serious  is 
indicated  by  the  mortality  rates  from  nutritional 
deficiency  states  and  anemias.  In  Middle  America 
in  1957  malnutrition  and  anemias  resulted  in  38 
deaths  per  100,000  population  as  compared  to  three 
in  North  America.  The  situation  is  even  more  seri- 
ous when  one  considers  that  malnutrition  lowers 
body  resistance  to  infectious  diseases  and  contrib- 
utes to  the  high  mortality  in  children  under  five 
years  of  age.  In  this  age  group  in  1956  in  Middle 
America,  over  800  deaths  per  100,000  population 
were  due  to  infectious  and  parasitic  diseases  as  com- 
pared to  under  50  in  North  America. 

Protein  deficiency  is  the  crux  of  the  problem  and 
constitutes  the  basis  for  the  widespread  malnutri- 
tion, particularly  in  children  between  the  age  of 
one  and  five  years.  Milk,  meat,  eggs,  and  other 
sources  of  animal  protein  are  a luxury  far  beyond 
the  income  of  the  population.  During  the  first  year 
of  life  the  infants  are  nursed  and  get  an  adequate 
supply  of  protein  in  the  mother’s  milk.  Usually  by 
the  sixth  month  they  have  started  on  coffee  and  then 
are  gradually  weaned  onto  the  family  diet  which  is 
woefully  deficient  in  protein.  In  each  of  the  five 
countries  that  I visited,  I saw  many  cases  of  chil- 
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dren  with  malnutrition  and  severe  anemia.  The 
story  was  always  the  same.  The  children  came  from 
large  or  poor  families,  frequently  rural,  and  sub- 
sisted on  a diet  largely  of  corn.  The  father  had  no 
regular  employment,  but  only  worked  seasonally, 
perhaps  being  hired  to  pick  coffee.  These  children 
were  pathetic  to  see ; they  looked  like  little  skele- 
tons with  folds  of  loose  flesh  hanging  from  them ; 
they  frequently  had  skin  eruptions  resulting  from 
vitamin  deficiencies  ; they  were  irritable  and  listless 
and  old  far  before  their  time.  Usually  they  respond 
well  to  treatment  consisting  mainly  of  a wholesome 
diet,  and  in  two  or  three  months  they  are  ready  to 
be  sent  home — home  to  an  inadequate  diet.  The 
symptoms  in  the  child  have  been  alleviated,  but  the 
cause  of  the  disease  has  not  been  touched.  A high 
percentage  of  these  children  return  in  several 
months  again  with  severe  malnutrition,  anemia, 
and  a belly-full  of  worms. 

What  is  being  done  about  this  problem,  and  how 
does  the  future  look?  The  Governments  involved 
are  well  aware  of  the  severity  of  their  malnutrition 
problems,  and  nutrition  programs  that  include 
activities  in  education  and  food  production  are 
being  expanded.  The  importation  of  food  is  not  the 
answer  ; the  nutrients  must  come  from  the  country’s 
own  economy  and  be  available  to  families  of  low 
income.  The  Institute  of  Nutrition  of  Central  Amer- 
ica and  Panama  (INCAP),  a co-operative  effort 
of  six  countries,  has  developed  a vegetable  mixture, 
INCAPARINA,  with  27  per  cent  protein,  that  pro- 
vides the  essential  nutrients  and  is  available  at  low 
cost  to  the  population.  This  product  is  now  on  the 
market  in  Guatemala  and  in  El  Salvador,  and  other 
countries  are  getting  ready  to  market  it.  Requests 
for  information  regarding  INCAPARINA  are 
being  received  from  under-developed  areas  all  over 
the  world.  The  base  is  a cotton-seed  flour,  which  is 
cheap  and  readily  available,  to  which  is  added  vari- 
ous vegetable  nutrients ; it  is  attractively  packaged 
and  comes  in  the  forms  of  a flour  and  is  prepared 
by  simply  adding  water  and  sugar  to  give  a gruel- 
like mixture  to  which  the  people  are  accustomed. 
A bag  of  INCAPARINA  costs  four  cents  and 
makes  three  glasses  of  gruel ; it  is  used  as  a supple- 
ment and  will  correct  protein  and  vitamin  defi- 
ciencies. The  United  Nations  International  Chil- 
dren’s Fund  (UNICEF)  is  another  organization 
active  in  Middle  America  and  works  toward  im- 
proving health  and  social  conditions  in  general.  On 
several  occasions  in  different  countries,  I saw 
people  in  line  at  local  health  centers  waiting  to 
receive  an  allotment  of  powdered  milk  under  the 
auspices  of  UNICEF. 

The  real  solution  of  the  problem  lies  in  raising 
the  standard  of  living  through  economic  develop- 
ment. The  reports  of  the  United  Nations  Economic 
Commission  for  Latin  America  show  that  in  the 
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REPORT  ON  SEMINAR  ON  MEASURING  CAPACITY  TO  WORK* 

Charles  L.  Farrell,  m.d. 


The  Author.  Charles  L.  Farrell,  M.D.,  of  Pawtucket, 
R.I.  Former  Member,  Medical  Advisory  Committee 
to  the  Federal  Bureau  of  Old  Age  and  Survivors  Insur- 
ance, Department  of  Health,  Education  and  W elfare. 


Two  hundred  fifty  physicians  attended  a post- 
graduate seminar  in  Cranston  last  Fall  which 
was.  in  a wav,  an  historic  occasion.  This  State 
society  was  the  first  to  join  with  a State  vocational 
rehabilitation  agency  and  the  Medical  Advisory 
Committee  to  the  Federal  Social  Security  Admin- 
istration to  sponsor  such  a program.  The  seminar 
attracted  wide  attention  among  medical  groups. 
Our  efforts  are  being  emulated  by  other  State 
societies  which  are  now  interested  in  presenting 
similar  joint  programs. 

The  seminar  was  observed  by  representatives  of 
the  American  Medical  Association  and  by  physi- 
cians from  the  New  England  States.  The  local 
chapter  of  the  American  Academy  of  General 
Practice,  a co-sponsor,  granted  5 hours  of  Cate- 
gory 1 credit  to  attending  members. 

Much  of  the  success  of  the  meeting  can  be  attrib- 
uted to  the  committee  of  Rhode  Island  doctors  who 
vigorously  sounded  the  call  to  fellow  physicians. 

Most  public  and  private  disability  programs 
depend  on  physicians  in  private  practice  for  the 
medical  evidence  on  which  they  base  their  disability 
determinations.  The  largest  of  the  programs  deal- 
ing with  long-term  total  disability  is  the  one  estab- 
lished in  1954  under  the  social  security  law.  A 
striking  feature  of  the  Federal  disability  program 
is  that  disability  determinations  are  made,  not  by 
the  Federal  Government,  but  by  practicing  physi- 
cians working  on  medical-vocational  evaluator 
teams  in  State  vocational  rehabilitation  agencies. 
These  physicians  in  turn  rely  on  private  practi- 
tioners for  the  medical  evidence  which  they  need 
to  decide  disability  claims.  In  short,  the  medical 
evidence  is  drawn  largely  from  sources  in  the  appli- 
cant's own  community,  usually  as  a by-product  of 
the  medical  care  he  is  receiving. 

^Report  on  Seminar  on  Measuring  Capacity  to  Work  held 
at  the  Colony  Motel,  Cranston,  R.  I.,  September  19,  1962, 
under  the  sponsorship  of  the  R.  I.  Medical  Society, 
the  R.  I.  Division  of  Vocational  Rehabilitation,  and  the 
Medical  Advisory  Committee  to  the  OASI,  Department 
of  Health,  Education  and  Welfare. 


Seminar  Chairman,  Doctor  Lemuel  C.  McGee, 
Medical  Director  of  the  Hercules  Powder  Com- 
pany and  Chairman  of  the  Medical  Advisory  Com- 
mitte,  gave  as  a keynote  for  the  seminar  some  com- 
ments on  the  concept  of  the  “university  without 
walls.”  He  expressed  the  hope  that  the  seminar 
would  prove  not  only  a worthwhile  contribution  to 
continuing  medical  education,  but  would  also  fur- 
ther two-way  communication  between  the  medical 
community  and  the  State  government  agency  that 
makes  disability  determinations. 

Doctor  Henry  S.  Kessler,  Medical  Director  of 
the  Kessler  Institute  for  Rehabilitation,  spoke  about 
the  necessary  changes  in  medical  reports  which 
must  parallel  the  doctor’s  growing  responsibilities 
in  his  community.  Physicians’  medical  reports  have 
always  been  indispensable  adjuncts  to  treatment, 
teaching,  and  basic  research.  Recently,  the  physi- 
cian has  had  to  devote  increasing  attention  to 
assessing  and  reporting  the  effects  of  physical  and 
mental  impairments  on  their  patients'  capacity  to 
work. 

That  impairments  affect  different  people  differ- 
ently is  truism.  Yet  attempts  have  been  made  to 
list  jobs  that  workers  with  specific  physical  impair- 
ments could  do.  These  attempts  assumed  that  all 
persons  with  identical  impairments  are  identical  in 
other  respects.  Such  a concept  disregards  the 
physiological  and  psychological  reserves  within 
individuals  which  Doctor  Kessler  called  the  “safety 
factor.”  Many  forces,  tangible  and  intangible, 
interact  to  determine  the  position  of  a given  indi- 
vidual on  the  ability-disability  continuum  — his 
measurable  physical  capacity,  work  experience, 
skills,  adaptiveness,  etc.  All  one-legged  or  one-eyed 
men  are  not  identical.  The  loss  of  an  eye  or  leg  may 
be  all  they  have  in  common. 

The  first  step  in  disability  assessment  is  to  meas- 
ure or  rate  the  impairment  with  the  use  of  devices 
such  as  rating  scales,  functional  and  therapeutic 
classifications,  or  other  systems  which  are  generally 
recognized  as  representing  given  quantities  of  im- 
pairment. Doctor  Kessler  demonstrated  how  the 
measurement  of  orthopedic  impairments  begins 
with  simple  methods  for  appraising  range  of  mo- 
tion, strength,  coordination,  and  manipulation.  The 
next  step  is  to  compare  the  patient’s  functional 
capacity  to  the  physical  and  mental  demands  of 
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jobs  for  which  he  is  vocationally  qualified. 

Doctor  George  W.  Wright,  Head  of  Medical 
Research,  Department  of  Medicine,  St.  Lukes 
Hospital,  Cleveland,  the  next  speaker,  has  con- 
tributed to  the  refinement  of  respiratory  measure- 
ments. Through  research  in  this  field  he  has  devel- 
oped a widely  accepted  technique  for  predicting 
oxygen-consuming  capacity  from  maximum  breath- 
ing capacity  and  ventilatory  equivalent.  Oxygen- 
consuming capacity  in  turn  is  a measure  of  physical 
capacity  to  work.  Energy  requirements  for  various 
types  of  jobs  have  also  been  studied.  Knowing  the 
energy  requirements  of  jobs  on  the  one  hand  and 
capacity  to  expend  energy  on  the  other  provides  at 
least  part  of  a mechanism  needed  to  evaluate  capac- 
ity to  work. 

A common  activity  like  dressing  takes  one-fourth 
the  amount  of  energy  needed  for  maximum  activity. 
This  may  account  for  the  shortness  of  breath  and 
fatigue  that  many  patients  have  just  from  getting 
out  of  bed  and  getting  dressed.  Housework,  too, 
requires  much  more  energy  than  commonly  be- 
lieved. The  housewife’s  “chronic  fatigue”  is  not  as 
much  psychological  as  once  thought. 

Using  measurements  for  vital  capacity,  maxi- 
mum breathing  capacity,  ventilatory  equivalent, 
often  confirms  the  patient’s  own  description  of  his 
distress.  The  trained  physician’s  observation  of  the 
patient’s  reactions  to  graded  activities  such  as  walk- 
ing up  a flight  of  stairs  can  also  be  significant. 

Doctor  Wright  indicated  that  physicians  need  to 
learn  about  the  help  available  through  the  use  of 
equipment  to  make  accurate  physiological  measure- 
ments. Such  equipment  is  becoming  increasingly 
available  in  hospitals  and  pulmonary  function 
clinics.  The  tests  must  be  selected  wisely.  With 
physicians  becoming  accustomed  to  thinking  in 
terms  of  measuring  functional  capacity,  Doctor 
Wright  foresees  a greater  use  of  physiological 
measurements. 

Live  clinics  in  the  afternoon  provided  opportu- 
nities for  detailed  observation  of  the  measurements 
needed  to  evaluate  remaining  functional  capacity. 
Patients  from  four  impairment  groupings  were  pre- 
sented by  Rhode  Island  physicians.  Local  practic- 
ing physicians  who  serve  as  consultants  to  the 
Rhode  Island  Division  of  Vocational  Rehabilitation 
also  participated  in  the  discussions.  Every  section 
meeting  — musculoskeletal,  pulmonary,  cardiovas- 
cular, and  neuropsychiatric  — included  complete 
reporting  of  the  patient’s  history,  physical,  clinical 
course,  and  supporting  laboratory  data.  An  atmos- 
phere of  free  inquiry  prevailed  with  a profusion  of 
questions  for  the  experts. 

A 62-year-old  shell  fisherman  with  chronic  dif- 
fuse obstructive  emphysema  was  presented  at  the 
pulmonary  clinic.  The  value  of  a careful  and  de- 
tailed account  of  the  illness  and  its  effects  on  the 
patient’s  activities  was  illustrated  in  the  summary 
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of  the  patient’s  medical  history  by  Doctor  Leland 
W.  Jones,  cardiovascular  and  thoracic  surgeon. 
The  patient’s  emphysema  did  not  at  first  interfere 
with  his  quahauging.  Gradually  the  impairment 
progressed  and  he  developed  shortness  of  breath. 
Ultimately  such  severe  dyspnea  developed  that  he 
was  unable  to  do  even  much  lighter  work.  The 
physical  examination,  chest  X-rays,  and  pulmonary 
function  studies,  revealed  a barrel  chest  deformity, 
deep  hyperresonance  on  percussion,  increased 
radiolucency  of  the  lungs,  reduced  lung  volumes, 
and  marked  airway  obstruction.  In  commenting  on 
the  case,  Doctor  Wright  pointed  out  that  the  results 
of  pulmonary  function  studies  are  easily  communi- 
cable among  physicians  and  give  an  objective  basis 
for  administrative  decisions. 

The  live  clinic  in  coronary  artery  disease,  like 
the  clinic  in  respiratory  impairments,  sought  yard- 
sticks for  making  decisions  of  remaining  work 
capacity,  but  the  techniques  of  measuring  and  eval- 
uating impairments  examined  were  different. 

The  patient  here  was  a campus  policeman  who 
had  survived  a myocardial  infarction  in  1957  with 
many  complications  : congestive  failure,  pulmonary 
embolus,  hemorrhage  into  the  pericardium,  and 
ventricular  aneurysm.  His  resilience  in  overcoming 
a series  of  biological  accidents  and  returning  to  full- 
time work  struck  all  of  us.  This  case,  presented  by 
Doctor  Frank  Merlino,  Providence  cardiologist, 
was  a classical  one  to  demonstrate  the  difficulties 
in  predicting  ultimate  residual  capacities  at  any 
stage  in  a disease  process. 

Frequently,  the  difference  between  a true  assess- 
ment of  residual  functional  capacity  and  an  erron- 
eous one  rests  on  a careful  description  of  the  clinical 
course. 

The  questions  to  which  the  attending  physician 
must  supply  the  answers  when  his  patients  apply 
for  disability  benefits  were  outlined  by  Doctor 
Albert  E.  Geremia,  Medical  Consultant,  Rhode 
Island  Division  of  Vocational  Rehabilitation. 
Largely  on  the  basis  of  information  from  the 
attending  physician,  Doctor  Geremia  must  deter- 
mine the  date  the  patient  became  unable  to  work, 
how  long  this  inability  lasted,  and  whether  it  will 
continue  indefinitely. 

In  the  live  clinic  in  neuropsychiatric  impair- 
ments, Doctor  Laurence  Senseman,  Neuropsychia- 
trist, Pawtucket,  made  that  key  point  that  one 
needs  to  know  more  than  the  diagnosis  to  deter- 
mine what  work  the  psychiatric  patient  can  do.  He 
presented  a truck  driver  with  a psychiatric  impair- 
ment and  residuals  of  a cervical  cord  injury.  This 
man’s  depressive  reaction  had  taken  the  form  of 
crying  spells,  complaints  of  impotence,  loss  of 
interest  in  his  usual  activities,  inability  to  concen- 
trate, difficulty  in  sleeping,  and  constant  worry 
about  his  condition.  Following  intensive  therapy, 
his  remaining  complaints — a combination  of  neuro- 
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logical  and  psychiatric  residuals — are  tremor  and 
weakness  of  the  hands,  paresthesia  of  the  right  leg, 
impotence,  and  difficulty  in  concentrating.  He  is, 
however,  able  to  do  some  driving  and  walks  with- 
out too  much  difficulty.  He  does  light  housekeeping 
and  putters  around  his  car  but  goes  out  only  to 
drive  his  wife  to  work.  From  Dr.  Senseman's 
account  of  his  patient’s  social  and  vocational  re- 
strictions, we  could  readily  determine  the  man’s 
present  level  of  adjustment  and  appraise  his  re- 
maining capacity  to  work. 

Doctor  John  F.  Lowney,  Jr.,  Consultant  to  the 
Rhode  Island  Division  of  Vocational  Rehabilita- 
tion, described  the  depth  and  diversity  of  evidence 
considered  in  evaluating  the  neuropsychiatric 
patient’s  capacity  to  work.  A great  deal,  Doctor 
Lowney  admitted,  is  expected  from  the  patient’s 
attending  physician.  He  asked  that  the  doctor  go 
beyond  recording  the  history  of  his  patient’s  ill- 
ness to  include  observations  of  his  patient’s  be- 
havior in  the  office,  the  patient’s  verbatim  state- 
ments that  tend  to  illustrate  the  severity  of  his 
condition,  and  the  treatment  of  choice  and  results. 
He  also  asked  the  physician  to  report  how  the 
patient  might  be  expected  to  function  in  common 
working  and  social  situations. 

Taking  full  advantage  of  the  opportunities  for 
objective  measurement  in  orthopedic  impairments. 
Doctor  Henry  Fletcher,  an  orthopedic  surgeon, 
presented  a 44-year-old  carpenter  with  unilateral 
degenerative  hip  disease.  Doctor  Fletcher  gave 
X-ray  findings  that  substantiated  the  carpenter’s 
complaints  of  pain  and  loss  of  motion  and  demon- 
strated an  advanced  degree  of  permanent  joint 
destruction.  Physical  examination  revealed  atrophy 
of  the  limb  muscles,  marked  limitation  of  all  motion 
of  the  affected  hip,  and  pain  on  weight  bearing. 

Much  of  the  discussion  at  this  clinic  centered 
around  what  effects  various  types  of  treatment 
would  produce.  Now  that  conservative  therapy  had 
not  effected  sufficient  improvement,  the  treatment 
of  choice  was  the  insertion  of  a Moore  prosthesis. 
Even  with  this,  however,  the  patient  would  have 
some  residual  limitations  in  climbing  ladders  and 
working  above  ground  level.  This  former  carpenter 
had  many  skills  which  could  be  adapted  to  other 
kinds  of  work.  Successful  surgery  would  permit 
him  to  stand  for  reasonably  long  periods  of  time, 
lift  medium  loads,  and  perform  other  maneuvers 
common  to  moderately  heavy  skilled  work.  His 
cooperativeness,  his  splendid  work  record,  and  his 
otherwise  excellent  health  brightened  the  prospects 
for  a successful  return  to  vocational  activity. 

Doctor  Phyllis  Meola,  Consultant  to  the  Rhode 
Island  Division  of  Rehabilitation,  in  discussing  the 
case  presented,  re-emphasized  the  importance  of 
reporting  fully  on  remediability  for  disability 
evaluation. 

In  reviewing  the  results  of  the  seminar,  from  the 


point  of  view  of  the  State  Division  of  Vocational 
Rehabilitation,  we  are  pleased  to  learn  from  Mr. 
George  F.  Moore,  Jr.,  Chief  of  the  Rhode  Island 
Division  of  Vocational  Rehabilitation,  that  his  staff 
physicians  find  the  medical  reports  now  coming  in 
to  their  office  show  a marked  improvement  in  com- 
pleteness and  usefulness.  The  State  physicians  feel 
they  are  enjoying  a better  liaison  with  their  col- 
leagues who  submit  initial  reports  and  with  those 
who  do  special  examinations.  Those  who  attended 
the  seminar  gained  understanding  of  the  program 
of  disability  assessment. 
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period  1955-1960  economic  development  has  barely 
kept  ahead  of  the  population  increase.  Much  is 
being  done  to  improve  the  outlook.  The  Act  of 
Bogota  (1960),  a document  prepared  by  a special 
committee  of  the  Organization  of  American  States, 
which  recognizes  and  relates  economic  development 
and  social  welfare,  the  opening  of  the  Inter-Amer- 
ican Development  Bank  in  1960,  the  continuing 
efforts  of  the  Pan  American  Health  Organization 
and  the  World  Health  Organization,  and  the 
Alliance  for  Progress,  are  some  of  the  measures  to 
improve  the  living  standards  of  the  population  of 
the  Americas.  Only  time  can  judge  the  sufficiency 
and  success  of  these  efforts. 

My  participation  in  the  Louisiana  State  Univer- 
sity School  of  Medicine  Training  Program  in  Trop- 
ical Medicine  has  been  an  extremely  valuable  and 
enlightening  experience.  I have  seen  first-hand  that 
the  health  of  a country’s  people  is  both  a conse- 
quence of  and  a contributing  cause  to  the  social  and 
economic  development  of  that  country.  The  chal- 
lenge that  lies  ahead  is  well  expressed  in  the  1960 
Annual  Report  of  the  Director  of  the  Pan  American 
Health  Organization,  “In  the  final  analysis,  the 
problem  of  nutrition  is  the  inevitable  result  of  the 
sum  of  a nation’s  economic,  social,  cultural,  agri- 
cultural, and  health  conditions.’’  Surely,  this  state- 
ment can  be  applied  as  well  to  biological  problems 
other  than  nutrition. 
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STATE  OF  RHODE  ISLAND  & PROVIDENCE  PLANTATIONS 

EXECUTIVE  CHAMBER 


JOHN  H.  CHAFEE 

GOVERNOR 


PROVIDENCE 


CITATION 

Our  strength  as  well  as  our  convictions  have  imposed  upon  us  the  role  of 
leader  in  freedom’s  cause,  and  to  shoulder  this  responsibility  our  Nation  must  first 
be  secure  at  home. 

John  Edward  Farrell  is  among  the  men  around  us  who  understands  that 
America’s  security  depends  upon  the  well-being  and  health  of  her  individual  citizens. 

As  executive  secretary  of  the  Providence  Medical  Association  and  later  of 
the  Rhode  Island  Medical  Society,  he  has  for  twenty-five  years  served  his  State 
as  the  major  liaison  officer  between  the  medical  profession  and  the  public  by  pro- 
viding information  on  research,  education  and  patient  care. 

As  a member  of  numerous  health  and  welfare  organizations,  John  Farrell  has 
earned  the  unanimous  admiration  and  respect  of  his  fellows  for  the  dedication  and 
inspiration  which  has  characterized  his  work. 

It  is  altogether  fitting  that  he  be  given  official  recognition  for  his  selfless 
devotion  to  the  welfare  of  this  community;  NOW,  THEREFORE,  DO  I,  JOHN 
H.  CHAFEE,  GOVERNOR  OF  THE  STATE  OF  RHODE  ISLAND  AND 
PROVIDENCE  PLANTATIONS,  CITE 

JOHN  EDWARD  FARRELL 

for  his  service,  and  call  upon  the  citizens  of  this  State  to  join  in  tribute  to  him  for  his 
contribution  to  their  progress  and  interests. 


John  H.  Chafee 
Governor 


Read  by  the  Governor,  and  presented  by  him  to  John  E.  Farrell  at  the  2nd  Annual 
Dinner  Meeting  of  the  Providence  Association  of  Medical  Assistants,  at  the  Agawam 
Hunt,  East  Providence,  R.  L,  May  21,  1963. 


Editorials 


JOHN  E.  FARRELL,  Sc.D. 


Many  people  succeed  by  the  possession  of  keen 
intelligence  and  an  ambition  to  do  a good  job. 
others  by  virtue  of  a pleasing  personality,  an  out- 
standing ability  to  “make  friends  and  influence 
people” — a rare  individual  by  both.  Such  a person 
is  indebted  to  exceptional  parents  for  excellent 
genes  and  the  provision  of  a favorable  early  en- 
vironment. Such  a person  is  an  ornament  to  the 
community  in  which  he  lives.  Indeed,  such  a person 
will  succeed  in  any  occupation  and  in  any  reason- 
able project  which  he  undertakes.  Such  a person  is 
John  E.  Farrell. 

It  was  very  fortunate  for  Rhode  Island  Medicine 
that  he  applied  for  the  position  of  Executive  Sec- 
retary to  the  Providence  Medical  Association  as  he 
did  in  1938.  Since  that  time  he  has  continuously 
and  consistently  dedicated  his  efforts  to  the  wel- 
fare  of  the  medical  profession  of  our  State.  The 
details  of  his  career  have  been  reviewed  with  ap- 
preciation in  an  editorial  in  the  Journal  in  the  issue 
of  February  1962.  Now  that  we  have  had  the  bene- 
fit of  a quarter  of  a century  of  his  service  to  our 
profession  it  is  appropriate  that  we  pause  to  realize 
the  value  of  what  he  has  brought  to  us  and  through 
us  to  the  people  of  Rhode  Island.  Xor  have  his 
associations  and  accomplishments  been  limited  to 
work  in  this  State.  He  is  well  known  and  his  ability 
is  appreciated  in  many  parts  of  the  country.  He  has 
had  attractive  offers  to  assume  positions  of  respon- 
sibility elsewhere,  in  local  and  national  organiza- 
tions but,  we  are  happy  to  say,  he  has  chosen  to 
remain  in  Rhode  Island  where  his  roots  are  deep. 

Since  he  became  Executive  Secretary  of  the 
Rhode  Island  Medical  Society  in  1943  he  has  been 
the  key  person  in  the  activities  of  organized  medi- 
cine in  our  State.  As  managing  editor  of  the  Rhode 
Island  Medical  Journal  his  business  ability,  keen 
judgment  and  in  addition  his  training  in  journalism 
and  ability  to  express  himself  clearly  and  forcefully 
have  been  basic  factors  in  making  our  journal  what 
it  is. 

The  complicated  activities  of  the  Providence 
Medical  Association  and  the  Rhode  Island  Medical 
Society,  not  only  in  their  open  meetings  but  those 
of  the  House  of  Delegates,  the  Council  of  the  State 
Society,  the  Executive  Committee  of  the  Provi- 
dence Medical  Society  and  other  committees  almost 
without  number — all  of  these  go  on  with  smooth- 
ness and  precision  because  he  keeps  the  machinery 
in  order  and  the  wheels  well  greased. 


As  a former  Chairman  of  the  Advisory  Commit- 
tee to  the  Public  Relations  Department  of  the 
A.M.A.,  and  as  a constant  attendant  at  the  meet- 
ings of  our  national  Association,  you  may  be  sure 
that  he  keeps  in  touch  with  what  is  going  on  in  the 
profession.  His  judgment  of  the  effects  of  national 
and  local  politics  on  medicine  and  medical  practice 
is  sound.  He  has  published  a number  of  papers  on 
various  topics  related  to  the  educational,  economic 
and  legal  aspects  of  medicine  in  this  country  and 
particularly  in  this  State. 

For  his  keen  intelligence  which  enables  him  to 
recognize  what  needs  to  be  done  and  how  to  do  it, 
and  for  that  personal  charm  which  is  a major  factor 
in  the  accomplishment  of  his  objectives,  we  are 
thankful. 

Alex.  M.  Burgess,  m.d. 

Chairman,  Publications  Committee 

( Doctor  Burgess  zvas  president  of  the  Providence  Medi- 
cal Association  in  1938.  — The  Editor) 
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TIME  MAGAZINE  AND  THE  ANNUAL  MEETING 


A recent  issue  of  Time  Magazine  (May  3)  dis- 
played the  features  of  Doctor  Francis  D.  Moore, 
Boston  surgeon,  on  its  cover  and  told  of  his  accom- 
plishments in  its  lead  story  on  modern  advances  in 
surgery.  We  might  point  out  that  we  long  ago 
scooped  Time  regarding  “Frannie”  Moore,  having 
a whole  year  earlier  (“The  Fifth  Baxter  Lecture,” 
Rhode  Island  Medical  Journal,  April,  1962) 
and  again  more  recently  (“New  Generalizations  in 
Respect  to  Homeostasis,”  ibid.,  March  1963)  called 
attention  to  his  unusual  qualities.  Moore’s  appear- 
ance on  the  Time  cover  occurred  just  a week  after 
that  of  the  glamorous  and  talented  Richard  Burton 
who,  T ime  stated,  was  “chained  in  taffeta  and  living 
in  suspended  animation.”  It  occurred  to  us  that 
Moore,  while  most  certainly  devoted  to  desperately 
serious  pursuits,  did  have  a certain  thespian  qual- 
ity, which  made  him  a not  illogical  successor  to  that 
great  if  somewhat  controversial  actor.  Further  on 
we  discovered  the  following:  “ ‘To  be  great,’  says 
. . . Doctor  Donald  B.  Effler,  ‘a  surgeon  must  have 
a fierce  determination  to  be  the  leader  in  his  field. . . . 
He  is  like  the  actor  who  wants  his  name  in  lights.’ 
Almost  as  if  determined  to  live  up  to  that  definition 
even  while  an  undergraduate,  Francis  Moore  wrote 
both  book  and  music  for  the  Hasty  Pudding  1934 
show  . . . and  played  a male  lead.  . . . There  is  even 
a trace  of  the  thespian  in  the  way  he  lectures  — 
never  still,  always  holding  the  students'  eyes  as  well 
as  their  minds,  somehow  managing  to  draw  a laugh 
with  such  lines  as  ‘the  brain  is  an  island  in  an 
osmotically  homogeneous  sea.'  ” 

This  excellent  popular  review  of  modern 
advances  in  surgery  with  which  the  sketch  of 
Moore  was  associated  made  two  important  points  : 


1.  “What  once  seemed  unimaginable  has  now  be- 
come routine,”  and  2.  “If  they  can  operate,  you’re 
lucky.”  The  procedures  and  techniques  which  were 
described  or  depicted  to  illustrate  these  concepts 
were  open  heart  surgery,  kidney  transplant,  arterial 
surgery,  stereotactic  neurosurgery,  radical  surgery 
for  cancer,  reconstructive  surgery  for  arthritis, 
microsurgery  for  otosclerosis,  and  stomach  cooling 
and  freezing. 

This  issue  of  Time  arrived  just  before  the  Annual 
Meeting  of  the  Rhode  Island  Medical  Society  held 
on  May  8 and  9.  It  was  of  interest  that  many  of 
these  same  subjects  were  reported  to  our  member- 
ship. Among  them  were  a motion  picture  on  Human 
Kidney  Transplantation  by  J.  Hartwell  Harrison 
and  John  P.  Merrill ; the  Charles  V.  Chapin  Oration 
on  Gastric  Cooling  and  Freezing  for  Peptic  Ulcer 
by  Owen  H.  Wangensteen,  himself  the  discoverer 
of  this  technique;  Valve  Replacement  by  Albert 
Starr;  Treatment  of  Abnormal  Movement  Dis- 
orders by  Stereotactic  Thalomotomy  by  Vernon  H. 
Mark;  and  exhibits  on  Stainless  Steel  Stapes  (for 
otosclerosis)  by  Mendell  Robinson,  Surgery  of  the 
Abdominal  Aorta  by  Lester  L.  Vargas  et  ah,  and 
Chemotherapy  of  Cancer  by  Clarence  H.  Soderberg 
et  al.  Other  excellent  papers  and  exhibits  were  pre- 
sented, but  the  above  have  been  singled  out  because 
of  the  striking  parallel  in  their  subject  matter  to 
that  in  the  magazine  article. 

We  commend  the  Committee  on  Scientific  Work 
and  Annual  Meeting  of  the  Rhode  Island  Medical 
Society  for  the  general  excellence  of  the  meetings. 
It  is  regrettable  that  more  of  our  members  did  not 
take  advantage  of  the  great  opportunity  for  educa- 
tion offered  in  their  own  back  yard. 


SPRINGTIME,  LIPIDS,  AND  ARTERIOSCLEROSIS 


*TpHE  maxim  that  in  the  springtime,  ‘a  young 
man’s  fancy  turns  to  thoughts  of  love,’  is  easily 
accepted.  But  the  theory  that  increases  in  the  serum 
lipids  are  associated  with  atherosclerosis,  especially 
coronary  artery  disease,  has  been  viewed  very  criti- 
cally. A critical  scientific  attitude  is  justified  and 
highly  commendable.  It  has  led  to  the  accumulation 
of  a great  mass  of  data  and  information  with  regard 
to  dietary  intake  of  various  classes  of  lipids,  a study 
of  the  intermediary  metabolism  of  lipids,  the  pa- 
thogenesis of  atherosclerosis,  and  therapeutic  meas- 
ures to  alter  the  lipid  concentration  in  serum.  Intel- 
lectual skepticism,  however,  or  a super-critical  atti- 
tude may  cause  us  to  fail  to  apply  some  of  the 
practical  results  that  studies  to  date  have  produced. 

Failure  to  accept  an  intimate  association  between 


fat  intake,  hypercholesterolemia,  hyperlipidemia, 
and  arteriosclerosis,  is  in  part  due  to  the  many 
variable  factors.  These  are  heredity  ; the  differential 
effect  of  various  classes  of  the  lipids ; and  the  rela- 
tive importance  of  cholesterol,  neutral  fats,  phos- 
pholipids, chylomicrons,  and  lipoproteins.  Much 
that  is  written  in  the  literature  tends  to  confuse 
rather  than  clarify.  Susceptible  individuals,  on  the 
basis  of  their  heredity  may  develop  disease  without 
great  changes  in  their  serum  lipids,  while  others  are 
extremely  resistant  in  the  presence  of  both  a high 
fat  intake  and  a high  concentration  of  lipids  in  their 
serum.  Even  the  most  casual  study,  however,  of 
those  diseases  in  which  lipidemia  is  a characteristic 
will  show  that  there  is  marked  susceptibility  to 
atherosclerosis.  One  should  view  the  association  as 
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significant.  The  argument  that  both  the  lipidemia 
and  the  atherosclerosis  are  mere  manifestations  of 
a yet  undisclosed  pathological  process  which  gives 
rise  to  the  two  abnormalities,  rather  than  one  of  the 
abnormalities  causing  the  other,  is  a valid  hypoth- 
esis and  theory  which  is  worthy  of  further  inves- 
tigation. On  the  contrary,  however,  epidemiological 
studies  by  and  large  would  indicate  that  where 
serum  cholesterol  and  serum  lipid  concentration  are 
low,  the  incidence  of  arteriosclerosis  is  low.  In 
contrast,  where  the  dietary  intake  of  fats  is  high, 
and  lipidemia  is  common,  there  is  increased  coro- 
nary artery  disease. 

Of  further  consideration  is  the  relatively  high 
saturated  fatty  intake  in  the  ordinary  American 
diet.  The  average  American  diet  may  wTell  be  an 
abnormal  diet  because  of  its  fat  content.  A general 
alteration  in  eating  habits,  where  the  fat  intake  is 
reduced,  may  be  a reasonable,  practical  step  without 
waiting  for  complete  clarification  and  refinements 
of  the  association  of  diet  and  atherosclerosis. 

On  the  basis  of  epidemiological  studies  and  the 
experimental  evidence  to  date,  it  would  further 
seem  reasonable  to  reduce  the  cholesterol,  total  fat 
and  especially  the  percentage  of  saturated  fat 


intake,  in  those  patients  wrho  have  a high  risk 
of  arteriosclerosis,  and  who  show  lipemic  serum 
and  hypercholesterolemia.  The  literature  would 
seem  to  support  the  view  that  simple  measures, 
such  as  caloric  restriction,  cholesterol  restriction, 
and  total  fat  restriction,  with  a substitution  of 
some  polyunsaturated  fats  for  the  saturated  fats  in 
the  daily  consumption,  would  be  a reasonable  thing 
to  do. 

The  routine  recommending  of  drastic  means  of 
altering  blood  fats  and  cholesterol  and  the  use  of 
severe  regimens,  hormones,  or  drugs  should  prob- 
ably be  regarded  with  skepticism.  An  exception 
would  be  in  circumstances  where  almost  certain 
dire  results  from  obvious  debilitating  arterioscle- 
rosis might  be  expected.  To  generalize  that  such 
therapeutic  measures  should  be  taken  for  minor 
alterations  in  blood  fats  and  serum  cholesterol  in 
low-risk  patients  seems  unwarranted. 

Associations  are  valuable  and  should  be  noted, 
even  if  all  the  intricacies  and  details  of  the  associa- 
tions are  not  clear.  Practical  applications  from  these 
observed  associations  may  be  made  well  in  advance 
of  the  complete  clarification  of  the  details. 


AUTOIMMUNE  DISEASE 


An  historic  concept  that  one’s  own  proteins  are 
not  allergenic  and  will  not  produce  antibodies 
against  themselves  is  seriously  challenged,  or  others 
may  say,  has  conclusively  fallen.  A host  of  diseases 
are  now  considered  to  be  due  to  abnormal  immune 
mechanisms  in  which  the  organism’s  proteins, 
either  directly  or  when  modified  by  a disease  state, 
act  as  foreign  proteins,  and  stimulate  the  produc- 
tion of  antibodies.  All  of  the  following  diseases  have 
been,  or  are  currently  under  investigation  as  auto- 
immune diseases— lupus  erythematosis,  the  col- 
lagen diseases  as  a group,  chronic  lymphocytic 
thyroiditis,  colitis,  pancreatitis,  hemolitic  anemia, 
glomerulo-nephritis,  the  nephrotic  syndrome,  and 
a host  of  lupus  erythematosis-like  diseases,  pro- 
duced by  drugs,  steroids,  and  physical  agents,  such 
as  sunlight  and  x-ray.  Even  such  skin  conditions 
as  atopic  dermatitis,  alopecia  areata,  and  vitiligo  are 
under  investigation  in  search  of  an  autoimmune 
mechanism.  Much  of  the  advancement  of  the  knowl- 
edge of  these  diseases  has  come  about  as  a result  of 
advancing  techniques  in  the  analysis  of  blood  pro- 
teins, and  especially  the  gamma  globulins  of  the 
blood  by  electrophoresis  separation.  By  diffusion 
techniques,  antigen  and  antibody  identification  has 
been  permitted. 

As  is  true  with  all  new  areas  of  investigation  in 
medicine,  much  which  is  currently  being  published 
may  eventually  appear  to  be  unconfirmed.  Many  of 
the  theories  and  concepts  will  be  modified,  but  the 


indisputable  fact  that,  at  least  in  one  large  segment 
of  diseases,  there  are  demonstrable  changes  in  the 
blood  proteins  and  in  the  patient's  immunologic 
process  has  already  been  firmly  established.  Tests 
which  are  familiar  to  the  clinician,  such  as  the 
Wasserman  reaction,  the  latex  agglutination  test 
for  rheumatoid  arthritis,  the  cephalin  cholesterol 
flocculation  in  liver  disease,  and  the  LE  cell 
phenomenon  are  tests  which  have  as  their  basis 
disorders  in  antibody  production. 

A word  of  caution  regarding  the  belief  that  the 
basic  process  is  a simple  antibody-antigen  reaction, 
and  the  antibody  per  se  is  a pathogen,  was  recently 
issued  by  Sir  MacFarlane  Burnett  and  others  at  the 
meeting  of  the  American  College  of  Physicians, 
recently  convened  in  Denver.  It  is  suggested  that 
the  presence  of  these  antibodies  may  be  merely  an 
indication  of  a more  fundamental  pathological  proc- 
ess which  is  still  to  be  elucidated.  Doctor  Burnett,  in 
discovering  a naturally  occurring  autoimmune  dis- 
ease in  a strain  of  mice  in  Australia,  has  indicated 
that  in  all  autoimmune  disease  one  is  apt  to  find 
follicles  of  lymphoid  tissue  in  the  organ  involved. 
One  sees  this  in  the  infiltration  in  chronic  thy- 
roiditis, and  in  the  thymus  of  myasthenia  gravis. 
Most  organs,  where  an  autoimmune  mechanism  is 
present,  will  show  abnormalities  in  lymphocytes 
and  plasma  cells. 

Further  impetus  to  the  study  of  immunity  has 
been  given  by  the  absolutely  essential  need  of 

continued  on  next  page 
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knowledge  of  normal  and  abnormal  body  protein 
antigenicity,  before  organ  transplants  will  be 
widely  used.  Thus  the  investigation  of  transplant 
immunity  and  the  study  of  autoimmunity,  as  well 
as  advancing  technology  in  protein  chemistry  and 
immunoassays,  will  do  much  in  the  not  distant 
future  to  clarify  several  diseases  and  disease  proc- 
esses which  are  as  yet  obscure  in  etiology  and 
pathological  development. 

Right  now,  clinicians  should  heed  well  the  impor- 
tant role  that  drug  therapy  and  hormonal  therapy 
may  be  playing  in  the  production  of  autoimmune 
disease.  Hydralazine,  penicillin,  phenylbutazone, 
quinine,  and  the  steroids  are  all  capable  in  many 
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instances  of  causing  a lupus  erythematosis-like  dis- 
ease. At  this  time,  there  is  consideration  that  these 
drugs  produce  these  diseases  only  in  patients  with 
a susceptible  autoimmune  system,  who  may  nor- 
mally be  carrying  a sub-clinical  lupus  erythema- 
tosis-like state,  which  is  activated  by  the  therapy. 
That  the  predisposition  to  autoimmune  disease  may 
be  greatly  influenced  on  an  heredity  basis  does  not 
alter  our  obligation  to  be  knowledgeable  in  this  area 
of  medicine,  and  to  increase  our  caution  in  using 
drugs  and  therapeutic  agents  which  are  capable  of 
producing  at  least  some  of  the  phenomena,  either 
clinical  or  laboratory,  of  autoimmune  disease. 


THE  "NUMBERS”  GAME 


T ast  February  U.  S.  Senator  Claiborn  Pell  of 
" Rhode  Island,  in  an  address  to  the  state  League 
for  Nursing,  according  to  the  newspaper  account  of 
the  event,  said  that  he  realized  that  support  for  the 
King-Anderson  type  of  federal  legislation  among 
the  members  of  the  medical  profession  has  not 
always  been  wholehearted.  He  is  reported  to 
have  added  that  no  profession  could  more  fully 
appreciate  “the  great  and  positive  good  that  will 
result  when  this  legislation  is  finally  passed.” 

By  the  same  turn  Senator  Pell  should  be  equally 
aware  that  no  profession  can  more  fully  appreciate 
the  faults  in  this  type  of  legislation — faults  that  have 
been  pointed  out  clearly  by  physicians  throughout 
the  nation. 

But  our  major  interest  in  Senator  Pell’s  address 
was  in  his  reported  statements  that  of  the  State’s 

89.000  senior  citizens  more  than  60,000  are  “af- 
flicted” with  one  or  more  chronic  conditions,  that 

51.000  of  the  senior  citizens  of  Rhode  Island  have 
incomes  of  less  than  $2,000  annually,  and  that 

17.000  have  no  income  at  all. 

These  general  statements  in  themselves  are  star- 
tling. If  perchance  the  nurses  were  not  impressed 
by  the  figures  presented,  most  certainly  a large  seg- 
ment of  the  readers  of  the  newspaper  account  must 
have  been  left  with  the  impression  that  the  senior 
citizens  of  Rhode  Island  are  indeed  in  a horrible 
state  of  affairs. 

Senator  Pell  was  asked  the  source  of  his  statistics 
and  he  graciously  complied  with  the  request,  as 
follows : 

The  Bulletin  was  correct  in  quoting  me  as  saying 
that  more  than  60,000  of  our  89,000  senior  citizens 
are  afflicted  with  one  or  more  chronic  conditions. 
These  figures  were  computed  from  two  sources — 
(1)  “Health  Statistics  from  U.  S.  National  Health 
Survey:  Selected  Health  Characteristics  by  Area ” 
(Series  C,  #5 — July,  1957 -June,  1959 ) and  (2) 
,c U . S . N ational  H ealth  Survey : Chronic  Conditions 
Causing  Limitation  of  Activities ” ( Series  B,  #36 — 
July,  19 59- June,  1961 ). 


The  National  Health  Survey  figures  apply  to  the 
Northeast  area  (includes  New  York,  Pennsylvania, 
New  Jersey,  Maine,  New  Hampshire,  Vermont, 
Connecticut,  and  Rhode  Island).  Figures  released 
by  the  National  Health  Survey  on  any  state  actually 
are  taken  from  the  area  statistics  in  which  the  state 
is  located. 

The  #C5  survey  indicates  that  in  the  Northeast 
area,  approximately  75  per  cent  (74.9  per  cent)  of 
those  persons  aged  65  and  over  have  one  or  more 
chronic  conditions.  This  figure  includes  only  those 
persons  in  the  civilian  noninstitutionalized  popu- 
lation. 

As  you  can  see  by  computing  75  per  cent  of 
89,000,  the  more  than  60,000  figure  is  quite  con- 
servative. I preferred  to  use  a more  conservative 
estimate  because  I had  to  use  a Northeast  area  fig- 
ure rather  than  a Rhode  Island  figure  which  was 
not  available.  Actually,  the  northeast  area  figure  of 
75  per  cent  ranks  far  below  the  national  average, 
which  discloses  that  77.3  per  cent  of  persons  aged 
65  and  over  have  one  or  more  chronic  conditions. 
Thus,  my  own  figure  about  the  number  of  senior 
citizens  in  Rhode  Island  suffering  from  one  or  more 
chronic  conditions  is  very  moderate  and  well  below 
the  national  figures. 

You  will  be  interested,  I think,  in  how  I defined 
a chronic  condition.  I relied  again  on  the  National 
Health  Survey's  definition,  which  includes  26 
chronic  conditions  as  well  as  9 items  of  impairment. 
(Series  B 4,  June,  1958,  U.  S.  National  Health 
Survey,  Appendix  2,  Pages  29-30.) 

A check  of  the  Senator’s  statistical  sources  indi- 
cates that  his  figures  and  statements  are  correct  as 
far  as  they  go,  but,  as  is  so  often  the  case,  they  only 
go  far  enough  to  present  an  implication  which  is 
misleading.  Let's  take  a closer  look  at  the  data. 

First,  Senator  Pell  notes  that  75  per  cent  of 
Rhode  Island’s  senior  citizens  are  “afflicted”  with 
chronic  conditions,  which  would  leave  an  implica- 
tion with  most  readers  that  these  citizens  have 
severe  activity  limitations,  and  are  presumably  in  a 
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poor  state  of  health.  Here  is  the  National  Health 
Survey’s  “definition”  of  chronic  illness  to  which 
he  refers : 

Check  List  of  Chronic  Conditions 

1.  Asthma 

2.  Any  allergy 

3.  Tuberculosis 

4.  Chronic  Bronchitis 

5.  Repeated  attacks  of  sinus  trouble 

6.  Rheumatic  fever 

7.  Hardening  of  the  arteries 

8.  High  blood  pressure 

9.  Heart  trouble 

10.  Stroke 

11.  Trouble  with  varicose  veins 

12.  Hemorrhoids  or  piles 

13-  Gall  bladder  or  liver  trouble 

14.  Stomach  ulcer 

15.  Any  other  chronic  stomach  trouble 

16.  Kidney  stones  or  other  kidney  trouble 

17.  Arthritis  or  rheumatism 

18.  Prostate  trouble 

19-  Diabetes 

20.  Thyroid  trouble  or  goiter 

21.  Epilepsy  or  convulsions  of  any  kind 

22.  Mental  or  nervous  trouble 

23.  Repeated  trouble  with  back  or  spine 

24.  Tumor  or  cancer 

25.  Chronic  skin  trouble 

26.  Hernia  or  rupture 

Check  List  of  Impairments 

1.  Deafness  or  serious  trouble  with  hearing 

2.  Serious  trouble  with  seeing,  even  with  glasses 

3.  Condition  present  since  birth,  such  as  cleft  palate 

or  club  foot 

4.  Stammering  or  other  trouble  with  speech 

5.  Missing  fingers,  hand  or  arm 

6.  Missing  toes,  foot  or  leg 

7.  Cerebral  palsy 

8.  Paralysis  of  any  kind 

9.  Any  permanent  stiffness  or  deformity  of  the  foot 

or  leg,  fingers,  arm  or  back 

In  stating  that  60,000  Rhode  Island  senior  citi- 
zens are  “afflicted”  with  chronic  conditions.  Sena- 
tor Pell  left  the  impression,  whether  he  intended  to 
or  not,  that  all  of  these  chronic  conditions  upon 
which  he  based  his  statement,  including  asthma, 
hay  fever,  and  varicose  veins,  to  name  a few,  have 
caused  major  psychological  or  economic  disruption 
in  the  life  of  these  individuals.  It  is  in  view  of  such 
generalizations  that  we  take  issue  with  those  who 
engage  in  the  “numbers”  game. 

In  our  opinion  Senator  Pell  should  have  exam- 
ined his  sources  a bit  further,  and  noted  that  of  the 
7 4.9  per  cent  over-65  individuals  he  cited  as  “af- 
flicted" with  chronic  conditions,  almost  one-half — 
36.6  per  cent — have  no  limitation  of  activity  what- 
soever resulting  from  this  chronic  condition  or  con- 
ditions ! 38.3  per  cent  do  have  some  limitation  of 
activity,  ranging  from  mild  to  severe.  Thus  the 
speciousness  of  the  premise  that  a “chronic  condi- 
tion” per  se  means  “disability”  is  exposed. 

A further  breakdown  as  to  the  severity  of  activity  limi- 
tation resulting  from  chronic  conditions  among  persons 
over  65  is  given  for  the  nation  as  a whole  in  N.H.  S.  Pub- 


lication C,  #4,  "Older  Persons  — Selected  Health  Charac- 
teristics,” page  22.  Senator  Pell  is  correct  in  his  statement 
that  "77.3%  of  persons  aged  65  and  over  have  chronic 
conditions.  The  complete  breakdown,  however,  is  as 
follows: 


Both  sexes  — 
65+ 


Persons 

Persons  with 

with  no 

1-r  Chronic  Conditions 

Total 

chronic 

Limitation  of  Activity 

persons 

conditions 

Total  None  Partial  Major 
Per  cent  distribution 

100.0 

22.7 

77.3  35.0  28.0  14.3 

"Partial  limitation  of  activity”  is  defined  as  "limitation  of 
amount  or  kind  of  participation  in  activity  of  the  group” 
to  some  extent.  Thus,  of  the  total  non-institutionalized 
over-65  population,  85.7  per  cent  have  no  limitation  or 
only  partial  limitation  in  activity.  The  prevalence  of  major 
disability  or  limitation  resulting  from  a chronic  condition 
is  admittedly  higher  among  persons  over  65  than  among 
other  age  groups.  This  prevalence  is  somewhat  dispropor- 
tionately affected  by  figures  for  the  age  group  75  and 
older.  This  age  group,  which  comprises  a rough  one-third 
of  the  total  population  over  65,  accounts  for  nearly  60 
per  cent  of  the  prevalence  of  major  limitation  resulting 


j 


from  a chronic  condition. 


On  the  matter  of  income  Senator  Pell's  reply  was 
as  follows : 

You  also  were  interested  in  the  income  distribu- 
tion statistics  included  in  my  address  to  our  State 
League  for  Xursing.  Those  figures  were  computed 
from  two  sources — (1)  U.  S.  Census  Population , 
1960:  “ Detailed  Characteristics  for  Rhode  Island ” 
on  Page  PC  (1)  41  D,  and  (2)  again  the  1960 
census  from  Table  134  on  Pages  41-232.  It  was 
necessary  to  combine  male  and  female  figures  as 
well  as  age  bracket  groups  from  Table  134. 

The  income  definition  was  based  on  a mean  in- 
come, representing  the  amount  of  income  received 
before  personal  income  tax.  social  security  pay- 
ments, union  dues,  etc.  The  figure  does  not  include 
money  received  from  the  sale  of  property  unless  the 
recipient  engages  in  the  business  of  selling  such 
property ; the  value  of  income  in  kind,  such  as  food 
produced  at  home,  free  living  quarters,  withdrawal 
of  bank  deposits,  money  borrowed,  tax  refunds, 
gifts,  and  lump  sum  inheritance.  Page  xx Hi  of  the 
1960  census  population  outlines  in  some  detail  the 
limitations  of  this  data. 

As  the  Senator  indicates  in  his  answer,  the  in- 
come definition  lends  itself  to  variations  and  limi- 
tations. We  are  concerned  with  the  generalization 
that  leaves  an  implication  that  57  per  cent  of  the 
senior  citizens  in  this  State  are  faced  with  financial 
hardships.  We  might  use  the  same  statistical  tech- 
nique to  show  that  60.049.000  persons,  or  54.6  per 
cent  of  the  U.  S.  population  between  14  and  65 
years  of  age  (110,070.000)  have  less  than  S2.000 
annual  income.  The  “trick”  here  is  to  lump  wives, 
who  share  in  their  husband’s  income  but  have  none 
of  their  own.  into  the  “no  income”  category.  Under 
this  technique  a wife  whose  husband  earned  SI 0.000 
a year  would  be  classified  as  having  no  income. 

Since  Senator  Pell’s  income  figures  for  Rhode 
Island  do  not  include  many  significant  sources  of 
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DIRECTOR  OF  LABORATORIES  — Salary  $11,622- 
$13,442.  Newly  established  position  in  Rhode  Island 
Department  of  Health  to  direct  the  Division  of 
Laboratories.  Doctoral  degree  in  medicine,  veteri- 
nary medicine,  public  health,  microbiology,  or  other 
biological  science  required.  Five  years  administra- 
tive experience  desirable.  Merit  system  position  in 
long  established  state  health  department.  Social 
security,  liberal  sick  leave,  vacation  and  retirement 
plans,  low  cost  insurance,  longevity  benefits.  Out- 
standing schools  and  colleges  in  community.  Excel- 
lent working  conditions  in  small,  progressive 
department.  Address  inquiry  to  Mrs.  Rita  Ross, 
Personnel  Officer,  Rhode  Island  Department  of 
Health,  319  State  Office  Building,  Providence  3, 
Rhode  Island. 


“income  in  kind”  (some  are  specified  in  his  letter) 
their  validity  as  an  index  of  economic  need  is  open 
to  serious  question. 

We  sincerely  hope  that  Senator  Pell  in  this 
instance  has  been  a victim  of  the  “numbers”  game, 
and  that  he  is  not  a proponent  of  it.  His  sources  may 
be  correct  in  their  statistical  data,  but  the  misinter- 
pretation of  statistics,  or  the  use  of  them  to  general- 
ize in  such  a manner  as  to  leave  with  the  reader 
implications  not  warranted  by  the  data  itself,  is  not 
to  be  condoned. 


DOCTORS’  OFFICE-SUITE 
FOR  RENT 

Medical  Building 

154  Waterman  St.,  corner  Cooke  St. 
Providence 

Air  Conditioning,  Heating  and  Parking 

IMMEDIATE  OCCUPANCY 
HOWARD  REALTY  COMPANY 
10  Dorrance  Street  GA  1-5336 


STATE  OF  RHODE  ISLAND  MEDICAL  CENTER 

Howard,  Rhode  Island 

July  5 

7:30  P.  M. 

Donald  P.  Kenefick,  m.d. 
Assistant  Director,  Assistant 
Clinical  Professor  of  Psychiatry 
Law-Medicine  Research  Institute 
Boston  University 
Subject:  Legal  Psychiatry 

July  12 

8:00  P.  M. 

Milton  Greenblatt,  m.d. 

Boston  State  Hospital 

Subject:  Administrative  Psychiatry 

July  19 

7 :30  P.  M. 

ISMET  KARACAN,  M.D. 

Acting  Chief,  Research  and  Education  Dept. 
Rhode  Island  Medical  Center 

Subject:  Methodology  of  Clinical  Research 

July  26 

7 :30  P.  M.  Paul  I.  Yakovlev,  m.d.,  Harvard  University 

Medical  School,  Department  of  Neurology 

Subject:  Dynamic  Neuro-anatomy 

Lectures  are  held  in  the  Mathias  Building,  Lab  Classroom. 

Nutritional  supplementation  is  basic  to  postoperative  care.  Therapeutic  allowances 
of  B and  C vitamins  help  meet  increased  metabolic  requirements  and  compensate 
for  stress  depletion.  STRESSCAPS  can  set  the  patient  on  a more  favorable  course 
and  contribute  to  full  recovery. 


FOR  PROFESSIONAL 


Each  capsule  contains:  Vitamin  Bi  (Thiamine  Mononitrate) ...  10  mg.  / Vitamin  B2  (Riboflavin) ...  10  mg.  / Niacinamide... 
100  mg.  / Vitamin  C (Ascorbic  Acid)  ...  300  mg.  / Vitamin  B6  (Pyridoxine  HCI)  . . . 2 mg.  / Vitamin  B12  Crystalline... 
4 mcgm.  / Calcium  Pantothenate ...  20  mg.  Recommended  intake:  Adults,  1 capsule  daily,  for  the  treatment  of  vitamin 
deficiencies.  Supplied  in  decorative  “reminder”  jars  of  30  and  100. 


RECOMMENDATION  ONLY 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


STRESSCAPS 

Stress  Formula  Vitamins  Lederle 
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CONVOCATION  ADDRESS  OF  GOVERNOR  JOHN  H.  CHAFEE 

at  the 

1 32nd  Annual  Scientific  Assembly  of  the  Rhode  Island 
Medical  Society,  May  8,  1963 


This  is  a unique  and  somewhat  frightening 
experience  for  a layman  whose  few  connections 
with  medicine  were  formerly  limited  to  the  receiv- 
ing end  and  have  lately  been  on  the  spending  end 
— reduced  though  such  expenditures  might  be. 

The  very  names  of  the  titles  of  both  past  and 
present  Charles  V.  Chapin  Orations  are  enough  to 
strike  terror  into  the  hearts  of  the  uninitiated  and  I 
look  back  with  wistfulness  at  the  1948  Oration  with 
its  explicable  title,  “Industrial  Health.”  Even  the 
1950  Oration  of  my  uncle,  Dr.  James  L.  Gamble, 
is  not  so  designed  to  be  a best  seller,  “Body  Fluids 
and  the  Rationale  of  Fluid  Therapy.” 

While  tonight  we  learn  more  of  the  revolutionary 
new  techniques  that  are  advancing  the  field  of  medi- 
cine in  general  and  surgery  in  particular,  I believe 
we  can  reflect  with  some  pride  on  our  State’s  his- 
tory in  medicine  and  public  health. 

John  Clarke  who  obtained  our  original  charter 
from  King  Charles  II  just  300  years  ago  this  year 
was  a physician. 

Eater,  this  colony  in  1711  and  1721  passed  acts 
to  prevent  the  spread  of  infectious  diseases,  small 
pox  and  malaria  being  the  principal  targets.  Provi- 
dence gave  its  first  public  vaccinations  at  town 
expense  in  1810  and  in  1812  this  Society  was 
organized  making  it  the  eighth  oldest  State  Society 
in  the  nation. 

With  the  aid  of  this  society  and  of  Dr.  Snow, 
Superintendent  of  Health  in  Providence,  Rhode 
Island  became  the  seventh  state  in  the  nation  in 
1878  to  establish  a State  Board  of  Health,  now  our 
Department  of  Health,  and  Dr.  Chapin  entered  the 
service  of  that  Board  in  1880  during  a malaria 
epidemic. 

Rhode  Island  then  moved  ahead  rapidly  becom- 
ing one  of  the  first  states  to  make  vaccination 
against  small  pox  a qualification  for  school  enroll- 
ment and  became  the  first  state  to  establish  a State 
Eaboratory  in  1906. 

In  1910,  Providence  became  the  first  American 
City  to  have  a municipal  Hospital  for  Communi- 
cable Diseases — -our  present  Chapin  Hospital. 

All  during  this  period  new  hospitals  were  open- 
ing, and  new  schools  for  those  particularly  afflicted 
were  being  founded  like  the  present  Joseph  H. 
Eadd  School  and  the  Sanatorium  at  Wallum  Lake. 
Progress  in  all  these  fields  has  continued  and  is 


continuing  at  the  present.  One  of  the  happy  asso- 
ciations in  our  State  has  been  the  close  cooperation 
between  the  State  Medical  Society  and  our  Depart- 
ment of  Health.  Never  was  this  better  demon- 
strated than  in  the  splendid  “End  Polio”  campaign 
which  the  Society  sponsored  this  past  month  and 
which  our  Health  Department  was  able  to  give 
some  assistance  to.  The  credit  for  this  program  is 
due  to  this  Society  and  I’m  happy  to  have  this 
opportunity  to  acknowledge  it  to  you  directly  and 
to  extend  to  you  the  official  thanks  of  the  State. 
It  was  a smashing  success.  As  one  who  has  been 
having  financial  troubles  with  the  legislature,  I 
might  add  a very  personal  note  of  thanks  in  that, 
in  addition  to  giving  far  greater  coverage  than  the 
State  would  have  been  able  to  have  done,  you  also 
saved  the  State  at  least  $400,000.  When  I say  I’m 
grateful,  it’s  an  understatement ! 

This  past  legislative  session  was  exceedingly 
rough  upon  all  my  proposals  for  progress  in  the 
field  of  health.  As  you  know,  I submitted  a medical 
care  bill  to  assist  our  elderly  citizens  with  their 
medical  and  hospital  bills  through  the  State  in  con- 
junction with  the  federal  government  under  Kerr- 
Mills,  providing  Blue  Cross  and  Physicians  Service 
coverage.  We  estimate  that  nearly  40,000  of  our 
citizens  would  have  been  aided  under  this  program, 
and  it  was  praised  by  the  federal  officials  most 
knowledgeable  in  this  field  as  one  of  the  finest  pro- 
grams of  any  State  in  the  nation.  One  of  the  virtues 
of  it  was  that,  because  of  our  knowledge  of  the  cost 
of  the  insurance  and  the  number  of  those  eligible  to 
participate,  we  could  determine  in  advance  the  cost 
of  the  program. 

After  some  experience  with  it  we  could  then,  if 
finances  permitted,  extend  the  benefits  by  raising 
the  amount  of  Blue  Cross  coverage  from  $14.00  per 
day  to  a higher  figure  and  taking  similar  steps.  The 
important  point  was  to  get  started  and  that’s  what 
we  were  attempting  to  do.  I believe  it  extremely 
unfortunate  for  all  our  citizens,  especially  our 
elderly  people  who  need  this  coverage,  that  the 
Democratic  General  Assembly  killed  my  proposal. 

Under  the  Department  of  Health  whose  appro- 
priation was  slashed  over  $100,000  below  what  I 
requested  and  instead  was  given  nearly  exactly 
what  they  are  operating  under  this  year,  we  had 
hopes  of  expanding  our  programs  by  enlarging  the 
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GENERAL  MEETING  OF  THE 
RHODE  ISLAND  MEDICAL  SOCIETY 

May  9,  1963 


A general  meeting  of  the  membership  of  the 
Rhode  Island  Medical  Society  was  held  on 
Thursday,  May  9,  1963,  during  the  152nd  Annual 
Scientific  Assembly  held  in  the  Marvel  Gymnasium 
of  Brown  University  in  Providence. 

The  meeting  was  called  to  order  by  the  President, 
Doctor  Arthur  E.  Hardy,  at  12  :00  Noon.  Approxi- 
mately 80  members  were  in  attendance. 

Doctor  Hardy  opened  the  meeting  by  delivering 
his  presidential  address  on  “The  Medical  Society 
and  the  Community.” 

Science  Fair  Awards 

Doctor  Hardy  called  upon  Doctor  Charles  York, 
Chairman  of  the  Science  Fair  Committee,  who  re- 
ported briefly  on  the  1963  Rhode  Island  Secondary 
Schools  Science  Fair  and  announced  the  six  win- 
ners selected  by  the  Society’s  Committee  for  special 
awards.  Doctor  Hardy  presented  to  each  of  the 
winners  a special  citation  from  the  Society  and  a 
United  States  Treasury  Bond  in  the  amount  of  $25. 

End  Polio  Conference 

Doctor  Hardy  announced  that  the  End  Polio 
Foundation  had  voted  to  clear  the  outstanding 
debts  of  various  patients  of  the  National  Founda- 
tion for  expenses  incurred  in  the  care  of  poliomye- 
litis patients.  He  awarded  checks  from  the  Foun- 
dation to  the  Providence  Chapter  in  the  amount  of 
$13,579.99,  to  the  Kent  County  Chapter  in  the 
amount  of  $8,725.33,  to  the  Newport  County  Chap- 
ter in  the  amount  of  $1,057.88,  and  to  the  Bristol 
County  Chapter  in  the  amount  of  $969.78. 

Business  Meeting 

Doctor  Hardy  called  to  order  a business  meeting 
of  the  Society,  and  he  requested  the  report  of  the 
Secretary. 

Doctor  Michael  DiMaio,  Secretary,  reported  as 
follows : 

At  its  meeting  on  January  30,  1963,  the  House 
of  Delegates  of  the  Rhode  Island  Medical  Society 
voted  to  recommend  to  the  membership  at  the  an- 
nual meeting  the  adoption  of  the  following  amend- 
ment to  the  by-laws : 

“Article  VI.  House  of  Delegates 


Section  2.  Composition 

The  House  of  Delegates  shall  be  composed  of 
(1),  delegates  elected  by  the  component  societies, 
each  component  society  being  entitled  to  elect  one 
delegate  for  each  twenty  active  members  in  good 
standing,  or  major  fraction  thereof,  with  the  added 
provision  that  each  component  society  shall  be 
entitled  to  elect  at  least  one  delegate ; and  (2),  the 
President,  the  President-Elect,  the  Vice  President, 
the  Secretary,  the  Treasurer,  and  the  Retiring 
President,  and  (3),  without  the  power  of  vote 
unless  elected  as  a delegate  from  a component 
society,  the  Editor  of  the  Rhode  Island  Medical 
Journal,  the  Delegate,  and  the  Alternate  Delegate 
to  the  House  of  Delegates  of  the  American  Medical 
Association,  the  Director  of  the  State  Department 
of  Health  in  Rhode  Island,  and  the  President  of  the 
Rhode  Island  Medical  Society  Physicians  Service.” 
ACTION : A motion  was  made  that  the  proposed 

by-law  amendment  be  adopted.  The  motion  was 

seconded  and  passed. 

^ ^ % 

The  Secretary  reported  also  that  at  a meeting  of 
the  House  of  Delegates  on  April  17th,  the  follow- 
ing officers  were  elected  to  serve  the  Society  until 
the  Annual  Meeting  in  1964. 

Doctor  Thomas  Perry,  Jr President 

Doctor  Samuel  Nathans  of  Westerly 

Vice  President 

Doctor  John  C.  Ham  of  Providence 

President-Elect 

Doctor  J.  Murray  Beardsley  of  Providence 

T reasurer 

Doctor  Michael  DiMaio  of  Providence 

Secretary 

Doctor  Thomas  Perry,  Jr.,  President-Elect,  was 
escorted  to  the  rostrum  and  he  briefly  accepted  the 
honor  given  him  by  the  Society  and  he  called  upon 
the  membership  to  continue  to  work  in  the  best 
interests  of  the  public  and  the  profession. 

The  meeting  was  adjourned  at  1 :05  P.  M. 

Respectfully  submitted : 

Michael  DiMaio,  m.d.,  Secretary 
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SOCIETY  OFFICERS  INSTALLED  at  the  152nd  ANNUAL  MEETING 


Dr.  Thomas  Perry,  Jr.,  a Providence  surgeon, 
was  installed  as  the  104th  President  of  the 
Rhode  Island  Medical  Society  at  its  business  ses- 
sion held  during  its  152nd  annual  scientific  assem- 
bly at  the  Marvel  Gymnasium  of  Brown  University 
on  May  9,  1963.  He  succeeded  Dr.  Arthur  E. 
Hardy  of  Warwick. 

Other  officers  elected  were  Dr.  John  C.  Ham, 
Providence  internist,  president-elect  to  succeed 
Doctor  Perry  next  year ; Dr.  Samuel  Nathans  of 
Westerly,  an  anesthesiologist,  as  vice  president; 
Dr.  J.  Murray  Beardsley,  Providence  surgeon, 
treasurer  ; and  Dr.  Michael  DiMaio,  internist  from 
Providence,  secretary. 

A native  of  Westerly,  Doctor  Perry  attended 
Loomis  School,  and  he  was  graduated  from  Har- 
vard University  and  also  the  Harvard  Medical 
School.  He  served  an  internship  at  Rhode  Island 
Hospital  and  then  enlisted  with  the  48th  Evacua- 
tion Hospital  Unit  which  saw  war  service  in  the 
China-Burma-India  theater  of  operations.  He  held 
the  rank  of  Major  when  the  war  ended,  and  he  was 
awarded  the  CBI  Theater  ribbon  with  two  battle 
stars. 

Doctor  Perry  is  presently  a surgeon  on  the 
Rhode  Island  Hospital  staff,  chief  of  general  sur- 
gery at  Lying  In  Hospital,  a member  of  the  con- 
sulting staff  at  Westerly  and  Woonsocket  hospitals, 
and  a member  of  the  courtesy  staff  at  Roger  Wil- 
liams General  Hospital.  He  has  been  active  in  the 
programs  of  the  Society  for  many  years,  serving  as 
secretary  of  the  Society  for  seven  years,  and  as 
chairman  of  the  Sesquicentennial  Committee  which 
staged  the  successful  Exposition  of  Health  Prog- 
ress last  year. 

President-Elect  Providence  Native 

Dr.  John  C.  Ham,  named  as  president-elect  of 
the  Society,  is  a native  of  Providence  who  attended 
Moses  Brown  School,  and  then  Phillips  Exeter 
prior  to  matriculating  at  Princeton  University.  He 
was  graduated  from  Harvard  Medical  School,  and 
after  an  internship  at  Boston  City  Hospital,  and  a 
residency  at  Bellevue  Hospital  in  New  York  city, 
he  returned  to  Providence  to  establish  his  practice 
in  internal  medicine. 

In  1959  Doctor  Ham  served  as  President  of  the 


Providence  Medical  Association,  the  largest  com- 
ponent society  of  the  state  medical  organization. 
In  addition  to  his  participation  in  many  programs 
of  the  medical  societies  he  has  been  active  in  com- 
munity affairs.  He  is  a member  of  the  board  of 
directors  of  the  Providence  District  Nursing  Asso- 
ciation, of  the  Council  of  Community  Services,  the 
Rhode  Island  Tuberculosis  and  Health  Association, 
and  he  is  a past  president  of  the  Providence  Tuber- 
culosis League,  and  of  the  Eastern  Section  of  the 
American  Trudeau  Society.  He  is  a physician  on 
the  Rhode  Island  Hospital  staff,  and  director  of 
the  thoracic  clinic  at  the  hospital. 

Westerly  Doctor  Vice  President 

Dr.  Samuel  Nathans  of  Westerly,  elected  vice 
president,  is  a native  of  Boston  where  he  attended 
Boston  Latin  School,  Harvard,  and  Tufts  Medical 
School.  He  served  an  internship  at  the  Fall  River 
General  Hospital,  and  a residency  in  anesthesia  at 
Hartford  Hospital  prior  to  a turn  of  duty  with  the 
Army.  He  is  a past  president  of  the  Washington 
County  Medical  Society,  and  he  is  anesthesiologist 
at  South  County  and  Westerly  hospitals. 

Treasurer  and  Secretary  Re-elected 

Dr.  J.  Murray  Beardsley,  former  surgeon-in- 
chief of  Rhode  Island  Hospital,  and  a past  presi- 
dent of  the  Providence  Surgical  Society,  was  re- 
elected to  his  fifth  term  as  treasurer,  and  Dr. 
Michael  DiMaio,  secretary  of  the  board  of  state 
board  of  examiners  in  medicine,  and  former  secre- 
tary of  the  Providence  Medical  Association,  was 
re-elected  for  his  third  term  as  Secretary. 

Standing  Committee  Chairman 

Chairmen  of  the  maj  or  elected  committees  of  the 
Society,  elected  by  the  policy  making  House  of 
Delegates,  were  elected  as  follows : Industrial 
Health,  Dr.  Thomas  J.  Dolan  of  Providence ; 
Library  Committee,  Dr.  Francesco  Ronchese  of 
Providence ; Medical  Economics,  Dr.  Stanley  D. 
Simon  of  Providence ; Publications,  Dr.  Alex  M. 
Burgess  of  Providence  ; Public  Laws,  Dr.  Freeman 
B.  Agnelli  of  Westerly;  Public  Policy  and  Rela- 
tions, Dr.  Thomas  Perry,  Jr.  of  Providence;  and 
Scientific  Work  and  Annual  Meeting,  Dr.  Jesse  P. 
Eddy,  III,  of  Providence. 


june,  1963 
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SUBSTITUTE  KERR- MILLS  LEGISLATION 

R.  I.  General  Assembly , January  Session,  1963 

H-1779-A 


Resolution  creating  a special  legislative  com- 
mission to  study  the  feasibility  of  adopting  a 
comprehensive  medical  care  program  for  the  aged 
for  the  State  of  Rhode  Island. 

^ ^ 

Resolved,  That  a special  legislative  commission 
be  and  it  is  hereby  created  for  the  purpose  of  study- 
ing the  feasibility  of  adopting  a comprehensive 
medical  care  plan  for  the  aged  of  Rhode  Island ; to 
study  the  effect  of  the  Kerr-Mills  program  of  medi- 
cal care  in  the  various  states  and  its  particular 
application  of  Rhode  Island;  and  the  feasibility  of 
the  adaptation  of  the  most  suitable  plan  consistent 
with  proper  financing  and  superior  health  care. 

Said  commission  shall  consist  of  eight  (8)  mem- 
bers and  shall  be  appointed  as  follows  : five  ( 5 ) of 
whom  shall  be  from  the  House  of  Representatives 
to  be  appointed  by  the  speaker,  not  more  than  three 
( 3 ) of  whom  shall  be  from  the  same  political  party, 
and  three  (3)  of  whom  shall  be  from  the  Senate  to 
be  appointed  by  the  lieutenant  governor,  not  more 
than  two  (2)  from  the  same  political  party. 

Forthwith  upon  the  passage  of  this  resolution  the 
membership  of  the  commission  shall  organize  and 
shall  select  from  among  themselves  a chairman. 
Vacancies  in  said  commission  shall  be  filled  in  like 
manner  as  the  original  appointments. 

It  shall  be  the  duty  of  this  commission  to  confer 
with  authorities  in  the  findings  of  health,  to  ascer- 
tain the  medical  needs  of  the  aged  in  Rhode  Island, 
to  consider  the  financial  structure  surrounding  the 
implementation  of  a medical  care  plan,  to  further 
consider  existing  federal  programs  and  proposed 
federal  programs  in  this  area,  and  to  make  recom- 
mendations concerning  the  feasibility  of  state  par- 
ticipation and  the  extent  thereof. 

All  departments  and  agencies  of  the  state  shall 
furnish  such  advice  and  information,  documentary 
and  otherwise,  to  said  commission  and  its  agents  as 
is  deemed  necessary  or  desirable  by  the  commission 
to  facilitate  the  purposes  of  this  resolution. 

The  membership  of  said  commission  shall  receive 
no  compensation  for  their  services  and  shall  report 
its  findings  and  recommendations  to  the  general 
assembly  on  or  before  January  1,  1964. 


3jl 

Effective  without  the  signature  of  the  Governor. 
May  14. 


ADDRESS  OF  GOVERNOR  CHAFEE 

concluded  from  page  328 

definition  of  crippled  children  so  we  could  continue 
our  close  cooperation  with  the  Medical  Society  in 
other  areas  as  we  are  now  doing  in  the  area  of 
rheumatic  fever.  As  a result  of  the  slashes  in  the 
requests  I made,  it  may  be  even  necessary  to  curtail 
some  of  the  services  we  are  presently  giving. 

One  of  the  most  encouraging  events  anticipated 
in  the  near  future  is  the  commencement  of  medical 
education  at  Brown  University.  This  will  not  only 
help  all  medicine  in  the  State,  but  will  also  be  of 
great  benefit  to  our  State  institutions  where  we 
look  forward  to  the  closest  of  cooperation.  We 
believe  these  institutions  can  benefit  tremendously 
from  the  presence  of  medical  students  and  faculty 
in  our  area  and  that  we  can  assist  them  in  turn  with 
our  clinical  resources. 

Already  some  State  agencies  are  using  the  serv- 
ices of  practitioners  in  the  various  communities  on 
a part-time  basis  for  medical  services  and  guidance 
in  welfare  and  health  programs.  This  is  of  great 
benefit  to  the  State  and  I hope  can  be  increased  in 
the  future. 

In  conclusion,  may  I say  that  I look  to  the  future 
with  great  confidence.  Although  we  have  experi- 
enced a set-back  in  our  progress  as  a result  of  the 
actions  of  the  General  Assembly,  I believe  that  the 
people  want  the  State  to  progress  in  the  field  of 
health  and  medicine  rather  than  standing  still,  or 
in  some  instances,  as  could  quite  possibly  happen, 
being  forced  to  reduce  services.  I am  not  only  con- 
fident that  the  people  want  this  progress,  but  I am 
also  confident  that  the  people  will  make  themselves 
heard. 

I want  to  thank  each  of  you  and  the  Society  of 
which  you  are  members  for  the  support  you  have 
given  me. 

To  Dr.  Owen  H.  Wangensteen  go  both  my  offi- 
cial and  also  my  very  personal  thanks  for  honoring 
our  State  with  his  presence.  We  appreciate  his 
coming  this  distance  to  advance  our  knowledge. 
A most  hearty  welcome  to  Rhode  Island,  Sir. 
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THE  GENERAL  ASSEMBLY— 1963 

Report  of  the  Committee  on  Public  Laws  on  Actions  taken  by  the 
R.  I.  General  Assembly  on  medical,  public  health  and  allied  measures, 

January  Session,  1963 


*Tp  he  1963  General  Assembly  recessed  at  5 :40 
a.m.  on  May  5 in  the  longest  windup  day  in  its 
history.  A special  session  was  called  for  June  11 
with  the  apportionment  legislation  listed  as  the 
major  item. 

Acts  Effective  Without  Governor’s  Signature 
BRISTOL  COUNTY  HOSPITAL 
H-1148  Resolution  authorizing  a study  commis- 
sion to  determine  the  advisability  of  a hospital 
in  Bristol  County. 

;■£  H5  H4 

KERR-MILLS  ACT  IMPLEMENTATION 
H- 1779- A A substitute  resolution  to  the  Gover- 
nor’s proposal  to  purchase  Blue  Cross  and 
Physicians  Service  coverage  for  elder  citizens. 
This  substitute  bill  sets  up  an  8-member 
General  Assembly  Commission  to  study  the 
problem  and  to  report  by  next  January  1. 

^ ^ ^ 

MENTAL  HEALTH 

H-1452  A resolution  creating  a special  commis- 
sion to  study  the  feasibility  of  consolidating 
those  functions  of  state  government  which  pro- 
vide service  to  the  mentally  ill. 

Passed : March  28. 

^ ^ 

NURSING  HOMES 

H-1209  A resolution  requesting  the  legislative 
council  to  study  the  problem  of  improving  care 
and  treatment  in  nursing,  convalescent  and 
rest  homes. 

jji  >-5 

Legislation  Signed  by  the  Governor 
DRUG  ADDICTION 

H-1438  Resolution  authorizing  a 12-member  com- 
mission to  make  a comprehensive  study  of  drug 
addiction  in  Rhode  Island. 

Signed : April  24. 

* * * 


FROZEN  FOODS 

S-280  An  act  empowering  the  director  of  health 
to  regulate  transportation  and  storage  of 
frozen  foods. 

Signed : May  9. 

^ ^ ^ 

DOCTOR  GOLDSTEIN 
MEMORIAL  FOUNDATION 
H-1767  A resolution  establishing  the  Doctor 
Sidney  S.  Goldstein  memorial  research  and 
education  foundation  in  recognition  of  his 
dedicated  services  in  the  held  of  social  welfare. 

Signed:  May  11. 

>■;  sjs 

GOOD  SAMARITAN  ACT 
S-534  Not  the  act  proposed  by  the  Society,  but 
similar  legislation  based  on  a model  act  drafted 
by  the  Boston  University  Medical-Legal  Insti- 
tute that  exempts  the  physician  from  civil 
damages  for  any  personal  injuries  resulting 
from  emergency  care,  the  immunity  not  to 
extend  to  gross,  wilful  or  wanton  negligence 
or  to  treatment  at  a hospital,  doctor’s  office  or 
clinic  where  such  services  are  normally 
rendered. 

The  act  as  passed  exempts  emergency  treat- 
ment rendered  by  a physician  “other  than  in 
the  ordinary  course  of  his  employment  or  prac- 
tice,” and  this  poses  a question  as  to  whether 
a physician  who  is  rendering  the  type  of  treat- 
ment which  is  a normal  part  of  his  practice  is 
given  any  exemption  at  all.  Our  proposal  did 
not  have  this  restriction. 

Our  act  provided  immunity  for  failure  to  pro- 
vide or  arrange  for  further  medical  treatment. 
The  act  passed  does  not  contain  such  language 
and  thus  leaves  open  the  possibility  of  a claim 
against  the  Good  Samaritan  for  injuries  which 
occur  after  the  patient  has  left  the  scene  of  the 
emergency  and  is  beyond  his  effective  control. 

Signed : May  7. 

:jc  4=  ^ 
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PUBLIC  HEALTH 

S-567  A bill  making  the  director  of  health  respon- 
sible for  declaring  a disease  reportable  rather 
than  specifying  a reportable  disease  by  statute. 

Signed : May  6. 

* * ^ 

WORKMEN’S  COMPENSATION 

S-625  Requires  that  the  employee  shall,  after  an 
injury,  at  reasonable  times  during  the  continu- 
ance of  his  disability,  if  so  requested  by  his 
employer,  submit  himself  to  an  examination 
by  a physician,  furnished  and  paid  by  the 
employer.  The  employee  shall  have  the  right 
to  have  a physician,  provided  by  said  employee 
and  paid  for  by  the  employer,  present  at  such 
examination.  The  employee  shall  be  entitled  to 
a full,  exact,  signed  duplicate  copy  of  the  medi- 
cal report  of  the  examining  physician,  which 
shall  be  mailed  by  the  employer  or  carrier  to 
the  employee  and  his  attorney  forthwith  upon 
receipt  of  the  original  report  by  the  employer 
or  carrier.  Failure  to  do  so  shall  make  such 
report  or  evidence  of  such  examining  physi- 
cian inadmissible  if  objection  is  made  by  the 
employee  to  the  admission  of  the  report  or 
evidence. 

Signed : May  8. 

* * * 

H-1130-B  Sets  the  liability  of  employers  for  hos- 
pital costs  at  the  actual  cost  to  the  hospital. 

Signed:  May  11. 

jjl  5(j  ijl 

H-1319-A  Increases  payment  for  total  incapacity 
after  compensation  under  the  TDI  has  been 
exhausted  from  $40  to  $50. 

Signed : April  24. 

He  H5 

H-1353  Requires  duplicate  copies  of  all  statements 
obtained  from  a claimant  to  be  furnished  to  the 
claimant  and  on  request  to  his  attorney,  other- 
wise said  statements  may  not  be  used  as 
evidence. 

Signed:  May  13. 

* * * 

HOSPITALS 

S-538  The  definition  of  “hospital  and  other  medi- 
cal facilities”  in  the  Hill  Burton  hospital  sur- 
vey and  construction  act  for  Rhode  Island  was 
clarified  to  make  it  clear  that  nursing  and 
treatment  centers  are  included. 

Signed : May  7. 

* * * 

MATERNAL 

S-212-A  A bill  increasing  the  period  of  eligibility 
for  pregnancy  benefits  under  the  Temporary 
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Disability  Insurance  Program  from  12  to  14 
weeks. 

Signed:  May  11. 

^ ^ ^ 

MEDICAL  FACILITIES 

H-1812  A resolution  authorizing  the  commission 
to  study  the  developments  of  Rhode  Island 
medical  facilities  and  operations  of  non-profit 
hospital  and  medical  service  corporations  to 
continue  its  study  until  January  30,  1964,  and 
appropriating  $7,500  for  that  purpose. 

Sent  to  the  Governor. 

* * * 

PHYSICAL  THERAPISTS 

H-1424  Clarifications  of  the  physical  therapists 
law  to  require  the  division  of  professional  reg- 
ulation to  register  without  examination  an 
applicant  for  license  before  December  31,  1963 
who  on  June  1,  1962 

1 ) was  practicing  physical  therapy  in  a manner 
satisfactory  to  the  board  in  Rhode  Island, 
and  was  so  practicing  for  one  of  the  three 
years  immediately  preceding  June  1,  1962, 
and 

2)  who  is  of  good  moral  character,  and 

3)  who  is  in  good  physical  and  mental  health. 

Signed : April  24. 

Hi  H5  jfc 

POLICE  AND  FIRE  PENSIONS 

H-1361-A  A bill  providing  that  respiratory  and 
lung  diseases  shall  be  presumptive  cause  for 
disability  pensions  for  policemen  and  firemen. 

Signed:  May  13. 

Hi  ❖ * 

Legislation  Vetoed  by  the  Governor 
WORKMEN’S  COMPENSATION 

S-31  Increases  partial  disability  compensation  to 
entire  difference  between  employee’s  average 
wage  before  the  injury  and  his  actual  earnings 
thereafter,  instead  of  60%  as  now. 

Hi  Hi  Hi 

S-624  Requires  that  employer  shall  within  15  days 
after  receiving  the  bill  of  a physician,  dentist 
or  hospital,  pay  said  bill,  or  mail  to  physician, 
dentist  or  hospital  by  certified  mail,  return 
receipt  requested,  a statement  setting  forth  in 
detail  the  reasons  for  non-payment. 
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When  he  sees  it  engraved 
on  a Tablet  of  Quinidine  Sulfate 
he  has  the  assurance  that 
the  Quinidine  Sulfate  is  produced 
from  Cinchona  Bark,  is  alkaloidally 
standardized,  and  therefore  of 
unvarying  activity  and  quality. 
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When  the  physician  writes  “DR 


mm 


(Davies,  Rose)  on  his  prescriptions 
for  Tablets  Quinidine  Sulfate,  he  is 
assured  that  this  “quality”  tablet 
is  dispensed  to  his  patient. 

. 

Rx  Tablets  Quinidine  Sulfate  Natural 
0.2  Gram  (or  3 grains) 

Davies,  Rose 

Clinical  samples  sent  to  physicians  on  request 

Davies,  Rose  <&.  Company,  Limited 
Boston  18,  Mass. 
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Attractive  & Functional  Offices 


Designers  & Suppliers  of  Offices 

150  Dorrance  Street  • Providence  3,  R.  I.  • GAspee  1-5228 


Qflemariai  Sanitarium 


Located  on  Rt.  1 

South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conven- 
iently located  institution. 

L A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

W.  H.  Lesovsky,  M.D.,  Ph.D. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 


THROUGH  THE  MICROSCOPE 
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College  of  Physicians  Honors  Rhode  Islanders 

Two  Rhode  Island  physicians  have  been  honored 
by  the  American  College  of  Physicians — an  inter- 
national organization  representing  specialists  in 
internal  medicine  and  related  fields. 

Dr.  Wesley  W.  Spink,  Minneapolis,  Minn., 
President  of  the  internists’  group,  said  the  follow- 
ing physicians  from  the  state  were  among  those 
recently  designated  as  Fellows  and  Associates  of 
the  American  College  of  Physicians : 

Elected  as  Fellow  was : Dr.  John  C.  Ham,  of 
Providence. 

Selected  as  Associate  was : Dr.  Frederick  W. 
Barnes,  Jr.,  of  Providence. 

The  American  College  of  Physicians  was 
founded  48  years  ago  to  maintain  and  advance 
the  highest  possible  standards  in  medical  educa- 
tion, medical  practice,  and  research.  It  now  repre- 
sents more  than  11,600  internists  and  specialists  in 
related  fields  in  the  United  States,  Canada,  Mexico, 
and  Latin  American  countries. 

Hospital  Benefits  at  $5.2  Million  a Day 

The  American  public  received  an  average  of  $5.2 
million  a day  from  insurance  companies  during 
1962  to  help  pay  for  hospital  care,  the  Health  Insur- 
ance Institute  reported  recently. 

The  $5,201,000  average  daily  payments  added  up 
to  a total  of  $1,899,000,000  paid  out  in  hospital  ex- 
pense benefits  during  the  year  by  insurance  com- 
panies, the  Institute  said.  It  pointed  out  that  the 
benefits  included  payments  made  under  hospital 
expense  policies  as  well  as  that  portion  of  benefits 
under  major  medical  expense  policies  which  went 
for  hospital  bills. 

These  benefits  helped  to  pay,  said  the  Institute, 
for  hospital  room  and  board,  drugs  and  medicines, 
laboratory  services,  X-rays,  nursing,  operating 
room  charges,  and  other  hospital  services. 

With  the  inclusion  of  health  insurance  payments 
for  other  than  hospital  care,  insurance  companies 
last  year  distributed  benefits  of  some  $3.8  billion, 
a 10.8  per  cent  climb  over  1961.  The  grand  total 
of  health  insurance  benefits  paid  out  during  1962 


by  all  insuring  organizations  was  estimated  by  the 
Institute  at  $7.1  billion,  up  from  $6.4  billion  in 
1961. 

Brown  Medical  Faculty  Member  Named 

Brown  University  has  announced  that  the  re- 
cently named  chief  of  medicine  at  Rhode  Island 
Hospital,  Dr.  Milton  W.  Hamolskv  of  Boston,  has 
been  appointed  to  the  Brown  faculty. 

He  will  hold  the  title  of  Professor  of  Medicine 
at  Rhode  Island  Hospital.  He  will  share  respon- 
sibility for  clinical  research  and  teaching  at  the 
hospital  in  connection  with  the  university’s  new 
medical  education  program. 

The  six-year  medical  course,  leading  to  a degree 
of  Master  of  Science,  will  begin  in  the  fall.  Grad- 
uates of  the  program  will  be  able  to  enroll  else- 
where for  the  last  two  vears  of  medical  education 
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leading  to  the  Doctor  of  Medicine  degree,  or  pursue 
further  graduate  study  for  the  Ph.D.  degree. 

Dr.  Hamolsky  is  now  an  assistant  professor  of 
medicine  at  the  Harvard  Medical  School  and  a 
member  of  the  full-time  staff  at  Beth  Israel  Hos- 
pital in  Boston.  He  will  begin  his  duties  at  the 
university  and  at  Rhode  Island  Hospital  on  July  1. 

Dr.  Hamolsky  has  made  a specialty  of  thyroid 
disease. 

He  was  graduated  from  Harvard  with  high 
honors  in  1943,  and  from  the  Harvard  Medical 
School  with  highest  honors  in  1946,  winning  the 
Henry  A.  Christian  Award  for  diligence  and 
scholarship. 

He  received  his  internship  and  residency  at  Beth 
Israel  Hospital. 

He  joined  the  Harvard  Medical  faculty  in  1950. 
He  has  also  taught  at  Tufts  Medical  School  and  at 
Brandeis  University.  In  1961-62  he  studied  at  the 
College  de  France,  Paris,  on  a Commonwealth 
Fellowship. 

Food  and  Drug  Regulation  on  Folic  Acid 

The  Food  and  Drug  Administration  recently  pro- 
posed a new  regulation  reducing  the  content  of  folic 
acid  in  vitamin  food  supplements  from  0.4  milli- 
gram per  day  to  0.1  milligram  per  day.  The  pro- 

continued  on  next  page 
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posed  regulation  is  based  on  advice  by  a committee 
of  medical  and  nutritional  experts. 

An  existing  temporary  regulation  permits  the 
use  of  0.4  milligram  of  folic  acid  per  day  in  dietary 
supplements  until  July  1,  1963,  or  until  the  pro- 
posed new  regulation  goes  into  effect. 

The  proposal  was  published  in  the  Federal  Reg- 
ister Saturday,  May  11.  Interested  persons  have 
30  days  from  publication  in  which  to  submit  written 
views  and  comments  to  the  Hearing  Clerk,  Depart- 
ment of  Health,  Education,  and  Welfare,  Room 
5440,  330  Independence  Avenue,  S.W.,  Wash- 
ington 25,  D.  C. 

Industrial  Hygiene  Course  Announced 

A five-day  course  in  “Sources  and  Use  of  Toxi- 
cological Information”  will  be  presented  by  the 
Institute  of  Industrial  Medicine,  New  York  Uni- 
versity Medical  Center,  in  cooperation  with  the 
American  Industrial  Hygiene  Association  on 
October  14  through  18,  1963.  The  course  will  be 
given  at  the  Onchiota  Conference  Center,  Tuxedo, 
New  York,  near  the  new  University  Valley  campus 
of  New  York  University. 

The  increasing  variety  and  quantity  of  chemical 
products  coming  into  use  in  modern  industry  and 
society  has  brought  a widespread  need  for  toxico- 
logical information  to  ensure  the  safety  of  workers 
and  consumers.  This,  in  turn,  has  led  to  new  regu- 
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latory  agencies  and  requirements  in  various  seg- 
ments of  our  government. 

This  course  is  designed  to  acquaint  those  con- 
cerned with  advanced  methods  of  securing  and 
interpreting  pertinent  information.  The  course  will 
stress  the  applications  and  general  principles  of 
toxicological  studies  rather  than  the  details  of 
experimental  toxicology. 

Crisis  in  New  England  College  Facilities  Ahead 

Nearly  one  out  of  every  seven  potential  students 
may  not  find  room  to  attend  college  in  New  Eng- 
land ten  years  from  now,  the  New  England  Board 
of  Higher  Education  has  announced. 

None  of  the  six  New  England  states  is  planning 
adequately  to  meet  the  need  for  higher  education  in 
the  next  decade,  NEB  HE  finds  in  its  third  study 
of  college  enrollment  needs.  As  a result,  over 
27,000  students  may  be  unable  to  attend  college  in 
New  England  by  1967  and  some  66,000  may  be 
unable  to  enroll  by  1972. 

NEB  HE  reports  that  by  five  years  from  now, 
New  England  s colleges  hope  with  adequate  finan- 
cial support  to  expand  their  enrollment  by  nearly 
30%.  NEBHE  estimates,  however,  that  they 
should  plan  to  expand  by  nearly  40%.  Their  plans 
for  ten  years  from  now  indicate  a 52%  expansion, 
but  NEBHE  says  they  may  need  to  expand  75%. 

Rhode  Island’s  1962  enrollment  is  listed  as 
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22,588,  and  the  need  by  1967  will  be  for  accom- 
modations for  32,100.  Bnt  present  plans  indicate 
a 4,400  deficit  by  1967  and  a 7,400  deficit  by  1972. 

Millions  Have  Four  Health  Coverages 

Nearly  100  million  Americans  are  protected  by 
four  different  types  of  health  insurance  against  the 
economic  consequences  of  ill  health,  the  Health 
Insurance  Institute  reported  recently. 

As  of  the  beginning  of  1963,  the  Institute  esti- 
mated that  140  million  persons  had  hospital  expense 
insurance,  130  million  persons  had  surgical  expense 
insurance,  and  97  million  persons  had  regular  med- 
ical expense  insurance,  which  helps  pay  for  non- 
surgical  care  by  physicians,  and  diagnostic  X-ray 
and  laboratory  fees. 

In  addition  some  43.5  million  workers — through 
formal  plans — had  their  earnings  protected  by  loss 
of  income  insurance.  Millions  of  other  workers  had 
some  degree  of  income  protection  through  informal 
arrangements,  said  the  Institute. 

According  to  the  U.  S.  Bureau  of  the  Census, 
the  size  of  the  average  family  in  the  United  States 
is  3.7  persons.  The  Institute  calculated  that,  at  a 
minimum,  the  43.5  million  breadwinners  with  loss- 
of-income  insurance  were  assured  of  a continuing 
income  that  would  help  provide  the  necessities  of 
life  for  130  million  persons. 


Major  Medical  Insurance 

The  Institute  said  the  fastest  growing  form  of 
health  insurance  is  major  medical  expense  insur- 
ance, which  packages  together  in  one  policv  pro- 
tection— both  in  and  out  of  hospital — against  the 
cost  of : hospital  and  surgical  bills,  non-surgical 
care  by  physicians,  medicines  and  drugs,  medical 
appliances,  private  duty  nursing,  laboratory  and 
x-ray  services,  and  ambulances. 

Major  medical  insurance,  little  more  than  a 
decade  old,  covered  an  estimated  38  million  per- 
sons at  the  end  of  last  year,  compared  to  108,000 
persons  so  covered  at  the  end  of  1951. 
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Reception  Room,  ConsultationRoom, 
Three  Large  Examining  Rooms, 
available 

December  1,  1962,  at 
339  Thayer  St.,  Providence  6,  R.  I. 

Apply  to: 

EZRA  SHARP.  M.D. 

339  Thayer  Street,  GAspee  1-1751 


DBI  and  DBI-TD  (phenformin  HCI), 

administered  to  ketoacidosis-resistant  diabetics  requiring  hypoglycemic 
therapy:  A.  act  to  reduce  high  blood  sugar  without  increasing  fat  synthesis 
or  weight  gain  as  insulin  and  sulfonylureas  tend  to  do.  B.  do  not  increase 
already  elevated  endogenous  insulin  levels;  may,  indeed,  act  to  restore 
more  normal  insulin  levels,  0.  favor  reduction  of  weight  towards  normal. 

Insulin  is  still  the  essential  hypoglycemic  agent  for  the  ketoacidosis- 
prone  diabetic.  However,  in  the  ketoacidosis-resistant  obese  diabetic 
phenformin  appears  to  be  the  hypoglycemic  of  choice  to  help  avoid  weight 
gain  or  reduce  adiposity,  a factor  tending  to  make  control  more  difficult 
and  to  increase  the  likelihood  of  complications. 

Summary:  Indicated  in  stable  adult  diabetes,  sulfonylurea  failures  and 
unstable  diabetes.  Gastrointestinal  side  effects  occurring  more  often  at 
higher  dosage  levels  abate  promptly  upon  dosage  reduction  or  temporary 
withdrawal.  Occasionally  an  insulin-dependent  patient  will  show  "starva- 
tion" ketosis  (acetonuria  without  hyperglycemia)  which  must  be  differen- 
tiated from  “insulin-lack”  ketosis,  and  treated  accordingly.  Use  with 
caution  in  severe  liver  disease.  Not  recommended  without  insulin  in 
acute  complications  (acidosis,  coma,  infections,  gangrene,  surgery).  Con- 
sult product  brochure  for  full  information. 

Bibliography:  1.  Williams,  R.  H.:  Textbook  of  Endocrinology,  Ed.  3,  Saunders, 
Philadelphia,  1962,  p.  610.  2.  Gordon,  E.  S.:  Metabolism  11:819,  1962.  3.  Grod- 
sky,  G.  M.  et  al.:  Metabolism  12:278,  1963.  4.  Sadow,  H.  S.:  Metabolism  12:333, 
1963.  5.  West,  K.  M.  and  Tophoj,  E.:  Metabolism  10:689,  1961.  6.  Yalow,  R.  S. 
and  Berson,  S.  A.:  Diabetes  9:254,  1960.  7.  Weller,  C.  et  al.:  Scientific  Exhibit, 
A.M.A.,  June  1962.  8.  Weller,  C.  et  al.:  Metabolism  11:1134,  1962.  9.  Radding, 
R.  S.  et  al.:  Metabolism  11:404,  1962. 

U.  S.  VITAMIN  & PHARMACEUTICAL  CORP. 


800  SECOND  AVENUE,  NEW  YORK  17,  N.Y. 
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BOOK  REVIEWS 


CURRENT  DIAGNOSIS  & TREATMENT 
by  Henry  Brainerd,  M.D.,  Sheldon  Margen, 
M.D.,  Milton  J.  Chatton,  M.D.  and  Associate 
Authors.  Lange  Medical  Publications,  Los  Altos, 
California,  1963.  $9.50. 

There  is  something  very  appealing  about  a 
matter-of-fact  approach  to  a seemingly  overwhelm- 
ing task — like  H.  G.  Wells  deciding  to  write  a his- 
tory of  the  world  in  one  volume,  or  Sir  Francis 
Bacon  who  “took  all  knowledge  to  be  his  province.” 
Of  course  the  burden  can  be  shared  among  co- 
authors, but  even  so  it  must  have  taken  courage 
and  no  little  self-confidence  to  assume  the  respon- 
sibility for  a concise  account  of  all  current  diagnosis 
and  treatment.  On  the  whole  the  result  is  very  sat- 
isfactory. The  style  is  clear  and  goes  right  to  the 
point  with  no  wasted  words.  Where  there  is  room 
for  more  than  one  point  of  view,  as  in  the  discussion 
of  Salk  versus  Sabin  vaccine,  the  author  states  the 
case  clearly  and  leaves  no  doubt  on  which  side  he 
himself  stands.  Throughout  I was  impressed  with 
how  completely  each  disease  is  covered.  Obviously 
such  a condensation  must  be  didactic,  and  obviously 
also  it  cannot  be  read  for  long  at  a time  without 
mental  indigestion.  But  used  in  the  manner  it  is 
intended,  that  is  for  desk  reference  by  the  practicing 
physician,  I believe  it  can  fulfill  its  purpose  admir- 
ably. In  addition  to  internal  medical  disorders,  sec- 
tions on  dermatology,  eye  ear  nose  and  throat, 
GYN  and  OB,  Psychiatry  and  Neurology,  and 
Endocrinology  are  included  in  this  doubly-distilled 
digest  of  current  medical  knowledge. 

Morgan  Cutts,  m.d. 


E.  P.  Anthony,  Inc. 


WILBUR  E.  JOHNSTON,  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 


178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
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YOUR  WEIGHT  AND  HOW  TO  CONTROL 
IT.  Edited  by  Morris  Fishbein,  M.D.  Revised 
edition.  Doubleday  & Co.,  Inc.,  Garden  Citv, 
N.  Y.,  1963.  $3.95. 

This  is  a compilation  of  the  latest  knowledge  on 
problems  of  weight  control.  It  is  well  written  in 
popular  style  and  takes  up  all  aspects  of  the  subject. 

Each  chapter  was  written  by  an  expert  in  his  field 
and  a list  of  the  headings  shows  the  wide  scope  cov- 
ered: Fads  in  Weight  Reduction ; What  is  Normal 
Weight  for  Health?  Are  Overweight  People  Un- 
healthy? Is  Overweight  Hereditary?  Do  Glands 
Affect  Weight?  Food  Habits,  Activity  Patterns, 
and  Weight ; Obesity  in  Children ; Hazards  of 
Underweight ; Overweight  and  Underweight : the 
Psychosomatic  Aspects;  Fooling  the  Fat;  How  to 
Reduce  Scientifically ; Exercises,  Gadgets,  and 
Salons ; and  The  Surgical  Removal  of  Excess  Fat. 
Only  an  intelligent  person  with  at  least  a high  school 
education  or  its  equivalent  would  profit  by  all  of  the 
chapters.  I found  the  chapter  on  heredity  very  inter- 
esting. 

The  book  would  be  very  useful  to  the  doctor, 
nurse  or  dietitian  who  is  dealing  with  overweight 
individuals.  The  appendix  would  be  more  useful  to 
the  average  dieter  if  the  proportions  were  given  in 
common  measurements  rather  than  in  grams.  If 
the  volume  were  available  in  a cheaper,  paperback 
edition,  it  would  be  used  more  widely  and  would 
have  more  general  appeal. 

Amy  E.  Russell,  m.d. 

THE  GROWTH  OF  MEDICAL  THOUGHT 
by  Lester  S.  King,  M.D.  The  University  of  Chi- 
cago Press,  Chic.,  1963.  $5.50. 

In  this  book  Dr.  King  has  pointed  out  that 
through  the  ages,  physicians  have  consistently 
sought  for  explanations  of  the  phenomena  which 
they  have  observed  in  health  and  in  disease,  and 
that  the  treatment  which  they  have  applied  has  been 
based  on  these  explanations.  In  the  absence  of  reli- 
able scientific  information  concerning  the  world  in 
which  he  lives,  it  is  not  surprising  that  early  man 
relied  on  the  religious  tradition  that  he  had  been 
taught.  Yet,  in  the  Hippocratic  school  of  thought, 
accurate  observation  of  disease  was  introduced  and 
carried  out  along  with  religious  concepts. 

The  development  of  general  physiological  and 

continued  on  page  340 
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THE  AMERICAN  ASSOCIATION 
OF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 
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1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 

MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

H.  P.  HOOD  & SONS,  135  Harris  Ave.,  Providence,  DE  1-3024 

Produced  at  Hood  Certified  Farm,  Beverly,  Mass. 
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complete  the 

THYROID  PROFILE 

AT 

HOPKINS  MEDICAL  LABDRATDRY 

IN  3 HOURS! 

a proved,  accurate  thyroid  function  test1-4 

(1-triiodothyronine 
test  for  determining 
the  thyrobinding  index 
of  serum  or  plasma) 

Unaffected  by  high  iodine  diets 
or  any  iodine  the  patient  may  be 
taking  therapeutically  or  diagnostically 
(opaque  dyes). 

Only  2 ml  of  patient’s  serum  or 
plasma  is  required.  The  patient 
does  not  have  to  take  or  use  anything. 

The  I131  is  used  in  vitro. 

Stat  orders  impeccably  executed. 

Economical  because  of  time-and- 
labor-saving  equipment  used. 

1.  Scholer,  J.  F.:  J.  Nuclear  Med.  3:41,  1962.  2. 
Foeckler,  F.,  et  al.,  Paper,  Meet.  Soc.  Nuclear  Med., 

June  1962.  3.  Sodee,  B.:  Paper,  Meet.  Soc.  Nuclear 
Med.,  June  1962.  4.  Nordyke,  A.  M.,  et  al.:  Paper, 
Meet.  Soc.  Nuclear  Med.,  June  1962. 

HOPKINS 

MEDICAL  LABORATORY 

322  BROADWAY 

PROVIDENCE,  RHODE  ISLAND 

Telephone — GAspee  1'7244 
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medical  concepts  and  the  resulting  medical  therapy 
are  discussed  in  this  book  by  a consideration  of  the 
outstanding  individuals  who  had  major  roles  in  this 
phase  of  human  ideas.  Hippocrates,  and  the  early 
introduction  of  recorded  observation,  the  scientific 
approach  ; Galen,  with  his  detailed  system  based  on 
philosophical  concepts  reasonably  interpreted  and 
Paracelsus  whose  search  for  general  truths  and  his 
attempt  to  apply  them  logically,  employing  various 
appropriate  theories,  are  discussed  in  detail.  The 
development  of  medical  thought  as  exemplified  by 
these  three  outstanding  figures  occupies  more  than 
half  of  the  book. 

The  later  development  of  basic  ideas  in  anatomy 
and  physiology,  with  a discussion  of  the  work  of 
Vesalius,  Hoffman,  Harvey  and  others  leads  one 
on  to  the  final  consideration  of  the  “Cell  Theory, 
Key  to  Modern  Medicine.”  This  of  course  intro- 
duces the  subsequent  elaboration  of  medical  knowl- 
edge, which  constitutes  the  infinitely  detailed  pic- 
ture which  is  the  basis  of  the  modern  understanding 
of  disease  and  with  which  the  physician  of  today 
must  be  reasonably  familiar.  This  birds-eye  view  of 
medical  history,  stressing  the  underlying  concepts 
on  which  the  care  of  the  sick  was  based  throughout 
recorded  history,  reviewed  by  a modern  medical 
scientist,  will  be  of  interest  to  physicians,  students 
and  many  others. 

Alex.  M.  Burgess,  m.d. 

CIBA  FOUNDATION  COLLOQUIA  ON 
ENDOCRINOLOGY.  Editors  for  the  Ciba 
Foundation:  G.  E.  W.  Wolstenholme  and  Mar- 
garet P.  Cameron.  Vol.  14.  Immunoassay  of 
Hormones.  Little,  Brown  and  Company,  Boston, 
1962.  $10.75. 

The  understanding  of  science  is  by  comprehen- 
sion of  terminology,  technical  procedures,  and  then 
the  integration  of  this  knowledge,  and  its  storage 
for  new  association  and  application.  To  understand 
the  contents  of  this  Symposium,  the  practicing  phy- 
sician with  a first-hand  knowledge  of  hormones  and 
a general  concept  of  immunity,  will  readily  under- 
stand and  appreciate  the  potential  advances  in  our 
knowledge  of  experimental  endocrinology,  and  will 
appreciate  the  use  of  this  interesting  technique  to 
determine  the  presence  and  the  amount  of  the  hor- 
mones. This  method  uses  the  antigenic  property  of 
proteins  to  stimulate  antibody  production  against 
them,  by  an  alien  species.  The  property  of  antigenic- 
ity of  proteins  arises  from  the  fact  that  most  of  the 
hormones  are  themselves  proteins,  and  this  protein 
bears  the  stamp  of  the  animal  species  under  con- 
sideration. 

Some  of  this  Symposium  is  devoted  to  a consid- 
eration of  species  differences  in  reaction  to  hor- 
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mones  of  human  origin.  It  is  a simple  step  to  realize 
that  if  antibody  production  is  produced  in  a lower 
animal,  these  antibodies  so  produced  can  then  be 
used  to  determine  the  presence  and  the  amount  of 
the  circulating  hormone  in  human  serum.  Since  the 
amounts  of  hormone  are  oftentimes  extremely 
small,  usual  physico-chemical  methods  of  determin- 
ing the  amount  and  character  of  the  hormones  is 
impossible.  With  the  advancement  of  gel  diffusion 
and  electro-phoresis  techniques,  it  is  possible  to 
determine,  with  a high  degree  of  accuracy,  both 
the  presence  and  the  amount  of  hormones  in  serum 
or  extract  of  glands. 

By  gel  diffusion,  the  interaction  of  an  antigen 
with  its  antibody  is  readily  seen  as  an  opaque  inter- 
face between  antigen  and  antibody,  as  they  diffuse 
toward  each  other  from  two  little  wells  in  agar  gel. 
Refinements  of  the  technology,  by  sometimes  sub- 
mitting the  gel  to  an  electric  held,  in  which  case  one 
has  gel  electro-phoresis,  is  a modification  of  the 
underlying  principle.  When  the  antibody  and  an- 
tigen are  combined  in  a diffusion  gel,  one  can  visibly 
determine  this  interaction. 

In  this  Symposium,  the  basic  principle  of  deter- 
mining the  hormone  content  of  an  unknown  sample 
of  tissue,  or  serum,  or  extract,  as  determined  by  its 
interaction  with  known  antibodies  to  the  particular 
hormone,  is  reported  in  detail.  The  concept  is  not 
new,  the  technology  not  difficult  to  comprehend, 
and  the  results  have  contributed  greatly  to  increas- 
ing our  knowledge  of  the  character  and  amount  of 
body  hormones  under  normal  and  pathological 
situations. 

With  the  need  to  understand  immunology  for 
organ  transplant  and  grafting,  the  field  of  immu- 
nology in  all  its  phases  and  the  technology  necessary 
to  understand  it  has  received  a great  impetus. 
These  reported  investigations  in  the  field  of  hor- 
mones are  indicative  of  the  investigation  on  a broad 
front  which  is  now  proceeding.  As  is  usual  with 
these  Ciba  symposia,  the  coverage  of  the  subject 
under  consideration  is  both  broad,  reasonably  deep 
and  authoritative.  The  interchange  of  ideas  in  the 
discussion  is  a most  valuable  by-product  of  the 
Symposium.  The  book  serves  as  a summary  of 
developments.  A thorough  and  penetrating  study 
of  protein  chemistry  and  protein  antigenicity  is 
needed  by  all  physicians,  and  especially  those  in 
internal  medicine.  They  should  be  abreast  of  the 
developments  in  autoimmune  disease,  and  of  med- 
ical management  of  grafting  and  organ  transplants. 

The  physician’s  knowledge  of  the  antigenicity 
and  immunological  problems  in  blood  transfusions 
is  the  threshold  of  a much  broader  knowledge  which 
he  will  have  to  acquire  in  the  next  few  years.  A 
perusal  of  this  new  Ciba  Symposium  will  acquaint 
him  with  some  of  the  investigations,  methods  and 
direction  that  the  fascinating  field  of  immunology 
has  taken.  Robert  V.  Lewis,  m.d. 
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2nd  Postgraduate  Conference  — 

MEDICAL  ASPECT  OF  SPORTS 

Sponsored  by  the  University  of  Rhode  Island  and  the  Rhode  Island  Medical  Society 
At  the  F.  W.  Keaney  Gymnasium,  U.  of  R.I.,  Kingston,  on  August  22-23,  1963 
For  Physicians,  Trainers  and  Physical  Education  Instructors 


THURSDAY  MORNING  AUGUST  22,  1963 


PRESIDING : 

Dr.  A.  A.  Savastano  Chairman,  Committee  on  Medical  Aspects  of  Sports,  Rhode  Island  Medical  Society 

Orthopedic  Surgeon,  Department  of  Athletics,  University  of  Rhode  Island 

9:00 

REGISTRATION 

9:30 

WELCOME  Dr.  Ernest  W.  Hartung  Vice  President,  University  of  Rhode  Island 

Dr.  Thomas  Perry,  Jr.  President,  Rhode  Island  Medical  Society 

9:45 

Panel  Discussion:  ADMINISTRATIVE  SPORTS  MEDICINE 

FROM  THE  ADMINISTRATOR’S  VIEWPOINT  Professor  Maurice  Zarchen 

Director  of  Athletics,  University  of  Rhode  Island 

FROM  THE  COACH’S  VIEWPOINT  Ralph  Cordisco 

Director  of  Athletics,  Haver  straw- Stony  Point 
High  School,  Haverstraw,  New  York 

FROM  THE  TEAM  PHYSICIAN’S  VIEWPOINT  Dr.  G.  Edward  Crane 

Athletic  Surgeon,  Brown  University 

10:45 

Panel  Discussion:  PRESIDING:  Jack  Zilly 

Head  Coach  of  Football,  University  of  Rhode  Island 

QUALIFICATIONS  FOR  PARTICIPATION  IN  SPORTS  Dr.  A.  A.  Savastano 

MEDICAL  PROBLEMS  AND  THE  ATHLETE  Dr.  S.  J.  P.  Turco 

Director  of  Student  Health,  University  of  Rhode  Island 

FIELD  DIAGNOSIS  AND  DECISIONS  Kenneth  Rawlinson 

Head  Trainer,  University  of  Oklahoma 

11:30 

PHYSIOLOGICAL  RESPONSES  IN  ATHLETES  Dr.  Warren  Guild 

Harvard  Medical  School 

THURSDAY  AFTERNOON 

PRESIDING:  Dr.  Joseph  E.  Donohue  Assistant  Director  of  Student  Health,  Providence  College 


1:45 

DIAGNOSIS  AND  MANAGEMENT  OF  COMMON  ANKLE  INJURIES 

Dr.  Thomas  B.  Quigley 

Chairman,  Committee  on  Medical  Aspects  of  Sports, 
The  American  Medical  Association 
Assistant  Clinical  Professor  of  Surgery, 
Harvard  Medical  School 
Surgeon,  Peter  Bent  Brigham  Hospital 
Surgeon,  Harvard  University  Health  Services 

2:15 

DIAGNOSIS  AND  MANAGEMENT  OF  COMMON  KNEE  INJURIES 

Dr.  Frederick  vom  Saal 

Chief,  Department  of  Orthopedic  Surgery, 
St.  John’s  Hospital,  Yonkers,  N.Y. 

2:45 

DIAGNOSIS  AND  MANAGEMENT  OF  COMMON  FACIAL  INJURIES 

Dr.  Armand  Versaci 

Assistant  Surgeon,  Rhode  Island  Hospital 

3:30 

DIAGNOSIS  AND  MANAGEMENT  OF  COMMON  ELBOW  AND  SHOULDER  INJURIES 

Dr.  Thomas  B.  Quigley 

4:00 

QUESTION  AND  ANSWER  PERIOD 

FRIDAY  MORNING  AUGUST  23.  1963 


PRESIDING: 

Carl  V.  Slader  Associate  Professor  of  Physical  Education,  University  of  Rhode  Island 

9:00 

CONDITIONING  DRILLS  . . . Before  and  During  Football  Season  Kenneth  Rawlinson 

9:30 

PREVENTION  OF  CERTAIN  KNEE  INJURIES  Dr.  Daniel  F.  Hanley 

Director  of  Student  Health  Services,  Bowdoin  College 
Physician  to  the  1960  U.S.  Olympic  Team  in  Rome 

10:00 

PREVENTION  OF  HEAD  AND  NECK  INJURIES 
Head  Gear  Problems 
Neck  Strengthening  Exercises 

Kenneth  Rawlinson 

june,  1963 
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10:45 


PROTECTIVE  AND  THERAPEUTIC  TAPING  AND  WRAPPING 

Upper  Extremity  Richard  Cole  (and  Staff) 

Assistant  Professor  of  Physical  Education 
and  Athletic  Therapist, 
University  of  Rhode  Island 


Lower  Extremity 


Kenneth  Rawlinscn  ( and  Staff ) 


Back  and  Neck 


Joseph  Romo  (and  Staff) 

Head  Athletic  Trainer,  Brown  University 


FRIDAY  AFTERNOON 

PRESIDING:  Dr.  William  Schwab  Assistant  Director  of  Student  Health  Services,  Providence  College 

1:45  INJURIES  PECULIAR  TO  PROFESSIONAL  BASKETBALL  PLAYERS  Don  Friederichs 

Head  Trainer, 

Xew  York  Knickerbockers 

2:15  HEAD  INJURIES  Dr.  Julius  Stoll 

Chief,  Department  of  Neurosurgery, 

Rhode  Island  Hospital 


2:45  PHYSICAL  THERAPY  IN  ATHLETICS  Dr.  J.  H.  Dwindle 

Director.  Department  of  Physiatry, 
Rhode  Island  Hospital 


3:30  THE  ROLE  OF  ENZYMES  IN  THE  TREATMENT 

OF  CONTUSIONS  AND  STRAINS  Henry  T.  Stanton,  Jr. 

Research  and  Clinical  Director.  Rystan  Laboratories 
Mt.  Vernon,  N.Y. 


4:00  QUESTION  AND  ANSWER  PERIOD 


Curran  & Burton,  Inc. 
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• That  6.2  cents  goes  for  medical  care,  6.1  cents 
for  recreation,  3-0  cents  for  alcoholic  beverages, 
2.2  cents  for  tobacco  products,  and  1.5  cents  for 
religious  and  welfare  activities. 

• That  food  is  the  single  biggest  expenditure, 
claiming  21  cents  out  of  every  dollar  the  public 
spends. 
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438-4275 
( Write  for  Brochure) 


LIFE  DEATH 

INSURANCE  or  INSURANCE? 

SOME  Medical  men  need  DEATH  Insurance 
ONLY. 

Others  need  accumulating,  guaranteed 
dollar  values  to  meet  their  LIVING  needs  in 
the  future  - DEPRESSION  - EMERGENCY  - 
RETIREMENT,  etc. 

In  any  event,  our  new  "CHEAPER-THAN- 
TERM"  DEATH  INSURANCE  is  the  first  step 
in  the  right  direction  ! 

Don't  make  any  important  changes  in  your 
Life  Insurance  or  Estate  plans  without  inves- 
tigating "CHEAPER-THAN-TERM"! 

For  further  information  about  this  sensational 
new  development  in  DEATH  INSURANCE, 
write  or  phone: 

ROLAND  A.  DEROSIER 

54  Custom  House  Street 
Providence  3,  Rhode  Island 
TE  1-4833 


too,  is 
compatible  with  a well- 
balanced  menu.  As  a 
pure,  wholesome  drink, 
it  provides  a bit  of  quick 
energy.. brings  you  back 
refreshed  after  work  or 
play.  It  contributes  to 
good  health  by  provid- 
ing a pleasurable  mo- 
ment’s pause  from  the 
pace  of  a busy  day. 
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reduce 
days 
away 
from 
work 


Orenzyme 

reduces  inflammation  leases  pain 

saves  days  in  healing 


(oral,  enteric  coated 
enzyme  tablet*  'National') 


Accelerate  healing  in  your  patients: 

In  sprains,  strains  and  other  traumatic  injuries, 
oral  Orenzyme  helps  resolve  the  impediments  to 
healing  due  to  acute  inflammation.1’2  This 
. . direct  facilitation  of  drainage  from  the  in- 
flamed area”3  permits  speedier  recovery.  Oral 
Orenzyme,  the  original  enzyme  tablet  for  faster 
tissue  repair,  saves  days  in  healing  in  all  these  con- 
ditions: ocular  inflammation  • fractures  • sprains 
• strains  • dislocations  • lacerations  • thrombo- 
phlebitis • ulcerations  • also  helps  liquefy  tena- 
cious bronchial  mucous  secretions. 

Side  Effects:  Side  effects  are  rare.  If  they  occur, 
discontinuation  of  the  drug  is  recommended. 
Composition:  Each  tablet  contains  trypsin  68% , 
chymotrypsin  30% , ribonuclease  2% , equivalent 


in  proteolytic  activity  to  20  mg.  of  crystalline 
trypsin.  Compatibilities:  There  are  no  known  in- 
compatibilities. Other  medications  may  be  given 
with  Orenzyme  if  indicated.  In  infection,  appro- 
priate antibiotic  therapy  should  be  used  concur- 
rently. Dosage:  Adequate  dosage  is  important. 
Initially  2 tablets  q.i.d.  When  Orenzyme  is  ad- 
ministered concurrently  with  parenteral  trypsin, 
or  for  maintenance  dosage,  1 tablet  q.i.d.  is  rec- 
ommended. Supplied:  Bottles  of  48  and  500  red, 

enteric  coated  tablets.  *U.  S.  PATENT  NO.  3,004,893 

References:  1.  Lichtman,  A.  L.:  Delaware  M.J.  33:11,  1961. 
2.  Coleman,  J.  M.;  Vaughn,  A.  M.;  Annan,  C.  M.,  and  Caserta, 
J.  A.:  South.  M.J.  53:1467,  1960.  3.  Tuttle,  E.:  Exper.  Med. 

& Surg.  77:210,  1959.  6/63  0-5234/63 

njjtTHE  NATIONAL  DRUG  COMPANY 

U Jl  U Division  of  Richardson-IWerrell  Inc.,  Philadelphia  44,  Pa. 


Relieves  Anxiety  and  Anxious  Depression 


The  outstanding  effectiveness  and  record  of 
safety  with  which  ‘Miltown’  (meprobamate) 
relieves  anxiety  and  anxious  depression  has 
been  clinically  authenticated  time  and  again 
during  the  past  eight  years.  This,  undoubtedly, 
is  one  reason  why  physicians  still  prescribe 
meprobamate  more  than  any  other  tranquilizer 
in  the  world. 

Slight  drowsiness  may  occur  with  meproba- 
mate and,  rarely,  allergic  reactions.  Mepro- 
bamate may  increase  effects  of  excessive 
alcohol.  Use  with  care  in  patients  with  suicidal 
tendencies.  Massive  overdosage  may  produce 
coma,  shock,  vasomotor  and  respiratory  col- 
lapse. Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or 


alcohol  addiction.  Withdraw  gradually  after 
prolonged  use  at  high  dosage. 

Usual  dosage:  1 or  2 400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg. 
sugar-coated  tablets;  bottles  of  50. 


the  original 
meprobamate 

Miltown 

— # 

WALLACE  LABORATORIES  / Cranbury,  N.J. 
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THE  WASHINGTON  SCENE 

A Summary  Report  Prepared  by  the  W ashington  Office 
of  the  American  Medical  Association 


Chairman  Wilbur  D.  Mills  (D.,  Ark.)  of  the 
House  Ways  and  Means  Committee  has  made 
clear  that  he  still  opposes  the  Kennedy  Administra- 
tion’s legislation  that  would  provide  social  security 
hospitalization  for  aged  persons. 

Mills  said  he  did  not  intend  to  permit  a social 
security  bill  he  introduced  to  be  used  as  a vehicle 
for  Congressional  action  on  any  version  of  Presi- 
dent Kennedy’s  disputed  program. 

The  Mills  bill  would  make  the  first  $5,400  in 
annual  earnings  subject  to  the  social  security  tax. 
It  is  $4,800  now.  Kennedy’s  social  security  hospi- 
talization bill  would  increase  the  tax  base  to  $5,200. 

The  objective  of  the  Mills  bill  is  to  strengthen  the 
social  security  trust  fund’s  financing  by  eliminating 
most  of  the  long-range  deficit  now  in  prospect. 

“My  only  intention  in  introducing  the  bill  is  to 
get  the  fund  on  an  actuarially  sound  basis  and  to  call 
attention  to  the  fact  that  it  is  not  actuarially  sound 
now,”  Mills  said. 

“I  assume  everybody  knows  that  I do  not  support 
the  enactment  of  medicare  under  the  social  security 
program.” 

Another  Democrat  on  the  Ways  and  Means 
Committee,  Rep.  A.  Sidney  Herlong,  Jr.,  of 
Florida,  also  expressed  strong  opposition  recently 
to  the  Kennedy  legislation,  known  as  the  King- 
Anderson  bill,  or  any  other  plan  to  finance  health 
care  through  social  security. 

This  position  by  Mills  and  Herlong  made  it 
unlikely  that  the  Ways  and  Means  Committee, 
where  such  legislation  normally  is  acted  upon  first 
in  Congress,  would  approve  any  health  care  plan 
financed  through  social  security. 

However,  supporters  of  the  King-Anderson  bill 
could  try  to  attach  it  as  a rider  to  another  social 
security  bill  on  the  Senate  floor.  This  was  the 
maneuver  they  attempted  — unsuccessfully  — last 
year. 

* * * 

The  Senate  has  approved  the  Kennedy  Admin- 
istration’s $848.5  million  mental  health  bill  by  a 
vote  of  72  to  1.  Its  sponsors  were  confident  of 
House  passage  also. 

The  American  Medical  Association  had  testified 
in  support  of  the  legislation  when  it  was  before  the 
Senate  Labor  and  Public  Welfare  Committee. 


The  bill  would  provide : 

— A four-year  program,  costing  $230,000,000, 
under  which  Federal  grants  would  go  to  states  for 
construction  of  public  or  other  nonprofit  community 
mental  health  centers.  Funds  would  be  allocated  on 
the  basis  of  population  and  need. 

— An  eight-year  program,  costing  $427,000,000, 
Federal  grants  to  states  for  staffing  of  these  mental 
health  centers.  Federal  aid  would  gradually  de- 
crease and  eventually  would  be  cut  oft". 

— A five-year  program,  costing  $30,000,000,  of 
Federal  grants  to  public  or  other  nonprofit  institu- 
tions for  construction  of  research  centers  and  facili- 
ties for  the  mentally  retarded. 

— A five-year  program,  costing  $42,500,000,  of 
Federal  grants  for  constructing  college  or  univer- 
sity facilities  to  offer  services  to  the  mentally  re- 
tarded and  training  for  persons  dealing  with  the 
retarded. 

— A four-year  program,  costing  $67,500,000,  of 
Federal  grants  to  states  for  constructing  facilities 
for  the  mentally  retarded.  Funds  would  be  allo- 
cated on  the  basis  of  population  and  need. 

— A three-year  program,  costing  $45,500,000, 
for  training  of  teachers  of  the  mentally  retarded, 
deaf,  emotionally  disturbed,  crippled  and  other 
handicapped  children. 

— A three-year  program  of  research  and  demon- 
stration projects  in  education  of  the  handicapped. 

>|<  j)<  >j< 

The  National  Cancer  Institute  says  that  research 
strongly  suggests  viruses  cause  cancers  in  humans. 

Reviewing  medical  research  in  the  past  year 
before  a House  budget  subcommittee,  a National 
Institute  of  Health  official  said  : 

“The  scientific  evidence  accumulated  over  a 
number  of  years,  and  particularly  in  the  last  half- 
dozen  years,  has  demonstrated  that  viruses  cause 
many  forms  of  cancer  in  animals  under  experi- 
mental conditions.  . . . 

“The  large  volume  of  such  evidence,  coming 
from  a wide  variety  of  scientific  disciplines,  is  so 
strongly  suggestive  of  a virus-cancer  relationship 
in  man  that  the  National  Cancer  Institute  has 
given  active  encouragement  to  research  in  this 
area.  To  date,  no  human  cancer-causing  virus  has 
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july,  1963 


351 


For  peptic  ulcer 
gastric  hyperacidity 
and  gastritis... 
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convenience  of  a palatable  tablet.  It  does  not  cause 
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surface  area. 
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aluminum  and  magnesium  hydroxide  gel  (1  teaspoon  equals 
1 tablet).  Bottles  of  8 and  16  fl.  oz. 
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been  found.  However,  we  know  for  example  of  a 
group  of  human  viruses  that  have  not  yet  been 
linked  with  specific  disease,  and  some  animal 
viruses  that  cause  bizarre  changes  in  human  cells 
growing  in  tissue  culture.  . . . 

“The  present  state  of  knowledge  leaves  no 
doubt  in  our  minds  that  viruses  must  be  studied 
not  only  as  a single  possible  cause  of  cancer  in 
man,  but  in  the  whole  context  of  carcinogenesis. 
The  possible  interaction  of  substances  in  the  total 
environment  — such  as  radiation,  chemicals,  and 
viruses  — in  giving  rise  to  cancer  in  the  popula- 
tion must  be  taken  into  account.  Already  there 
is  laboratory  evidence  that  this  can  occur  in 
animals.” 

Doctor  Kenneth  M.  Endicott,  Director  of  the 
National  Cancer  Institute,  told  the  subcommittee 
that  “there  is  no  doubt  left  in  my  mind  that  there  is 
very  strong  association  between  excessive  smoking 
and  high  incidence  of  cancer  of  the  lung.” 

Endicott  said  it  appeared  people  would  persist  in 
smoking  despite  medical  findings  and  legislative 
action.  For  this  reason,  Endicott  said,  research  is 
being  conducted  to  eliminate  any  cancer-causing 
factors  or  to  counter  them  by  adding  chemicals. 

“I  think  one  of  the  really  fascinating  problems, 
a social  problem  more  than  a medical  one,  is  what 
do  you  do  about  a situation  of  this  kind?”  the 
physician  said. 

The  Public  Health  Service  Surgeon  General’s 
Committee  on  Smoking  and  Health  delayed  until 
early  next  year  a report  dealing  with  smoking  and 
health  evidence.  The  group  originally  was  supposed 
to  have  issued  its  initial  report  by  this  summer  but 
the  members  found  they  could  not  accomplish  the 
research  at  this  time. 
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Tt  is  perhaps  unfortunate  that  the  term  dis- 

turbed  teenager  indicates  to  both  lay  and  pro- 
fessional people  that  the  youngster  so  labeled  re- 
quires immediate,  definitive  psychiatric  attention. 
Xo  doubt  many  of  these  disturbed  young  people 
have  problems  which,  after  careful  and  considered 
evaluation,  belong  in  the  domain  of  psychiatry.  This 
discussion  is  intended  for  those  of  us  who  see  ado- 
lescent boys  and  girls  daily,  as  part  of  pediatric, 
medical,  and  general  practice.  If  we  agree  to  see  a 
few  adolescents  in  our  practices,  then  we  must  be 
willing  to  see  any  adolescent,  even  though  we  may 
wish  to  refer  the  case  to  a psychiatrist  after  hearing 
the  story  as  presented  by  the  parents.  We  must 
agree  to  see  the  disturbed  adolescent  if  only  to 
determine  whether  or  not  there  is  an  organic  basis 
for  his  behavior.  I am  confident  that  psychiatrists 
welcome  patients  who  have  been  medically  eval- 
uated before  they  are  referred  for  psychotherapy. 
This  is  particularly  true  of  the  patient  who  has 
many  psychosomatic  complaints.  Is  the  headache 
on  a tension  basis,  or  does  the  patient  have  a brain 
tumor?  Does  the  teenage  girl  of  17  years  have 
mononucleosis  as  a reason  for  her  lassitude  and 
mental  depression  ? Obviously,  these  medical  ques- 
tions must  be  answered  before  advising  psychiatric 
intervention. 

It  is  not  the  intention  of  this  paper  to  encourage 
physicians  to  attempt  psychotherapy  with  psychotic 
adolescents.  If.  after  the  initial  visit  and  physical 
examination,  the  physician  is  convinced  that  the 
patient  is  schizophrenic  or  that  the  depression  is 
serious  enough  to  consider  the  possibility  of  a sui- 
cide attempt,  then  prompt  and  immediate  referral 
is  mandatory.  In  fact,  when  there  is  any  doubt  in 
the  physician’s  mind  about  the  diagnosis  of  an  ado- 
lescent emotional  problem,  the  case  should  at  least 
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Island  Medical  Society,  at  Providence,  R.  I.,  May  9,  1963. 


be  discussed  with  a competent  psychiatrist.  Always 
agree  to  see  the  disturbed  adolescent,  and  never 
be  desultory  about  a psychiatric  consultation  when 
in  doubt  about  the  diagnosis.  If  these  two  simple 
rules  are  followed  in  the  practice  of  adolescent 
medicine,  the  physician  will  learn  to  differentiate 
between  the  normal  and  abnormal  emotional  reac- 
tions of  this  important  age  group.  Confidence  is 
quickly  and  surely  gained,  so  that  a visit  with  an 
adolescent  becomes  a pleasure  rather  than  an  an- 
noyance. Many  physicians,  before  working  with 
adolescents  such  as  we  do  in  our  clinic,  are  amazed 
to  discover  how  much  can  be  accomplished  simply 
by  evincing  an  interest  in  the  young  patient  as  well 
as  in  the  problem  presented.  You  flatter  the  teen- 
ager when  you  ask  about  his  personal  interests  as 
well  as  his  backache  or  rash.  This  is  really  the  clue 
to  adolescent  medicine.  Treat  the  patient  and  the 
disease. 

Private  Interview  Vital 

In  order  to  evaluate  the  disturbed  adolescent, 
whether  the  disturbance  be  caused  by  school  failure 
or  expulsion,  running  away  from  home,  suspected 
pregnancy,  stealing,  lying,  or  abusive  and  aggres- 
sive behavior  toward  authority,  it  is  imperative  that 
the  adolescent  be  seen  alone.  In  most  cases  it  would 
be  best  to  insist  that  the  patient  be  seen  in  your  office 
rather  than  in  the  patient’s  home.  It  is  almost  im- 
possible to  gain  the  confidence  of  the  upset  teenager 
if  he  is  seen  in  the  environment  which  is  undoubt- 
edly contributing  to  his  problem.  Talk  to  the  par- 
ents, of  course,  but  at  a separate  time  and  preferably 
before  you  see  the  youngster.  The  stage  must  be  set 
in  such  a manner  that  the  youngster  senses  from 
the  start  that  you  are  not  going  to  be  an  extension 
of  parental  authority  nor  are  you  engaged  in  the 
practice  of  private  detective  work.  I assure  you  that 
the  majority  of  disturbed  adolescents  will  not  trust 
you  on  their  first  visit.  They  seem  to  assume  almost 
automatically  that  because  you  are  an  adult  you  are 
a member  of  the  opposition  party  and  therefore  not 
to  be  trusted.  The  proper  atmosphere  of  privacy 
gives  them  initial  reassurance  that  perhaps  they  had 
not  expected. 

If  you  have  not  met  the  youngster  before,  be  sure 
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to  introduce  yourself  and  shake  hands.  Again  a 
simple  almost  automatic  procedure  to  most  doctors, 
but  occasionally  we  slip  and  forget  the  social  ameni- 
ties. This  might  be  overlooked  by  an  adult,  but  I 
can  assure  you  that  the  adolescent  considers  this  as 
a snub,  and  you  are  off  to  a very  poor  beginning. 
After  the  introduction,  invite  the  patient  to  be 
seated  in  a comfortable  chair ; then  you  take  a 
chair  beside  or  near  your  desk,  if  you  choose,  but 
avoid  sitting  behind  the  desk.  A desk  represents 
authority,  and  you  want  to  make  it  as  easy  as  pos- 
sible for  this  youngster  to  talk  in  a non-authori- 
tarian atmosphere.  It  may  be  necessary  to  take 
some  notes  while  the  story  unfolds.  Ask  the  pa- 
tient’s permission  to  write  while  he  is  talking.  Very 
few  if  any  patients  object  to  the  physician  taking 
notes,  but  your  courtesy  in  asking  permission, 
again  goes  a long  way  in  telling  this  youngster  that 
you  are  considering  his  interests  wholeheartedly. 

The  interview  can  be  started  by  asking  the 
patient  to  tell  his  story.  He  will  know  that  you 
have  already  spoken  to  someone  else  about  this 
problem,  his  parents  or  his  teachers,  and  I think 
it  might  be  well  to  acknowledge  this  fact  to  the 
patient.  You  might  say  that  you  would  like  to  hear 
his  side  of  the  problem,  and  that  what  he  tells  you 
will  be  kept  in  professional  confidence.  Only  with 
his  permission  will  you  reveal  any  matters  of  a 
truly  personal  nature.  Again,  the  ever  wary  teen- 
ager may  not  believe  you,  but  he  will  be  grateful 
to  you  for  making  this  friendly  and  honest  gesture. 
W ith  this  approach  many  patients  will  take  off,  and 
you  will  do  little  except  to  sit  and  listen.  Others  will 
require  various  degrees  of  prodding,  and  since  you 
know  the  story  as  told  to  you  by  the  parents,  it 
shouldn’t  be  too  difficult  to  think  of  suitable  ques- 
tions to  keep  the  patient  talking.  Do  not  rely  on 
long  periods  of  anxiety  producing  silence  as  a 
means  of  getting  your  patient  to  talk.  With  de- 
pressed patients  in  particular,  it  is  best  to  keep  up 
a flow  of  conversation,  even  though  the  answers 
are  monosyllabic.  Silence  on  the  part  of  the  physi- 
cian is  an  accepted  psychiatric  technique,  and  is 
best  practiced  by  the  psychiatrist,  not  the  non- 
psychiatric physician. 

As  the  patient’s  problem  begins  to  unfold,  the 
physician  should  be  empathetic,  but  certainly  not 
solicitous.  Show  concern  but  do  not  agree  with  the 
patient  when  such  direct  questions  are  asked  as, 
“Don’t  you  think  I should  have  run  away  from 
home  ?”  or  “Do  you  think  my  father  was  right  when 
he  said  I couldn’t  see  my  girl  friend  because  she  isn’t 
in  our  social  class?”  Questions  such  as  these  are 
best  answered  on  the  initial  visit  in  a diplomatic 
manner,  by  saying  that  you  would  have  to  know 
much  more  about  the  total  situation  before  express- 
ing an  opinion  on  such  an  important  issue.  The 
teenager  respects  this  approach  far  more  than  if 
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you  were  to  take  sides,  even  though  you  might 
think  that  to  win  him  over  you  must  always  agree 
with  him.  Remember  to  be  interested  at  all  times, 
but  avoid  taking  sides.  This  is  a role  that  the  news- 
paper columnists  assume,  and  oftener  than  not  they 
are  on  the  parent’s  side. 

Many  physicians  dealing  with  adolescents  too 
eagerly  call  forth  their  personal  feelings  on  teen- 
age manners  and  mores.  The  physician  who  is 
accustomed  to  giving  orders  and  expecting  them 
to  be  followed  to  the  letter,  can’t  wait  to  answer 
adolescent  questions  with  long-winded  discourse 
on  the  right  and  wrong  of  the  situation.  Such  ponti- 
fication  undoubtedly  makes  the  physician  feel  bet- 
ter, but  I know  that  the  adolescent  is  less  than 
enchanted,  listening  to  the  same  kind  of  advice  that 
he  hears  at  home  and  school  or  reads  in  the  daily 
paper.  If  you  want  to  learn  something  new,  listen 
to  your  disturbed  adolescent.  Try  hard  not  to  be 
prejudiced  by  your  personal  feelings.  Try  to  avoid 
squeezing  the  adolescent  problem  into  a nice,  neat 
psychodynamic  pattern.  Be  flexible,  so  that  after  the 
fifth  or  twentieth  visit  you  are  not  engaged  in  the 
pointless  game  of  trying  to  make  the  patient  fit  into 
what  your  initial  impression  was  after  hearing  the 
problem  stated.  Adolescent  medicine  is  a headache 
for  the  excessively  compulsive  physician.  If  you  are 
compulsive,  try  to  play  down  this  characteristic 
during  office  hours.  After  doing  this  for  a while,  the 
pleasant  side-effect  could  well  be  that  your  wife 
finds  you  easier  to  live  with. 

Four  Major  Areas 

There  are  four  major  areas  of  concentration  to 
keep  in  mind  when  working  with  the  adolescent 
age  group.  These  areas  are  Transference,  Ventila- 
tion, Environmental  Manipulation,  and  Medication. 

Transference  is  of  first  rank  in  the  physician’s 
kit  of  skills.  It  is  a psychiatric  term  implying  the 
confidence  and  trust  which  a patient  has  in  his 
doctor  as  a personality  and  character,  and  is  a feel- 
ing which  transcends  the  respect  the  patient  has  for 
the  physician’s  professional  skills.  In  a word,  the 
patient  likes  you,  whether  you  are  a physician  or 
not.  Counter-transference  is  the  term  indicating 
that  you  return  this  feeling  of  affection  toward  the 
patient.  When  these  forces  are  acting  in  a positive 
manner,  we  have  the  perfect  balance  necessary  for 
therapeutic  advances.  Never  underplay  your  im- 
pact on  this  youngster  in  your  office.  And,  at  the 
same  time,  be  well  aware  of  how  you  feel  about  your 
adolescent  patient.  This  feeling  on  your  part  should 
create  an  aura  of  kindness  and  tolerance  on  your 
part  which  may  not  be  possible  if  you  remain  a cool, 
scientific  clinician.  As  a matter  of  fact,  the  kids 
today  prefer  their  doctors  “cool.”  To  them  it  con- 
notes a real  professional  both  in  and  out  of  his  par- 
ticular field.  It  does  not  mean  an  aloof  person  in 
their  parlance. 
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Ventilation  is  a term  which  is  the  actual  verbal 
expression,  whereby  the  patient  is  relieved  of  con- 
siderable emotional  tension.  The  relief  is  obtained 
by  verbally  expressing  feelings  which  he  may  not 
be  able  to  do  in  an  atmosphere  other  than  the  one 
you  furnish  in  your  office.  Of  course,  many  of  us 
ventilate  daily  without  the  benefit  of  special  sur- 
roundings. Perhaps  the  most  obvious  form  of  group 
ventilation  may  be  observed  at  a large  sporting 
event  when  vociferous  fans  heap  abuse  on  the 
referee  who  dares  to  make  a decision  against  the 
home  team.  I know  that  the  referee  is  the  unwitting 
target  for  highly  charged  emotional  feelings  which 
may  have  little  to  do  with  the  athletic  contest.  Aside 
from  large  groups,  we  have  the  smaller  group  ses- 
sions, which  are  better  known  as  cocktail  parties. 
In  this  atmosphere,  with  the  help  of  alcohol,  feel- 
ings can  and  are  ventilated  which  might  otherwise 
go  unexpressed.  There  are  other  examples  of  group 
ventilation  which  are  as  obvious  as  these  two  exam- 
ples. The  troubled  and  upset  adolescent  very  often 
requires  more  privacy  to  be  able  effectively  to  ven- 
tilate feelings.  It  is  true,  the  upset  teenager  might 
act  out  in  a physical  manner,  by  striking  the  hated 
object,  running  away,  stealing,  lying,  or  engaging 
in  any  other  of  a number  of  anti-social  behavior- 
isms. But  this  is  the  adolescent  we  are  talking 
about ; this  is  the  adolescent  who  needs  desperately 
to  talk  rather  than  to  act.  Man  is  a reasoning  crea- 
ture. This  is  what  differentiates  him  from  the  lesser 
vertebrates.  Descartes’  famous  dictum  cannot  be 
ignored:  “I  think,  therefore  I am.”  These  young- 
sters must  be  allowed  to  use  their  minds,  and  in 
order  to  do  this  they  must  have  someone  who  will 
listen  to  them.  It  is  hoped  that  by  the  time  you  see 
this  troubled  teenager  he  will  be  anxious  to  talk, 
and  you  will  be  equally  intent  upon  your  job,  which 
is  to  listen. 

The  use  of  Environmental  Manipulation  as  a 
therapeutic  maneuver  is  important  and  worthy  of 
our  consideration.  I have  chosen  purposely  to  dis- 
cuss this  tool  third,  because  it  should  not  be  the  first 
thing  you  want  to  do.  Almost  without  exception, 
when  there  is  adolescent  turmoil,  it  would  appear 
advisable  to  separate  the  youngster  from  the  nox- 
ious or  harmful  agent.  More  often  than  not,  this 
means  separating  the  child  from  the  home  and 
parents.  In  some  circles  this  type  of  separation  has 
been  given  the  clinical  term  of  Parentectomy. 
When  a child  is  in  trouble,  look  to  the  home  for 
the  reason.  Unfortunately  this  oversimplification 
of  a really  complex  situation  does  little  if  anything 
to  effect  a cure.  It  seems  that  the  child  has  as  many 
problems  away  from  his  parents  as  he  had  at  home, 
if  not  more.  It  is  always  wise  to  attempt  a solution 
within  the  framework  of  the  home  before  casting 
about  for  a solution  by  separation.  The  seventeen 
year  old  boy  who  is  either  failing  in  school  or  barely 
eligible  for  a diploma  presents  a very  real  problem 
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for  parents  who  have  had  their  hearts  set  on  seeing 
this  lad  go  to  college.  I need  not  remind  you  of  the 
pressures  that  have  been  brought  to  bear  on  this 
boy.  Not  only  is  this  boy  capable  of  acting  out  in 
response  to  this  pressure,  but  quite  often  there  are 
flames  of  revolt  in  home  and  school ; a source  of 
real  anxiety  to  those  who  love  this  boy.  Drinking, 
racing  cars,  staying  out  all  night,  dating  girls  less 
than  appropriate  with  the  ever  present  threat  of  an 
unwanted  pregnancy ; these  are  all  reasonable  pos- 
sibilities for  this  upset  boy.  We  have  an  apt  expres- 
sion today  that  we  like  to  use  when  speaking  to  this 
kind  of  boy.  “Shape  up  or  ship  out.”  At  this  partic- 
ular stage,  most  of  us  would  probably  prefer  to  see 
him  “ship  out.”  Unfortunately  the  Armed  Forces, 
no  matter  which  branch  is  chosen,  is  not  the  answer. 
It  is  merely  a delaying  mechanism,  and  it  may  be 
that  when  the  boy  returns  home  after  two  or  three 
years  the  original  problem  will  be  even  more  diffi- 
cult to  solve. 

There  will  always  be  the  exceptional  case  which 
requires  immediate  action  on  the  part  of  the  phy- 
sician. Again  I am  not  speaking  of  the  severely 
depressed  suicidal  risk ; properly  these  patients  are 
referred  immediately  to  the  psychiatrist  and  usually 
for  in-patient  care.  I am  referring  to  the  hysterical 
youngster  who  refuses  absolutely  to  return  to  the 
source  of  his  problems,  which  is  often  the  home. 
In  these  cases  it  is  advised  either  that  the  patient 
be  admitted  to  the  Medical  Service  of  the  hospital 
for  a short  period  of  observation  and  sedation,  or 
that  suitable  arrangements  be  made  for  placement 
with  a sympathetic  relative  or  friend  of  the  family. 
I would  think  that  the  latter  solution  is  to  be  pre- 
ferred if  possible.  This  bit  of  environmental  manip- 
ulation gives  the  patient,  physician,  and  patient’s 
family  time  to  sort  out  the  various  aspects  of  the 
problem.  It  is  a sort  of  psychological  moratorium. 
What  is  attempted  is  an  isolation  of  the  various 
participants  and  not  a complete  separation  such  as 
would  be  the  case  if  the  patient  were  sent  at  once 
into  the  service  or  to  a spot  thousands  of  miles  away. 
So  often  the  patient  will  want  to  go  to  California, 
for  example,  if  he  happens  to  live  in  the  Northeast- 
ern part  of  the  United  States.  I would  suppose  that 
on  the  West  Coast,  New  York  is  the  Mecca  for  the 
troubled  adolescent  who  seeks  a change  of  scen- 
ery as  a solution  for  his  problems.  If  a shift  from 
home  is  indicated,  the  suggestion  is  that  the  shift 
be  carried  out  at  a local  level  so  that  all  of  the  par- 
ticipants have  equal  opportunity  to  work  with  the 
physician  in  helping  the  central  figure  in  the  case, 
the  adolescent  boy  or  girl. 

Medication  is  a valid  worthwhile  procedure  for 
the  physician  to  employ  with  the  upset  adolescent. 
Indeed,  with  the  emergence  of  the  tranquilizing 
agents,  many  parents  will  request  these  drugs  as  a 
possible  cure  for  the  angry,  obstreporous  adoles- 
cent in  their  midst  at  home.  Once  again,  I would 
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It  is  impossible  to  look  at  rehabilitation  without 
also  considering  the  entire  spectrum  of  health 
care  as  it  exists  in  the  United  States  today  and 
seems  likely  to  develop  in  the  near  future.  It  is 
increasingly  recognized  that  the  social  and  behav- 
ioral sciences  must  be  utilized  much  more  fully,  in 
close  cooperation  with  medical  progress,  if  we  are 
to  evolve  a more  effective  pattern  of  health  care  and 
health  services  for  our  people.  The  Somers  have 
said  it  well  in  their  1961  book,  Doctors,  Patients, 
and  Health  Insurance,  when  they  state  : 

“In  American  culture  neither  the  recognition  of 
science  nor  the  willingness  to  translate  it  into  tech- 
nological tools  is  a major  problem.  In  medicine,  as 
in  other  fields,  we  have  institutionalized  scientific 
exploration.  We  apply  an  unprecedented  and  in- 
creasing portion  of  our  national  income  to  new 
investigation.  Rarely  has  a society  been  so  ready 
to  experiment  with  new  materials  and  techniques. 
There  is  open  receptivity  to  invention  and  produc- 
tion of  new  facilities  and  instruments.  We  are  the 
apostles  of  rapid  obsolescence  — even  when  the 
superiority  of  the  new  has  not  been  established. 

“Our  difficulty  lies  in  another  area,  not  as  readily 
recognized  and  not  as  adaptable — the  area  of  social 
organization  and  of  financing.  These  factors  ulti- 
mately determine  the  extent  to  which  scientific  and 
technological  advances  can  be  transformed  into 
diagnosis,  prevention  and  treatment  of  disease. 
But,  unfortunately,  this  is  the  area  where  the  effi- 
cacy of  alternative  methods  is  most  difficult  to 
demonstrate  empirically  and  where  habit,  tradi- 
tion, self-interest,  and  the  relative  inflexibility  of 
human  institutions  are  most  likely  to  act  as 
barriers.’’1 

When  one  contemplates  the  task  of  trying  to 
weld  the  many  professional  disciplines,  lay  admin- 
istrators, third  party  users  or  purchasers,  public 
and  private  health  and  welfare  agencies,  as  well  as 
the  medical,  vocational,  educational  and  other  insti- 

*An address  delivered  at  the  First  Anniversary  Meeting  of 
the  Rhode  Island  Rehabilitation  Council,  held  at  Provi- 
dence, R.  I.,  on  April  18,  1963. 


tutions  in  the  community,  into  an  effective  and 
smoothly  functioning  rehabilitation  program,  the 
labors  of  Hercules  pale  by  comparison.  Congress- 
man Fogarty,  in  his  perceptive  address  to  the 
Rehabilitation  Council  in  December,  stressed  his 
concern  for  what  seemed  to  him  the  agonizingly 
slow  progress  in  rehabilitation  in  the  last  ten  years. 
Perhaps  this  is  only  a very  human  reaction  to  the 
inconsistency  which  the  Somers  have  pinpointed, 
namely,  the  contrast  between  an  age  of  great  scien- 
tific development  which  seems  to  leave  our  social 
progress  in  the  lurch. 

Conscious  as  we  all  are  of  this  dilemma,  the  con- 
cept of  one  super  agency,  possibly  of  a govern- 
mental nature,  which  could  sweep  into  its  area  of 
responsibility  all  the  components  of  the  rehabili- 
tation process,  seems  most  persuasive.  Yet  this  is 
not  in  accord  with  our  American  approach  to  or- 
ganization of  health  services,  and  indeed  is  perhaps 
contrary  to  the  very  essence  of  the  concept  of  reha- 
bilitation. An  examination  of  the  truths  which  the 
declaration  of  independence  holds  to  be  self-evident 
reveals  “that  all  men  are  created  equal”  and  that 
they  were  “endowed  by  their  Creator  with  certain 
unalienable  rights.”  This  fundamental  American 
document  has  proved  to  be  not  only  one  of  the 
greatest  political  statements  of  all  times,  but  it 
clearly  underlies  much  of  our  social  philosophy 
today  and  places  a particular  burden  upon  us  who 
would  assist  those  less  fortunate  than  we.  In 
essence,  rehabilitation  is  a reaffirmation  of  the 
dignity  of  the  individual  and,  in  practice,  it  is  one 
of  the  most  democratic  of  processes  in  that  it  cuts 
across  almost  all  lines  of  human  endeavor  and 
involves  the  activity  of  a wide  range  of  individuals 
and  institutions.  While  it  may  be  a great  temptation 
to  try  to  solve  a problem  by  single  agency  respon- 
sibility, it  is  more  in  accord  with  fact  realistically  to 
approach  the  organization  of  community  rehabili- 
tation effort  through  the  combined  action  of  many 
agencies. 

Perhaps  it  is  less  a matter  of  one  or  one  hundred 
agencies  than  it  is  a truly  comprehensive  approach 
to  our  rehabilitation  activity.  Few  knowledgeable 
people  in  the  field  now  dispute  the  premise  that 
little  is  gained  by  erratic  stabs  at  rehabilitating  a 
handicapped  individual.  Comprehensiveness  must 
permeate  not  only  the  program  outline  for  each 
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It  is  perhaps  unfortunate  that  the  term  dis- 
turbed teenager  indicates  to  both  lay  and  pro- 
fessional people  that  the  youngster  so  labeled  re- 
quires immediate,  definitive  psychiatric  attention. 
Xo  doubt  many  of  these  disturbed  young  people 
have  problems  which,  after  careful  and  considered 
evaluation,  belong  in  the  domain  of  psychiatry.  This 
discussion  is  intended  for  those  of  us  who  see  ado- 
lescent boys  and  girls  daily,  as  part  of  pediatric, 
medical,  and  general  practice.  If  we  agree  to  see  a 
few  adolescents  in  our  practices,  then  we  must  be 
willing  to  see  any  adolescent,  even  though  we  may 
wish  to  refer  the  case  to  a psychiatrist  after  hearing 
the  story  as  presented  by  the  parents.  We  must 
agree  to  see  the  disturbed  adolescent  if  only  to 
determine  whether  or  not  there  is  an  organic  basis 
for  his  behavior.  I am  confident  that  psychiatrists 
welcome  patients  who  have  been  medically  eval- 
uated before  they  are  referred  for  psychotherapy. 
This  is  particularly  true  of  the  patient  who  has 
many  psychosomatic  complaints.  Is  the  headache 
on  a tension  basis,  or  does  the  patient  have  a brain 
tumor?  Does  the  teenage  girl  of  17  years  have 
mononucleosis  as  a reason  for  her  lassitude  and 
mental  depression  ? Obviously,  these  medical  ques- 
tions must  be  answered  before  advising  psychiatric 
intervention. 

It  is  not  the  intention  of  this  paper  to  encourage 
physicians  to  attempt  psychotherapy  with  psychotic 
adolescents.  If,  after  the  initial  visit  and  physical 
examination,  the  physician  is  convinced  that  the 
patient  is  schizophrenic  or  that  the  depression  is 
serious  enough  to  consider  the  possibility  of  a sui- 
cide attempt,  then  prompt  and  immediate  referral 
is  mandatory.  In  fact,  when  there  is  any  doubt  in 
the  physician’s  mind  about  the  diagnosis  of  an  ado- 
lescent emotional  problem,  the  case  should  at  least 

^Presented  at  the  152nd  Annual  Meeting  of  the  Rhode 
Island  Medical  Society,  at  Providence,  R.  I.,  May  9,  1963. 


be  discussed  with  a competent  psychiatrist.  Always 
agree  to  see  the  disturbed  adolescent,  and  never 
be  desultory  about  a psychiatric  consultation  when 
in  doubt  about  the  diagnosis.  If  these  two  simple 
rules  are  followed  in  the  practice  of  adolescent 
medicine,  the  physician  will  learn  to  differentiate 
between  the  normal  and  abnormal  emotional  reac- 
tions of  this  important  age  group.  Confidence  is 
quickly  and  surely  gained,  so  that  a visit  with  an 
adolescent  becomes  a pleasure  rather  than  an  an- 
noyance. Many  physicians,  before  working  with 
adolescents  such  as  we  do  in  our  clinic,  are  amazed 
to  discover  how  much  can  be  accomplished  simply 
by  evincing  an  interest  in  the  young  patient  as  well 
as  in  the  problem  presented.  You  flatter  the  teen- 
ager when  you  ask  about  his  personal  interests  as 
well  as  his  backache  or  rash.  This  is  really  the  clue 
to  adolescent  medicine.  Treat  the  patient  and  the 
disease. 

Private  Interview  Vital 

In  order  to  evaluate  the  disturbed  adolescent, 
whether  the  disturbance  be  caused  by  school  failure 
or  expulsion,  running  away  from  home,  suspected 
pregnancy,  stealing,  lying,  or  abusive  and  aggres- 
sive behavior  toward  authority,  it  is  imperative  that 
the  adolescent  be  seen  alone.  In  most  cases  it  would 
be  best  to  insist  that  the  patient  be  seen  in  your  office 
rather  than  in  the  patient’s  home.  It  is  almost  im- 
possible to  gain  the  confidence  of  the  upset  teenager 
if  he  is  seen  in  the  environment  which  is  undoubt- 
edly contributing  to  his  problem.  Talk  to  the  par- 
ents, of  course,  but  at  a separate  time  and  preferably 
before  you  see  the  youngster.  The  stage  must  be  set 
in  such  a manner  that  the  youngster  senses  from 
the  start  that  you  are  not  going  to  be  an  extension 
of  parental  authority  nor  are  you  engaged  in  the 
practice  of  private  detective  work.  I assure  you  that 
the  majority  of  disturbed  adolescents  will  not  trust 
you  on  their  first  visit.  They  seem  to  assume  almost 
automatically  that  because  you  are  an  adult  you  are 
a member  of  the  opposition  party  and  therefore  not 
to  be  trusted.  The  proper  atmosphere  of  privacy 
gives  them  initial  reassurance  that  perhaps  they  had 
not  expected. 

If  you  have  not  met  the  youngster  before,  be  sure 
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to  introduce  yourself  and  shake  hands.  Again  a 
simple  almost  automatic  procedure  to  most  doctors, 
but  occasionally  we  slip  and  forget  the  social  ameni- 
ties. This  might  be  overlooked  by  an  adult,  but  I 
can  assure  you  that  the  adolescent  considers  this  as 
a snub,  and  you  are  off  to  a very  poor  beginning. 
After  the  introduction,  invite  the  patient  to  be 
seated  in  a comfortable  chair ; then  you  take  a 
chair  beside  or  near  your  desk,  if  you  choose,  but 
avoid  sitting  behind  the  desk.  A desk  represents 
authority,  and  you  want  to  make  it  as  easy  as  pos- 
sible for  this  youngster  to  talk  in  a non-authori- 
tarian atmosphere.  It  may  be  necessary  to  take 
some  notes  while  the  story  unfolds.  Ask  the  pa- 
tient’s permission  to  write  while  he  is  talking.  Very 
few  if  any  patients  object  to  the  physician  taking 
notes,  but  your  courtesy  in  asking  permission, 
again  goes  a long  way  in  telling  this  youngster  that 
you  are  considering  his  interests  wholeheartedly. 

The  interview  can  be  started  by  asking  the 
patient  to  tell  his  story.  He  will  know  that  you 
have  already  spoken  to  someone  else  about  this 
problem,  his  parents  or  his  teachers,  and  I think 
it  might  be  well  to  acknowledge  this  fact  to  the 
patient.  You  might  say  that  you  would  like  to  hear 
his  side  of  the  problem,  and  that  what  he  tells  you 
will  be  kept  in  professional  confidence.  Only  with 
his  permission  will  you  reveal  any  matters  of  a 
truly  personal  nature.  Again,  the  ever  wary  teen- 
ager may  not  believe  you,  but  he  will  be  grateful 
to  you  for  making  this  friendly  and  honest  gesture. 
With  this  approach  many  patients  will  take  off,  and 
you  will  do  little  except  to  sit  and  listen.  Others  will 
require  various  degrees  of  prodding,  and  since  you 
know  the  story  as  told  to  you  by  the  parents,  it 
shouldn’t  be  too  difficult  to  think  of  suitable  ques- 
tions to  keep  the  patient  talking.  Do  not  rely  on 
long  periods  of  anxiety  producing  silence  as  a 
means  of  getting  your  patient  to  talk.  With  de- 
pressed patients  in  particular,  it  is  best  to  keep  up 
a flow  of  conversation,  even  though  the  answers 
are  monosyllabic.  Silence  on  the  part  of  the  physi- 
cian is  an  accepted  psychiatric  technique,  and  is 
best  practiced  by  the  psychiatrist,  not  the  non- 
psychiatric physician. 

As  the  patient’s  problem  begins  to  unfold,  the 
physician  should  be  empathetic,  but  certainly  not 
solicitous.  Show  concern  but  do  not  agree  with  the 
patient  when  such  direct  questions  are  asked  as, 
“Don’t  you  think  I should  have  run  away  from 
home  ?”  or  “Do  you  think  my  father  was  right  when 
he  said  I couldn’t  see  my  girl  friend  because  she  isn’t 
in  our  social  class?”  Questions  such  as  these  are 
best  answered  on  the  initial  visit  in  a diplomatic 
manner,  by  saying  that  you  would  have  to  know 
much  more  about  the  total  situation  before  express- 
ing an  opinion  on  such  an  important  issue.  The 
teenager  respects  this  approach  far  more  than  if 
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you  were  to  take  sides,  even  though  you  might 
think  that  to  win  him  over  you  must  always  agree 
with  him.  Remember  to  be  interested  at  all  times, 
but  avoid  taking  sides.  This  is  a role  that  the  news- 
paper columnists  assume,  and  oftener  than  not  they 
are  on  the  parent’s  side. 

Many  physicians  dealing  with  adolescents  too 
eagerly  call  forth  their  personal  feelings  on  teen- 
age manners  and  mores.  The  physician  who  is 
accustomed  to  giving  orders  and  expecting  them 
to  be  followed  to  the  letter,  can’t  wait  to  answer 
adolescent  questions  with  long-winded  discourse 
on  the  right  and  wrong  of  the  situation.  Such  ponti- 
fication  undoubtedly  makes  the  physician  feel  bet- 
ter, but  I know  that  the  adolescent  is  less  than 
enchanted,  listening  to  the  same  kind  of  advice  that 
he  hears  at  home  and  school  or  reads  in  the  daily 
paper.  If  you  want  to  learn  something  new,  listen 
to  your  disturbed  adolescent.  Try  hard  not  to  be 
prejudiced  by  your  personal  feelings.  Try  to  avoid 
squeezing  the  adolescent  problem  into  a nice,  neat 
psychodynamic  pattern.  Be  flexible,  so  that  after  the 
fifth  or  twentieth  visit  you  are  not  engaged  in  the 
pointless  game  of  trying  to  make  the  patient  fit  into 
what  your  initial  impression  was  after  hearing  the 
problem  stated.  Adolescent  medicine  is  a headache 
for  the  excessively  compulsive  physician.  If  you  are 
compulsive,  try  to  play  down  this  characteristic 
during  office  hours.  After  doing  this  for  a while,  the 
pleasant  side-effect  could  well  be  that  your  wife 
finds  you  easier  to  live  with. 

Four  Major  Areas 

There  are  four  major  areas  of  concentration  to 
keep  in  mind  when  working  with  the  adolescent 
age  group.  These  areas  are  Transference,  Ventila- 
tion, Environmental  Manipulation,  and  Medication. 

Transference  is  of  first  rank  in  the  physician’s 
kit  of  skills.  It  is  a psychiatric  term  implying  the 
confidence  and  trust  which  a patient  has  in  his 
doctor  as  a personality  and  character,  and  is  a feel- 
ing which  transcends  the  respect  the  patient  has  for 
the  physician’s  professional  skills.  In  a word,  the 
patient  likes  you,  whether  you  are  a physician  or 
not.  Counter-transference  is  the  term  indicating 
that  you  return  this  feeling  of  affection  toward  the 
patient.  When  these  forces  are  acting  in  a positive 
manner,  we  have  the  perfect  balance  necessary  for 
therapeutic  advances.  Never  underplay  your  im- 
pact on  this  youngster  in  your  office.  And,  at  the 
same  time,  be  well  aware  of  how  you  feel  about  your 
adolescent  patient.  This  feeling  on  your  part  should 
create  an  aura  of  kindness  and  tolerance  on  your 
part  which  may  not  be  possible  if  you  remain  a cool, 
scientific  clinician.  As  a matter  of  fact,  the  kids 
today  prefer  their  doctors  “cool.”  To  them  it  con- 
notes a real  professional  both  in  and  out  of  his  par- 
ticular field.  It  does  not  mean  an  aloof  person  in 
their  parlance. 
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Ventilation  is  a term  which  is  the  actual  verbal 
expression,  whereby  the  patient  is  relieved  of  con- 
siderable emotional  tension.  The  relief  is  obtained 
by  verbally  expressing  feelings  which  he  may  not 
be  able  to  do  in  an  atmosphere  other  than  the  one 
you  furnish  in  your  office.  Of  course,  many  of  us 
ventilate  daily  without  the  benefit  of  special  sur- 
roundings. Perhaps  the  most  obvious  form  of  group 
ventilation  may  be  observed  at  a large  sporting 
event  when  vociferous  fans  heap  abuse  on  the 
referee  who  dares  to  make  a decision  against  the 
home  team.  I know  that  the  referee  is  the  unwitting 
target  for  highly  charged  emotional  feelings  which 
may  have  little  to  do  with  the  athletic  contest.  Aside 
from  large  groups,  we  have  the  smaller  group  ses- 
sions, which  are  better  known  as  cocktail  parties. 
In  this  atmosphere,  with  the  help  of  alcohol,  feel- 
ings can  and  are  ventilated  which  might  otherwise 
go  unexpressed.  There  are  other  examples  of  group 
ventilation  which  are  as  obvious  as  these  two  exam- 
ples. The  troubled  and  upset  adolescent  very  often 
requires  more  privacy  to  be  able  effectively  to  ven- 
tilate feelings.  It  is  true,  the  upset  teenager  might 
act  out  in  a physical  manner,  by  striking  the  hated 
object,  running  away,  stealing,  lying,  or  engaging 
in  any  other  of  a number  of  anti-social  behavior- 
isms. But  this  is  the  adolescent  we  are  talking 
about ; this  is  the  adolescent  who  needs  desperately 
to  talk  rather  than  to  act.  Man  is  a reasoning  crea- 
ture. This  is  what  differentiates  him  from  the  lesser 
vertebrates.  Descartes’  famous  dictum  cannot  be 
ignored:  “I  think,  therefore  I am.”  These  young- 
sters must  be  allowed  to  use  their  minds,  and  in 
order  to  do  this  they  must  have  someone  who  will 
listen  to  them.  It  is  hoped  that  by  the  time  you  see 
this  troubled  teenager  he  will  be  anxious  to  talk, 
and  you  will  be  equally  intent  upon  your  job,  which 
is  to  listen. 

The  use  of  Environmental  Manipulation  as  a 
therapeutic  maneuver  is  important  and  worthy  of 
our  consideration.  I have  chosen  purposely  to  dis- 
cuss this  tool  third,  because  it  should  not  be  the  first 
thing  you  want  to  do.  Almost  without  exception, 
when  there  is  adolescent  turmoil,  it  would  appear 
advisable  to  separate  the  youngster  from  the  nox- 
ious or  harmful  agent.  More  often  than  not,  this 
means  separating  the  child  from  the  home  and 
parents.  In  some  circles  this  type  of  separation  has 
been  given  the  clinical  term  of  Parentectomy. 
When  a child  is  in  trouble,  look  to  the  home  for 
the  reason.  Unfortunately  this  oversimplification 
of  a really  complex  situation  does  little  if  anything 
to  effect  a cure.  It  seems  that  the  child  has  as  many 
problems  away  from  his  parents  as  he  had  at  home, 
if  not  more.  It  is  always  wise  to  attempt  a solution 
within  the  framework  of  the  home  before  casting 
about  for  a solution  by  separation.  The  seventeen 
year  old  boy  who  is  either  failing  in  school  or  barely 
eligible  for  a diploma  presents  a very  real  problem 


363 

for  parents  who  have  had  their  hearts  set  on  seeing 
this  lad  go  to  college.  I need  not  remind  you  of  the 
pressures  that  have  been  brought  to  bear  on  this 
boy.  Not  only  is  this  boy  capable  of  acting  out  in 
response  to  this  pressure,  but  quite  often  there  are 
flames  of  revolt  in  home  and  school ; a source  of 
real  anxiety  to  those  who  love  this  boy.  Drinking, 
racing  cars,  staying  out  all  night,  dating  girls  less 
than  appropriate  with  the  ever  present  threat  of  an 
unwanted  pregnancy ; these  are  all  reasonable  pos- 
sibilities for  this  upset  boy.  We  have  an  apt  expres- 
sion today  that  we  like  to  use  when  speaking  to  this 
kind  of  boy.  “Shape  up  or  ship  out.”  At  this  partic- 
ular stage,  most  of  us  would  probably  prefer  to  see 
him  “ship  out.”  Ehifortunately  the  Armed  Forces, 
no  matter  which  branch  is  chosen,  is  not  the  answer. 
It  is  merely  a delaying  mechanism,  and  it  may  be 
that  when  the  boy  returns  home  after  two  or  three 
years  the  original  problem  will  be  even  more  diffi- 
cult to  solve. 

There  will  always  be  the  exceptional  case  which 
requires  immediate  action  on  the  part  of  the  phy- 
sician. Again  I am  not  speaking  of  the  severely 
depressed  suicidal  risk ; properly  these  patients  are 
referred  immediately  to  the  psychiatrist  and  usually 
for  in-patient  care.  I am  referring  to  the  hysterical 
youngster  who  refuses  absolutely  to  return  to  the 
source  of  his  problems,  which  is  often  the  home. 
In  these  cases  it  is  advised  either  that  the  patient 
be  admitted  to  the  Medical  Service  of  the  hospital 
for  a short  period  of  observation  and  sedation,  or 
that  suitable  arrangements  be  made  for  placement 
with  a sympathetic  relative  or  friend  of  the  family. 
I would  think  that  the  latter  solution  is  to  be  pre- 
ferred if  possible.  This  bit  of  environmental  manip- 
ulation gives  the  patient,  physician,  and  patient’s 
family  time  to  sort  out  the  various  aspects  of  the 
problem.  It  is  a sort  of  psychological  moratorium. 
What  is  attempted  is  an  isolation  of  the  various 
participants  and  not  a complete  separation  such  as 
would  be  the  case  if  the  patient  were  sent  at  once 
into  the  service  or  to  a spot  thousands  of  miles  away. 
So  often  the  patient  will  want  to  go  to  California, 
for  example,  if  he  happens  to  live  in  the  Northeast- 
ern part  of  the  United  States.  I would  suppose  that 
on  the  West  Coast,  New  York  is  the  Mecca  for  the 
troubled  adolescent  who  seeks  a change  of  scen- 
ery as  a solution  for  his  problems.  If  a shift  from 
home  is  indicated,  the  suggestion  is  that  the  shift 
be  carried  out  at  a local  level  so  that  all  of  the  par- 
ticipants have  equal  opportunity  to  work  with  the 
physician  in  helping  the  central  figure  in  the  case, 
the  adolescent  boy  or  girl. 

Medication  is  a valid  worthwhile  procedure  for 
the  physician  to  employ  with  the  upset  adolescent. 
Indeed,  with  the  emergence  of  the  tranquilizing 
agents,  many  parents  will  request  these  drugs  as  a 
possible  cure  for  the  angry,  obstreporous  adoles- 
cent in  their  midst  at  home.  Once  again,  I would 
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It  is  impossible  to  look  at  rehabilitation  without 
also  considering  the  entire  spectrum  of  health 
care  as  it  exists  in  the  United  States  today  and 
seems  likely  to  develop  in  the  near  future.  It  is 
increasingly  recognized  that  the  social  and  behav- 
ioral sciences  must  be  utilized  much  more  fully,  in 
close  cooperation  with  medical  progress,  if  we  are 
to  evolve  a more  effective  pattern  of  health  care  and 
health  services  for  our  people.  The  Somers  have 
said  it  well  in  their  1961  book,  Doctors,  Patients , 
and  Health  Insurance,  when  they  state : 

“In  American  culture  neither  the  recognition  of 
science  nor  the  willingness  to  translate  it  into  tech- 
nological tools  is  a major  problem.  In  medicine,  as 
in  other  fields,  we  have  institutionalized  scientific 
exploration.  We  apply  an  unprecedented  and  in- 
creasing portion  of  our  national  income  to  new 
investigation.  Rarely  has  a society  been  so  ready 
to  experiment  with  new  materials  and  techniques. 
There  is  open  receptivity  to  invention  and  produc- 
tion of  new  facilities  and  instruments.  We  are  the 
apostles  of  rapid  obsolescence  — even  when  the 
superiority  of  the  new  has  not  been  established. 

“Our  difficulty  lies  in  another  area,  not  as  readily 
recognized  and  not  as  adaptable — the  area  of  social 
organization  and  of  financing.  These  factors  ulti- 
mately determine  the  extent  to  which  scientific  and 
technological  advances  can  be  transformed  into 
diagnosis,  prevention  and  treatment  of  disease. 
But,  unfortunately,  this  is  the  area  where  the  effi- 
cacy of  alternative  methods  is  most  difficult  to 
demonstrate  empirically  and  where  habit,  tradi- 
tion, self-interest,  and  the  relative  inflexibility  of 
human  institutions  are  most  likely  to  act  as 
barriers.”1 

When  one  contemplates  the  task  of  trying  to 
weld  the  many  professional  disciplines,  lay  admin- 
istrators, third  party  users  or  purchasers,  public 
and  private  health  and  welfare  agencies,  as  well  as 
the  medical,  vocational,  educational  and  other  insti- 

*An address  delivered  at  the  First  Anniversary  Meeting  of 
the  Rhode  Island  Rehabilitation  Council,  held  at  Provi- 
dence, R.  I.,  on  April  18,  1963. 


tutions  in  the  community,  into  an  effective  and 
smoothly  functioning  rehabilitation  program,  the 
labors  of  Hercules  pale  by  comparison.  Congress- 
man Fogarty,  in  his  perceptive  address  to  the 
Rehabilitation  Council  in  December,  stressed  his 
concern  for  what  seemed  to  him  the  agonizingly 
slow  progress  in  rehabilitation  in  the  last  ten  years. 
Perhaps  this  is  only  a very  human  reaction  to  the 
inconsistency  which  the  Somers  have  pinpointed, 
namely,  the  contrast  between  an  age  of  great  scien- 
tific development  which  seems  to  leave  our  social 
progress  in  the  lurch. 

Conscious  as  we  all  are  of  this  dilemma,  the  con- 
cept of  one  super  agency,  possibly  of  a govern- 
mental nature,  which  could  sweep  into  its  area  of 
responsibility  all  the  components  of  the  rehabili- 
tation process,  seems  most  persuasive.  Yet  this  is 
not  in  accord  with  our  American  approach  to  or- 
ganization of  health  services,  and  indeed  is  perhaps 
contrary  to  the  very  essence  of  the  concept  of  reha- 
bilitation. An  examination  of  the  truths  which  the 
declaration  of  independence  holds  to  be  self-evident 
reveals  “that  all  men  are  created  equal”  and  that 
they  were  “endowed  by  their  Creator  with  certain 
unalienable  rights.”  This  fundamental  American 
document  has  proved  to  be  not  only  one  of  the 
greatest  political  statements  of  all  times,  but  it 
clearly  underlies  much  of  our  social  philosophy 
today  and  places  a particular  burden  upon  us  who 
would  assist  those  less  fortunate  than  we.  In 
essence,  rehabilitation  is  a reaffirmation  of  the 
dignity  of  the  individual  and,  in  practice,  it  is  one 
of  the  most  democratic  of  processes  in  that  it  cuts 
across  almost  all  lines  of  human  endeavor  and 
involves  the  activity  of  a wide  range  of  individuals 
and  institutions.  While  it  may  be  a great  temptation 
to  try  to  solve  a problem  by  single  agency  respon- 
sibility, it  is  more  in  accord  with  fact  realistically  to 
approach  the  organization  of  community  rehabili- 
tation effort  through  the  combined  action  of  many 
agencies. 

Perhaps  it  is  less  a matter  of  one  or  one  hundred 
agencies  than  it  is  a truly  comprehensive  approach 
to  our  rehabilitation  activity.  Few  knowledgeable 
people  in  the  field  now  dispute  the  premise  that 
little  is  gained  by  erratic  stabs  at  rehabilitating  a 
handicapped  individual.  Comprehensiveness  must 
permeate  not  only  the  program  outline  for  each 


ONE  OR  ONE  HUNDRED  REHABILITATION  AGENCIES 


365 


patient,  but  it  should  also  be  characteristic  of  the 
facilities  and  agencies  in  that  they  are  willing  to 
tackle  a wide  variety  of  disabilities  in  order  more 
effectively  to  meet  the  community  need.  Within  this 
context,  rehabilitation  is  developing  no  differently 
than  our  general  pattern  of  health  services. 

As  we  consider  the  problems  that  lie  ahead  in 
the  organization  of  community  rehabilitation  effort, 
it  may  be  well  to  consider  some  of  the  new  areas 
of  endeavor,  new  patterns  of  service,  the  accept- 
ance of  rehabilitation  services,  and  their  economic 
impetus.  Such  an  overview  may  serve  to  empha- 
size the  importance  of  the  comprehensive  approach 
and  of  community  organization. 

Under  new  areas  of  endeavor  in  rehabilitation, 
the  fields  of  the  aging  and  the  mentally  impaired 
loom  large  as  requiring  increased  attention  in  the 
future.  A better  understanding  of  both  work  and 
independent  living  as  proper  goals  of  rehabilitation 
effort  will  lead  to  increased  opportunities  for  the 
provision  of  rehabilitation  services  in  these  areas. 
In  the  insurance  field,  we  have  been  concerned  for 
at  least  twenty  years  with  rehabilitation  as  an  effec- 
tive means  of  restoring  injured  workmen  to  jobs 
under  workmen’s  compensation  statutes  and  admin- 
istration. More  recently,  it  has  become  apparent 
that  the  same  programs,  facilities,  and  techniques 
can  be  successfully  applied  to  third  party  liability 
cases,  such  as  the  victim  of  automobile  injury,  and 
to  those  persons  protected  under  health  insurance 
and  other  types  of  medical  prepayment  plans.  Auto- 
mation is  going  to  present  new  problems  for  those 
concerned  with  the  restoration  and  retraining  of 
disabled  people.  Studies  of  the  probable  effects  of 
automation  indicate  practically  complete  obsoles- 
cence of  unskilled  heavy  work  within  a relatively 
few  years,  drastic  reductions  in  necessary  work 
forces  in  production  lines,  clerical  operations,  and 
similar  types  of  work  opportunities,  and  consider- 
able effect  upon  middle  management  jobs. 

The  result  will  be  that  work  opportunities  in 
future  years  for  most  people  will  lie  in  totally  dif- 
ferent areas  from  those  of  today.  Principal  em- 
phasis will  be  upon  the  creative  and  graphic  arts, 
upon  professional  careers,  upon  government  jobs 
of  various  kinds,  and  upon  jobs  that  deal  more  with 
the  problems  of  people  and  services  to  people,  than 
with  the  production  of  goods. 

These  changes  may  provide  much  greater  oppor- 
tunity, if  skills  can  be  developed  and  training  can 
be  provided,  for  many  kinds  of  work  that  make  no 
essential  physical  demands  and  are,  therefore,  much 
better  suited  to  disabled  individuals.  However,  our 
opportunities  to  place  disabled  workers  in  the  un- 
skilled or  semi-skilled  categories  will  diminish 
sharply,  and  there  is  going  to  be  a much  greater 
need  for  complete  retraining.  In  the  light  of  present 
predictions,  we  ought  to  be  already  carrying  out 


research  and  developing  procedures  and  training 
programs  in  anticipation  of  these  new  employment 
trends. 

In  connection  with  new  patterns  of  service,  we 
see  on  the  horizon  a trend  toward  hospitals  as  a 
focal  point  of  rehabilitation  activity,  as  they  have 
become  in  other  aspects  of  health  care.  With  the 
realization  that  every  community  cannot  have  a 
full-fledged  rehabilitation  center,  some  areas, 
notably  the  state  of  Minnesota,  are  developing 
large  centers  in  connection  with  universities  and 
teaching  hospitals  in  metropolitan  areas,  and  a 
series  of  satellite  centers  on  a smaller  scale  to 
serve  other  parts  of  the  state.  Mobile  units  de- 
signed to  service  smaller  communities,  and  par- 
ticularly to  furnish  rehabilitation  care  in  the  home, 
are  another  impressive  innovation.  The  whole 
exciting  new  area  of  telemetry  in  connection  with 
a patient’s  physiological  responses  offers  many  new 
opportunities  for  rehabilitation  research  and  prac- 
tice, even  as  it  does  in  the  general  field  of  medicine. 
The  experiments  already  under  way  at  the  Human 
Resources  Foundation  on  Long  Island2  and  at  the 
Texas  Institute  for  Rehabilitation  in  Houston3 
portend  the  picture  for  the  future.  New  therapy 
measures,  particularly  those  involving  the  use  of 
mechanically  operated  exercise,  traction  and  treat- 
ment tables  and  devices,  perhaps  are  a forerunner 
of  the  day  when  a single  therapist  can  handle  many 
patients  at  one  time  with  pre-set  mechanically  con- 
trolled equipment.  Another  pattern  which  is  evolv- 
ing is  the  necessity  for  utilizing  our  relatively  scarce 
rehabilitation  personnel  and  facilities  for  the  han- 
dling of  a broader  range  of  handicapped  individuals. 
For  instance,  it  would  appear  that  we  cannot  afford 
the  luxury  of  a whole  system  of  separate  rehabili- 
tation facilities  for  the  mentally  impaired,  or  even 
necessarily  for  certain  categories  of  special  disa- 
bility such  as  the  tuberculous  and  the  blind,  certain 
community  rehabilitation  centers  have  shown 
pretty  conclusively  that  most  or  all  of  these  disa- 
bilities can  be  successfully  handled  in  the  same 
comprehensive  center,  utilizing  the  same  staff  per- 
sonnel. Another  growing  demand  for  rehabilitation 
service  in  our  communities  lies  in  the  nursing 
homes  and  the  home  care  programs — much  more 
needs  to  be  done  to  improve  the  understanding  and 
use  of  rehabilitation  techniques  to  the  benefit  of 
persons  disabled  by  illness  or  injury  in  each  of 
these  settings. 

The  whole  question  of  acceptance  is  one  which 
lies  at  the  root  of  much  of  our  future  success  in 
rehabilitation.  Conversations  with  knowledgeable 
people  in  the  field,  discussions  at  almost  every 
major  rehabilitation  meeting,  and  research  studies 
of  various  kinds  have  shown  repeatedly  that  lack 
of  acceptance  of  the  philosophy  and  practice  of 
rehabilitation  is  a major  deterrent  to  maximum  use 
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of  existing  programs  and  services  and  the  sound 
development  of  other  needed  ones.  This  whole 
problem  of  acceptance  is  not  isolated  to  any  one 
discipline  or  working  area.  It  involves  the  physi- 
cian who  will  not  refer  his  patient  to  a capable  and 
accessible  service ; the  union  shop  steward  who 
does  not  encourage  a disabled  worker  to  take  ad- 
vantage of  an  existing  service  ; the  insurance  claims 
manager  who  neither  understands  nor  uses  exist- 
ing rehabilitation  facilities  for  his  cases ; the  per- 
sonnel manager  in  an  industrial  plant  who  refuses 
to  consider  the  productive  employment  of  handi- 
capped workers ; the  attorney  who  will  not  permit 
his  client  to  accept  the  benefit  of  rehabilitation  serv- 
ices because  it  may  lessen  the  value  of  his  case  ; the 
patient  who  does  not  wish  to  recover  and  who  pre- 
fers the  dependent  state  of  disability  and  the  eco- 
nomic rewards  of  that  disability ; as  well  as  the 
general  public  who  must  understand,  support,  and 
use  rehabilitation  facilities  and  services  of  all  kinds. 

I have  referred  to  the  economic  impetus  toward 
rehabilitation  as  being  a major  challenge.  We  are 
all  familiar  with  the  statistics  that  have  been  cited 
both  from  governmental  and  insurance  sources 
regarding  the  savings  in  tax  funds  and  in  loss  dol- 
lars (reflected  clearly  in  premiums  charged),  as 
well  as  the  more  general  spur  to  our  economy  made 
by  the  restoration  of  disabled  workers  to  the  work 
force.  There  is  another  problem,  however,  which 
is  rearing  its  ugly  head  in  our  rehabilitation  effort, 
and  that  relates  to  the  economic  motivation  of  indi- 
viduals. Both  in  regard  to  the  welfare  client  and  the 
disabled  worker  who  is  receiving  both  Workmen’s 
Compensation  and  Social  Security  benefits  (which 
sometimes  can  equal  or  exceed  his  previous  earn- 
ings), we  run  head-on  into  these  difficult  questions. 
What  motivates  people  to  work  ? What  constitutes 
a deterrent  or  an  incentive  to  acceptance  of  rehabili- 
tation? How  do  we  construct  a national  system  of 
social  and  welfare  benefits  which  can  truly  protect 
a severely  disabled  person  who  can  no  longer  earn 
any  living,  or  at  least  perform  to  full  earning  capac- 
ity, and  still  maintain  sufficient  incentive  for  per- 
sons to  be  productive  and  to  accept  rehabilitation  as 
a means  to  that  end  ? 

As  we  look  at  these  rapidly  changing  and  com- 
plex problems,  which  are  now  or  will  be  inherent 
in  our  rehabilitation  effort,  it  is  easy  to  see  the 
necessity  for  careful  planning  and  for  community 
organization  of  a high  order.  One  of  the  forgotten 
men  in  rehabilitation  in  the  United  States  is  Ken- 
neth Hamilton,  whose  1950  book  on  counseling  the 
handicapped  gave  great  impetus  to  much  of  the 
modern  thinking  and  planning  in  the  field.  I would 
like  to  offer  two  brief  quotations  from  this  volume 
to  underscore  our  consideration  of  these  issues 
today : 

“The  necessity  for  orderly,  related,  and  pur- 
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poseful  contributions  to  a common  goal  from 
diverse  sources  precludes  dispensation  of  reha- 
bilitation as  a single  commodity  from  a single 
agency.  A common  understanding,  a common 
purpose,  and  a pooling  for  resources  and  services 
are  required.4 

5k  ^ 

“Community  organization  is  no  gadget  of 
legerdemain.  It  is  not  a panacea.  It  is  a precondi- 
tion to  the  slow  process  of  evolution  of  organized 
effort.  Its  purpose  is  to  convince  rather  than  to 
coerce.  It  seeks  to  educate  rather  than  legislate. 
It  presupposes  group  understanding.  Assuming 
the  mutuality  of  the  group  as  its  basis,  it  attempts 
group  planning  and  group  building.  Community 
organization  does  not  seek  to  solidify,  perpetuate, 
or  reinforce  agency  or  personal  status.  The  neces- 
sity for  organization  is  recognized  when  it  is 
accepted  that  needs  change,  that  people  and  com- 
munities are  dynamic,  and  that  resources  must 
be  viewed  accordingly. 

“Without  organization,  the  myriads  of  special- 
ized services  available  to  the  handicapped  are  like 
the  streets  lacking  names  in  a strange  city.  Unless 
the  perspective  underlying  organization  is  truly 
community-wide  rather  than  just  services-to- 
the-handicapped-wide,  rehabilitation  agencies 
may  try  to  organize  independently  of  the  other 
necessary  welfare  resources  of  the  community, 
like  the  star  athlete  playing  independently  of  his 
team.’’4 

Much  of  what  has  been  reported  and  written  in 
the  years  since  Hamilton’s  book  has  repeated  and 
reinforced  this  idea. 

There  are  often  questions  relating  to  the  proper 
role  of  governmental  versus  private  agencies  in 
rehabilitation.  Generally,  however,  there  is  increas- 
ing recognition  of  their  mutual  interdependence. 
Arbitrary  assignment  of  some  areas  of  activity  to 
voluntary  agencies  and  others  to  government  pro- 
grams would  appear  to  be  contraindicated.  They 
should  in  fact  be  mutually  complementary ; volun- 
tary agencies  need  to  retain  and  exercise  their  free- 
dom to  crusade,  educate,  and  stimulate.  The  gov- 
ernment, through  grants  or  purchase  of  service,  can 
contribute  to  the  growth  of  community  rehabilita- 
tion programs  and  facilities  and  lay  a sound  basis 
for  continuation  by  the  community  at  large  when 
temporary  grant  fund  support  is  ended. 

Knudson  speaks  of  “a  united  therapeutic  com- 
munity for  rehabilitation”  as  being  “the  frontier 
of  today.”5  Similarly,  the  Commission  on  Chronic 
Illness,  in  its  definitive  study  published  in  four  vol- 
umes between  1956  and  1959,  states  that  “not  only 
must  formal  rehabilitation  services  be  supplied  as 
needed,  but  programs,  institutions  and  personnel 
must  be  aggressively  rehabilitation  minded.”6 
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In  the  development  of  the  Rehabilitation  Council 
in  Rhode  Island,  a major  step  has  been  taken 
toward  the  organization  of  community  effort  and 
one  which  has  been  the  hallmark  of  success  in  every 
community  throughout  the  country  that  has  shown 
real  leadership  in  rehabilitation.  Justice  Frank- 
furter has  often  been  quoted  on  his  conclusion  that 
“what  binds  men  in  fellowship  is  not  identity  of 
views,  but  harmony  of  aims.”  None  of  us  today  is 
wise  enough  to  predict  all  the  trends  and  specific 
developments  which  will  characterize  the  field  of 
rehabilitation  in  the  United  States  in  the  years 
ahead.  However,  it  must  be  our  earnest  hope  and 
endeavor  that  people  of  good  will  can  construct, 
through  a combination  of  public  and  voluntary 
effort,  a system  which  will  insure  that  those  tem- 
porarily or  permanently  incapacitated  by  illness  or 
injury  can  receive  a full  measure  of  those  services 
which  can  best  offer  an  opportunity  to  return  to 
productive  effort  and  independent  living. 

In  truth,  the  theme,  “one  or  one  hundred  reha- 
bilitation agencies,”  may  become  academic  in  the 
lifetime  of  some  of  us.  If  we  do  our  job  well,  reha- 
bilitation should  become  such  an  integral  part  of 
medical  practice,  social  work,  specific  therapy, 
vocational  guidance  and  training,  education,  indus- 
trial personnel  practice,  insurance  case  handling, 
public  administration  of  benefit  programs  and  the 
like,  that  it  will  no  longer  be  necessary  to  plead  the 
special  cause  of  the  handicapped  nor  to  construct 
special  programs  to  emphasize  the  desirability  and 
need  of  rehabilitation.  Some  of  this  is  already 
occurring  today,  and  as  we  look  back  at  what  has 
happened  in  the  last  ten  years,  despite  our  present 
frustrations  and  difficulties,  we  can  take  heart  from 
measurable  gains.  We  need  a great  deal  of  specific 
research  to  supplement  our  beliefs  and  practices  in 
many  areas  of  rehabilitation  and  to  serve  as  a foun- 
dation for  solid  progress  in  the  future.  We  need 
many  more  dedicated  people,  particularly  young 
people,  who  are  willing  to  devote  their  lives  to 
serving  others  in  the  medical  or  paramedical  dis- 
ciplines relating  to  rehabilitation  effort.  We  need 
more  facilities,  better  public  understanding  and 
acceptance  of  our  aims,  and  much  greater  financial 
support.  It  is  my  firm  conviction,  however,  that  we 
will  gain  all  these  ends  and  more  if  we  can  meet 
the  primary  requirement  of  successful  community 
organization. 
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This  brief  article  highlights  some  of  the  find- 
ings of  the  author’s  recently  completed  doctoral 
thesis  (Brown  University:  Department  of  Sociol- 
ogy and  Anthropology,  1960).  Using  data  pub- 
lished by  the  U.  S.  Bureau  of  the  Census,  the  census 
tracts  of  Providence  were  grouped  into  five  social 
rank  areas  on  the  basis  of  the  occupational,  educa- 
tional, and  income  composition  of  the  population. 
Deaths  occurring  to  Providence  residents  during 
the  period  from  January  1,  1949  to  December  31, 
1951  were  then  allocated  to  the  social  rank  area 
corresponding  to  decedent’s  usual  place  of  resi- 
dence, and  age  standardized  death  rates  were  com- 
puted. The  results  of  this  analysis  are  presented  in 
Table  1. 

Table  L — Age  standardized  death  rates  for  five  social 
rank  areas,  by  sex:  Providence,  Rhode  Island, 
1949-1951. 


(Deaths  per  1,000  population) 


Social  Rank 
Areas 

Death  Rates 

Both  Sexes 

Male 

Female 

All  areas 

10.1 

12.1 

8.6 

(High  SES)  I 

8.7 

10.8 

7.3 

II 

9.6 

11.8 

7.6 

Ill 

9.9 

11.2 

8.9 

IV 

11.0 

12.7 

9.4 

(Low  SES)  V 

12.1 

14.0 

10.4 

Inspection  of  these  data  reveals  a very  pro- 
nounced inverse  relationship  between  social  rank 
and  level  of  mortality  in  Providence  during  the 
period  under  investigation,  with  the  death  rate  in 
the  lowest  socioeconomic  area  being  slightly  more 
than  a third  as  great  as  that  of  Area  I (the  highest 
social  rank  group).  Further  examination  of  Table  1 
reveals  that,  although  the  inverse  gradient  is  not 
consistent  for  males,  the  general  pattern  of  increas- 
ing death  rates  as  one  moves  down  the  socioeco- 
nomic ladder  characterizes  both  sexes,  with  the 
socioeconomic  differential  being  slightly  more  pro- 
nounced for  males.  On  the  basis  of  these  data  then, 
it  is  readily  apparent  that  a low  socioeconomic 
status  has  been  a decidedly  adverse  influence  on 


one’s  life  chances. 

In  the  past,  it  was  generally  felt  that  the  over-all 
inverse  relationship  between  socioeconomic  status 
and  mortality  was  due  largely  to  the  higher  inci- 
dence in  the  lower  status  groups  of  deaths  from 
infectious  causes — such  as  tuberculosis  and  pneu- 
monia— which  stem  from  their  relatively  poorer 
housing,  sanitation,  diet,  health  care  practices,  and 
general  conditions  of  life.  The  chronic  diseases,  on 
the  other  hand,  which  have  shown  less  relations  to 
these  conditions,  have  been  assumed  to  account  for 
little  or  no  appreciable  difference  in  the  over-all 
mortality  experience  of  the  various  socioeconomic 
status  groups.  The  findings  of  the  present  study, 
however,  would  appear  to  contradict  this  assump- 
tion. 

Table  2.  — Age  standardized  death  rates  for  deaths  due 
to  selected  causes  in  five  social  rank  areas: 
Providence,  Rhode  Island,  1949-1951. 

(Deaths  per  100,000  population) 


Deaths  due  to: 

Social  Rank 
Areas 

Infectious 

Respiratory 

Causes 

Hcart  Cancer 
Disease 

Vascular 

Lesions 

All  Areas 

...  20.4 

396.7 

158.9 

101.1 

(High  SES)  I 

...  14.4 

350.7 

140.6 

87.5 

II 

...  14.5 

386.6 

160.3 

91.6 

III 

...  20.9 

394.2 

159.0 

98.3 

IV 

...  26.1 

431.9 

166.8 

112.0 

(Low  SES)  V 

...  28.4 

444.1 

178.0 

125.5 

According  to  the  data  presented  in  Table  2,  the 
less  favorable  mortality  experience  of  the  lower 
socioeconomic  groups  is  just  as  characteristic  of 
the  major  degenerative  causes  of  death  as  it  is  for 
deaths  due  to  the  infectious  respiratory  diseases 
(i.e.,  influenza,  pneumonia,  and  tuberculosis). 
Although  a consistent  inverse  gradient  is  lacking 
for  cancer,  it  is  nonetheless  clear  that  socioeconomic 
status  is  a strong  determining  factor  in  the  rate  at 
which  people  die  from  the  degenerative  causes  of 
death,  as  well  as  the  rate  at  which  they  die  from  the 
infectious  causes.  It  is  thus  readily  apparent  that 
the  need  for  enlightenment  which  motivates  early 
discovery  and  early  treatment  of  the  chronic  dis- 
eases is  much  greater  among  the  lower  social  rank 
groups  than  it  is  among  persons  enjoying  a rela- 
tively high  socioeconomic  status. 
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W hile  the  present  paper  is  admittedly  limited  in 
scope  (it  focuses  on  a single  area  at  one  point  in 
time  ) , the  data  presented  clearly  demonstrate  that 
the  lower  socioeconomic  groups  are  characterized 
by  a much  less  favorable  mortality  experience  than 
the  general  population.  In  a country  like  the  United 
States,  where  we  idealize  the  notion  of  equality 
among  all  persons,  the  existence  of  such  marked 
differences  in  life  chances  represents  a very  serious 
problem : it  is  a tragic  paradox  that  we  should  do 
everything  in  our  power  to  eliminate.  The  very  fact 
that  some  groups  have  managed  to  achieve  a lower 
level  of  mortality  than  others  may  be  taken  as  an 
indication  that  a lowering  of  the  death  rate  for  the 
high  mortality  groups  is  feasible.  It  is  to  be  hoped 
that,  through  the  continued  expansion  of  public 
health  services,  the  advantages  of  modern  medical 
knowledge  will  ultimately  be  shared  more  equally 
by  all  members  of  the  society. 

OFFICE  MANAGEMENT  OF  THE 
DISTURBED  TEENAGER 
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urge  the  physician  to  evaluate  the  problem  care- 
fully before  resorting  to  the  use  of  drugs.  As  a part 
of  the  total  approach  to  the  problem,  sedatives, 
tranquilizers,  or  both  have  a definite  role  in  the 
management  of  these  cases.  It  is  often  said,  and 
not  wholly  in  jest,  that  the  parents,  not  the  child, 
require  the  tranquilizers.  Frankly,  in  many  of  our 
cases,  we  discover  that  one  or  both  parents  have 
been  under  a physician’s  care  because  of  the  ner- 
vous upset  brought  on  by  their  youngster’s  diffi- 
culties. But  we  are  concerned  primarily  with  the 
direct  management  of  the  adolescent,  and  the  medi- 
cations prescribed  are  for  his  use.  When  required, 
it  is  urged  that  the  physician  use  the  sedative  or 
tranquilizer  of  his  choice,  the  drug  or  drugs  with 
which  he  is  most  familiar.  Management  can  be 
either  on  an  in-  or  out-patient  basis,  depending  on 
the  severity  of  the  patient’s  emotional  reaction.  If 
there  is  the  slightest  question  that  the  patient  be  a 
potential  suicide,  then  medication  can  only  be  given 
under  direct  supervision  in  the  hospital.  The  dic- 
tum might  well  be  that  drugs  are  not  the  answer 
for  the  emotionally  disturbed  adolescent  until  the 
physician  has  complete  control  of  the  situation. 

Summary 

We  are  living  at  a time  in  history  when  there  is 
a teenage  population  explosion.  If  we  are  to  fulfill 
our  total  obligation  to  the  community,  we  can  ex- 
pect to  see  and  to  deal  with  emotionally  disturbed 
adolescents.  The  majority  of  these  teenagers  will 
come  to  your  office  first  for  help.  Psychiatry  has 
made  magnificent  strides,  but  the  general  public  is 
not  yet  sophisticated  enough,  nor  are  there  enough 
available  psychiatrists,  to  expect  that  patients  will 
seek  out  the  psychiatrist  initially  when  there  are 
emotional  problems,  as  they  look  to  the  dermatolo- 
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gist,  for  example,  when  there  is  a skin  problem. 

Since  the  general  practitioner,  the  pediatrician, 
and  the  internist  represent  the  first  contact  for  most 
patients,  it  is  our  contention  that  they  must  agree  to 
see  the  disturbed  adolescent  and  attempt  to  make  a 
diagnosis  followed  by  the  indicated  treatment.  After 
one,  or  possible  several  visits,  it  is  likely  that  the 
physician  will  he  able  to  reach  conclusions  leading 
to  the  proper  disposition  of  the  case. 

By  understanding  and  using  1.  Transference, 
2.  Ventilation,  3.  Environmental  Manipulation,  and 
4.  Medication  the  physician  will  have  sufficient 
diagnostic  tools  to  deal  with  the  various  problems 
presented  by  the  disturbed  adolescent.  Not  only  the 
patient,  but  also  the  physician  will  benefit  when 
medicine  will  agree  to  the  concept  that  the  complete 
physician  acknowledges  the  existence  of  emotional 
as  well  as  physical  disabilities. 


DIRECTOR  OF  LABORATORIES  — Salary  $11,622- 
$13,442.  Newly  established  position  in  Rhode  Island 
Department  of  Health  to  direct  the  Division  of 
Laboratories.  Doctoral  degree  in  medicine,  veteri- 
nary medicine,  public  health,  microbiology,  or  other 
biological  science  required.  Five  years  administra- 
tive experience  desirable.  Merit  system  position  in 
long  established  state  health  department.  Social 
security,  liberal  sick  leave,  vacation  and  retirement 
plans,  low  cost  insurance,  longevity  benefits.  Out- 
standing schools  and  colleges  in  community.  Excel- 
lent working  conditions  in  small,  progressive 
department.  Address  inquiry  to  Mrs.  Rita  Ross, 
Personnel  Officer,  Rhode  Island  Department  of 
Health,  319  State  Office  Building,  Providence  3, 
Rhode  Island. 


Most  scientists  recognize  that  science  and  the 
humanities  are  basically  identical.  The  majority  of 
humanists  do  not  recognize  this  fact:  whereas  most 
scientists  occupy  their  leisure  time  with  music, 
literature,  the  theater,  and  the  visual  arts,  few  if 
any  artists  occupy  their  spare  time  with  the  sciences. 

. . . Extracted  from  editorial  by  Mark  D. 
Altshule  in  Medical  Science,  issue  of 
May  10,  1963,  titled  “The  Alleged  Con- 
flict Between  Scientific  and  Humanis- 
tic Studies.” 
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THE  SUN  FACTOR  IN  SKIN  CANCER  IN  RHODE  ISLAND 

AND  NEARBY  NEW  ENGLAND* 

Malcolm  Winkler,  m.d. 


The  Author.  Malcolm  Winkler,  M.D.,  of  Providence, 
Rhode  Island.  Chief  of  Dermatology,  Miriam  Hospital ; 
Member  of  Staff,  St.  Joseph’s,  Charles  V.  Chapin, 
Rhode  Island  hospitals. 


The  belief  that  prolonged  exposure  to  the  sun 
might  give  rise  to  malignant  tumors  of  the  skin 
was  first  noted  by  Unna  in  1894.  Since  then  there 
have  been  many  articles,1’2’3’4,5’6’7’8  especially  re- 
cently, corroborating  this  observation.  The  evidence 
in  general  is  based  on  the  following : 

1.  Skin  cancers  occur  more  frequently  on  the 
uncovered  parts  of  the  body.6  Malkinson  and 
Rothman  of  the  University  of  Chicago  found 
over  90  per  cent  on  the  face,  ears,  neck  and 
hands.9 

2.  Skin  cancers  are  more  common  in  geographi- 
cal areas  where  they  have  the  most  sun.  In 
several  reports  there  were  four  to  six  times 
as  many  skin  cancers  in  the  South  as  in  the 
North.10,11 

3.  Skin  cancers  are  more  prevalent  in  outdoor 
workers.6  In  another  report  from  the  Mayo 
Clinic,  54  per  cent  were  farmers.12 

4.  Skin  cancers  have  been  produced  experimen- 
tally by  ultra-violet  radiation  in  white  mice.13 

5.  The  expression  “The  Fleet  is  in”  has  a dif- 
ferent meaning  to  different  people  ; but  Doctor 
Thomas  Murphy  of  our  Health  Department 
informed  me  that  to  him  it  means  an  increase 
in  reports  of  skin  cancer  from  Newport.  This 
is  because  that  particular  fleet  has  spent  six 
months  in  the  sunny  Mediterranean.  More- 
over, some  of  those  afflicted  are  in  their 
twenties,  a most  premature  age  for  skin 
cancer. 

As  the  subject  was  further  studied,  it  became 
apparent  that  certain  individuals  were  more  sus- 
ceptible to  skin  cancers  than  others,  as  the  follow- 
ing general,  but  by  no  means  complete,  classification 
will  demonstrate : 

1.  Light-haired,  light-eyed,  fair-complexioned 
people  who  have  little  tendency  to  form  pig- 

*Presented at  the  Third  Annual  Research  Day,  at  Miriam 
Hospital,  Providence,  Rhode  Island,  May  10,  1963. 


ment  or  tan  after  exposure  to  sun.  This  group 
would  be  the  most  susceptible.14,15  However, 
it  does  not  mean  that  a fair-complexioned 
person  may  not  tan  instead  of  burn.  If  he  tans 
he  is  taken  out  of  this  group. 

2.  The  dark-haired,  dark-eyed,  olive-  or  near 
olive-skinned  people  who  have  some  pigment 
in  their  skin  and  form  even  more  on  exposure 
to  sun.  This  group  is  less  susceptible.14,15 
Here  again  it  does  not  mean  that  the  near 
olive  will  necessarily  tan ; he  may  burn  and 
therefore  would  be  taken  out  of  this  group. 

3.  The  dark-skinned  or  Negro  people  who 
already  have  much  natural  pigment  in  their 
skin.  This  group  is  the  least  susceptible.14,15 
In  many  reports  it  has  been  shown  that  the 
incidence  of  skin  cancer  on  exposed  areas  was 
much  lower  in  Negroes  than  in  whites.  How- 
ever, no  difference  existed  between  the  two 
races  in  the  incidence  of  cancer  of  the  usually 
unexposed  areas  of  the  skin. 

In  regard  to  the  classification  in  general,  some 
investigators  would  lay  more  stress,  so  far  as  sus- 
ceptibity  is  concerned,  on  the  color  of  the  eyes.14 
Others  would  stress  more  the  ability  to  tan15,16  or 
even  the  capacity  to  form  a thickened  stratum 
corneum.17  However,  there  is  no  question  that  the 
combination  of  light  hair,  light  eyes  and  a light, 
non-tanning  skin,  although  it  may  win  beauty  con- 
tests, is  a most  undesirable  one  so  far  as  the  sun  is 
concerned. 

It  should  also  be  noted  that  the  classification  does 
not  fit  all  cases.  We  know  that  some  individuals 
with  light  eyes  who  repeatedly  burn  without  tan- 
ning may  still  not  develop  a skin  cancer  and  that 
some  dark-eyed  individuals  who  easily  tan  may  still 
be  afflicted.  However,  the  law  of  averages  still  holds 
and  makes  the  classification  a most  useful  one. 

In  attempting  to  compare  the  incidence  of  skin 
cancer  in  Rhode  Island  with  other  states,  I corre- 
sponded with  the  Public  Health  Departments  of 
fifty  states.  I found  that  many  did  not  compile 
records  for  skin  cancers,  and  in  others  the  records 
were  incomplete  since  many  doctors  did  not  report 
cases. 

A further  effort  was  made  to  obtain  the  incidence 
figures  of  skin  cancer  in  the  various  Blue  Shield 
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plans.  In  general  the  information  elicited  was  in- 
sufficient for  a comparative  study,  although  in  one 
state  I found  Blue  Shield  had  ten  times  as  many 
cases  as  were  reported  to  the  state. 

I therefore  resorted  to  a United  States  Public 
Health  report  where  ten  representative  cities  were 
most  thoroughly  canvassed.18 


TABLE  I 


Prevalence  Rates  of  Skin  Cancer  per  100,000 
for  White  Population 


NORTH 


WEST 


SOUTH 


Detroit ( 24 

Chicago  25 

Pittsburgh 37 

Philadelphia  67 

' San  Francisco 81 

Oakland 

Denver  122 

Birmingham  89 

New  Orleans 129 

J Dallas 

Fort  Worth  140 

Atlanta  157 


Ralph  Carlson,  the  head  of  the  Weather  Bureau 
at  Hillsgrove,  Rhode  Island,  informed  me  that 
Providence,  being  in  about  the  same  latitude  as 
Chicago  and  Detroit,  has  almost  similar  conditions 
in  warmer  months  although  the  temperature  and 
amount  of  sunshine  could  be  10  per  cent  higher  in 
Chicago  and  Detroit. 

The  high  prevalence  rates  of  skin  cancer  in  the 
South  are  obvious.  In  some  cases  it  is  over  six 
times  as  many  as  in  Northern  cities. 

Before  evaluation  of  my  own  cases  I would  like 
to  say  a few  words  about  solar  radiation  or  sunlight. 
This  consists  of  three  portions,  the  ultra-violet,  the 
visible,  and  the  infra-red  waves.  We  are  mostly 
interested  in  the  ultra-violet  rays  which  measure 
twenty-nine  hundred  to  four  thousand  angstroms. 
The  carcinogenic  or  burning  rays  are  about  twenty- 
nine  hundred  to  thirty-two  hundred  angstroms 
although  they  may  be  longer  depending  on  which 
authority  is  consulted.  The  ultra-violet  rays  from 
thirty-two  hundred  to  four  thousand  are  considered 
the  tanning  rays  and  usually  are  not  harmful.  The 
harmful  effects  of  the  burning  or  carcinogenic  rays 
may  be  minimized  by  short  exposures  to  the  sun 
until  a tan  is  established,  provided  the  skin  has  a 
tanning  capacity.  These  rays  may  also  be  blocked 
out  by  using  a proper  suntan  lotion,  provided 
the  skin  is  not  exquisitely  sensitive.  For  those 
skins  that  nevertheless  persistently  burn  and 
whose  owners  still  insist  on  fishing  or  boating  there 
is  a special  cream  (A-Fil®  by  Texas  Pharmacal 
Co.)  on  the  market  that  very  effectively  not  only 
blocks  out  the  burning  rays  but  also  the  tanning 
rays.  In  general  it  may  be  said  that  the  more  one 


builds  up  a tan  without  prior  burning  the  less  one 
will  be  susceptible. 

In  addition  to  my  own  cases  I examined  one  hun- 
dred elderly  patients  or  senior  citizens  at  the  State 
Infirmary,  part  of  the  Rhode  Island  Medical  Center, 
through  the  kind  permission  of  Doctor  Mark 
Yessian.  There  were  six  skin  cancers  that  had  either 
been  treated  or  were  about  to  be  treated.  Although 
there  were  only  six  and  even  though  it  was  often 
difficult  and  sometimes  impossible  to  elicit  a proper 
history,  those  who  exposed  themselves  to  the  sun 
and  burnt  instead  of  tanning  outnumbered  the 
others  at  least  two  to  one,  and  possibly  even  more. 

Now  finally  I would  like  to  discuss  my  own  four 
hundred  private  cases  of  skin  cancer  taken  consecu- 
tively and  confirmed  by  biopsy,  many  with  the 
excellent  co-operation  of  Doctor  Feroy  W.  Falken- 
berg  of  our  Health  Department. 

In  brief  the  figures  revealed  that : 

1.  Slightly  over  twice  as  many  had  light  eyes 
(269)  as  dark  eyes  (131).  In  the  control  or 
non-cancerous  group  also  numbering  400 
there  were  less  light  eyes  (163). 

2.  Slightly  over  twice  as  many  had  light  skin 
(274 ) as  near-olive  skin  ( 126) . In  the  control 
group  there  were  less  light  skins  (154). 

3.  About  two  and  one-half  times  as  many  burned 
or  tanned  with  difficulty  (286).  In  the  control 
group  it  was  just  about  the  opposite  (118) . 

4.  There  were  almost  twice  as  many  males  (264) 
as  females  (136).  In  the  control  group  they 
were  about  equal  (190-210).  Although  there 
are  several  reasons  for  the  higher  incidence 
among  males,  I believe  that  the  cosmetic  mask 
not  only  attracts  the  males,  but  also  repels 
the  sun. 

5.  There  were  82  per  cent  basal  cell  carcinomas, 
3 per  cent  basosquamous,  and  15  per  cent 
squamous.  Elliot2  writing  from  Charlotte, 
North  Carolina,  reported  48.8  per  cent  basal 
cell  carcinomas.  Hall14  of  Santa  Monica,  Cali- 
fornia, reported  58  per  cent  basal  cell  carci- 
nomas, whereas  Warren  and  Fulenski19  from 
Boston  reported  70  per  cent  basal  cell 
carcinomas.  Based  on  these  reports  it  would 
indicate  a higher  percentage  of  basal  cell 
carcinomas  in  the  North. 

6.  There  were  11  patients  in  the  carcinomatous 
group  with  light  eyes,  light  skin,  and  inability 
to  tan  who  had  minimal  amount  of  sun  expo- 
sure. In  a similar  group  in  the  controls  there 
were  39.  This  would  again  indicate  that  the 
usually  susceptible  group  fare  better  without 
the  sun. 

Conclusion 

Converging  evidence  from  many  sources  point 
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Participation  of  a student  in  high  school  ath- 
letics is  a matter  which  involves  multiple  respon- 
sibilities. The  athlete’s  responsibilities  are  to  keep 
in  training,  to  play  hard  but  fair,  to  take  the  advice 
of  his  superiors,  and  to  conduct  himself  in  a gen- 
tlemanly manner  so  as  to  be  a credit  to  himself, 
the  sport,  his  school,  his  family,  and  his  commu- 
nity. It  is  the  school’s  responsibility  to  see  to  it  that 
every  prospective  athlete  undergoes  a thorough 
pre-season  medical  examination,  that  he  receives 
proper  pre-season  and  season  conditioning  and  in- 
struction in  the  sport  involved,  that  excellent 
equipment  is  provided,  and  that  properly-con- 
structed places  for  competition  are  made  available. 
The  parents  of  the  athlete  also  have  certain  obli- 
gations. They  should  encourage  the  athlete  to  keep 
himself  in  superb  physical  condition,  and  should 
inform  the  school,  coach,  or  physician  of  any  phys- 
ical impairment  which  may  influence  his  participa- 
tion in  sports.  The  subject  will  be  discussed  under 
six  headings : Medical,  Conditioning,  Equipment, 
Coaching,  Officiating,  and  Facilities. 

Medical 

Adequate  medical  examination  and  care  is 
extremely  important  in  the  prevention,  control, 
and  treatment  of  athletic  injuries.  Every  high 
school  athlete  should  receive  a first-class,  pre- 
season medical  examination  with  emphasis  on  his 
past  medical  history.  Such  an  examination  will 
enable  the  team  or  family  physician  to  determine 
the  player’s  fitness  to  participate  safely  in  any  given 
sport.  In  addition,  it  may  uncover  abnormal  health 
conditions  which  were  not  previously  known  to  the 
athlete  or  his  parents,  thereby  making  treatment 
possible  earlier  than  otherwise  may  have  been  the 
case. 

The  responsibility  of  the  medical  department 
does  not  cease  once  the  player’s  ability  to  partici- 
pate safely  in  strenuous  sports  has  been  established. 
Medical  safeguarding  and  treatment  of  the  athlete 
should  not  be  turned  over  to  the  coach  or  the 


trainer  once  the  pre-season  examination  has  been 
concluded  and  the  athlete  declared  fit  to  participate 
in  sports.  Nevertheless,  the  coaches  and  trainers 
should  have  enough  knowledge  of  medical  matters 
so  as  to  be  able  to  recognize  and  refer  injuries  to 
the  proper  person  for  immediate  medical  or  dental 
treatment.  While  not  practical  in  all  circumstances, 
it  would  be  desirable  for  a physician  to  attend  all 
games  and  contact  practice  sessions.  If  the  school 
authorities  find  it  impractical  or  difficult  to  arrange 
for  such  a program,  they  should  consult  their  local 
medical  society  for  assistance  in  making  available 
medical  personnel  for  attendance  at  contact  prac- 
tice sessions.  Adequate  provision  should  also  be 
made  for  emergency  transportation  of  any  injured 
player  preferably  by  ambulance  to  a nearby  hospital 
or  clinic. 

Once  an  athlete  has  been  injured,  it  is  the  respon- 
sibility of  the  physician  to  determine  when  the 
injured  player  may  return  to  practice  or  to  actual 
competition.  Coaches  and  trainers  are  doubtless 
interested  in  the  well  being  of  the  athletes,  however, 
at  times,  because  of  their  desire  to  win  and,  because 
of  parental  pressure,  they  may  allow  the  athletes 
to  participate  in  sports  too  soon  after  the  injury. 
Medical  responsibility  of  coaches  and  trainers 
should  be  limited  to  first  aid.  Conditioning  should 
be  the  primary  responsibility  of  the  coaches  and 
trainers  when  the  athlete  has  been  declared  eligible. 

The  team  physician  should  conduct  a good  pre- 
season physical  examination  before  allowing  the 
player  to  engage  in  a sport.  He  should  attempt  to 
know  the  players  by  attending  as  many  squad  meet- 
ings as  possible,  as  well  as  practice  sessions,  even 
before  the  season  begins.  He  should  if  possible  be 
present  in  the  dressing  rooms  before  a game  and 
during  intermission,  as  well  as  immediately  after 
the  game  for  the  purpose  of  evaluating  any  injury 
which  may  have  taken  place.  In  cases  of  injury 
during  the  game,  he  should  have  complete  respon- 
sibility to  determine  whether  or  not  an  athlete  may 
continue  to  play  or  resume  play.  He  should  accom- 
pany the  coach  or  trainer  on  the  field  in  case  of 
injury  during  a game.  He  should  arrange  for  trans- 
portation if  necessary  of  any  injured  athlete  to  an 
infirmary  or  hospital.  He  should  discuss  any  serious 
or  potentially  serious  injury  with  the  family  of  the 
athlete. 
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Conditioning 

The  principal  purpose  of  conditioning  is  to  help 
to  prevent  injuries  by  developing  the  musculature 
which  is  most  needed  in  a given  sport  and  to  in- 
crease the  resistance  of  the  individual  to  fatigue. 
It  is  my  considered  opinion  that  conditioning  for 
the  football  season  should  start  at  the  close  of  the 
spring  football  practice  session.  If  none  is  held, 
conditioning  should  start  in  April.  This  can  be 
accomplished  by  having  the  athlete  carry  out  the 
major  portion  of  the  program  by  himself.  He  natu- 
rally cannot  be  expected  to  do  this  entirely  by  him- 
self ; therefore,  he  should  be  given  proper  direction 
toward  this  end.  This  can  be  accomplished  by 
giving  him  written  directions.  The  athlete  should 
be  expected  to  do  some  jogging,  distance  running, 
and  sprints.  In  addition,  he  should  be  supplied  with 
instructions  in  certain  exercises  which  he  should  do 
a few  times  weekly  until  the  beginning  of  the  foot- 
ball season.  I have  particular  reference  to  ankle, 
knee,  wrist,  shoulder,  neck,  and  how-to-fall  exer- 
cises. In  addition,  he  should  be  encouraged  to 
develop  proper  health  habits,  get  adequate  rest,  eat 
properly,  and  get  at  least  eight  hours  sleep  nightly. 
The  experienced  coach  and  trainer  should  also 
assign  to  each  athlete  the  approximate  weight  at 
which  he  is  expected  to  return  on  the  first  day  of 
the  fall  practice.  The  foregoing  may  seem  difficult ; 
however,  if  a boy  carries  out  these  instructions 
properly  he  will  not  only  have  a greater  chance 
of  being  outstanding  on  the  athletic  field,  but  he 
will  also  be  in  a much  better  position  to  avoid 
injuries  to  himself.  The  late  Red  Sanders,  former 
head  football  coach  at  the  University  of  California, 
Los  Angeles,  is  quoted  as  having  stated  that  foot- 
ball is  40  per  cent  ability  and  60  per  cent  physical 
condition  and  mental  attitude. 

There  should  be  a minimum  number  of  pre- 
season practice  sessions  before  the  first  game.  I am 
of  the  belief  that  twenty-five  sessions  should  con- 
stitute a minimum  number.  Of  course,  every  trainer 
and  coach  would  prefer  to  have  many  more  than 
this  in  order  to  ready  his  players  for  the  first  con- 
test ; but  over  the  years,  the  accepted  minimum 
number  of  pre-season  sessions  has  been  found  to 
be  approximately  twenty-five  by  many  coaches. 
Double  daily  sessions  are  preferred  over  single  ses- 
sions. Each  session  should  be  about  one-and-a-half 
hours  long.  Proper  conditioning  does  not  stop  with 
the  conditioning  that  has  taken  place  during  the 
summer  months  or  with  the  usual  pre-season  con- 
ditioning period.  Each  player  should  be  made  to 
warm  up  thoroughly  prior  to  his  engaging  in  a given 
athletic  event  or  practice  session.  The  warming  up 
should  include  some  jogging  plus  calisthenics.  In 
the  case  of  substitution,  whenever  possible,  it  is  best 
to  alert  the  player  that  he  is  going  into  the  contest 
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or  practice  session.  He  then  should  be  made  to 
warm  up  before  entering  the  contest. 

Equipment 

Sound  equipment  makes  for  a sound  program. 
If  a school’s  budget  is  limited,  it  should  purchase 
limited  amounts  of  good  equipment  rather  than 
large  amounts  of  second-rate  equipment.  It  is  of 
the  utmost  importance  to  purchase  the  best  protec- 
tive equipment  available.  Excellent  equipment  is 
of  no  value  unless  the  player  is  made  to  wear  it. 
Occasionally  a football  player  may  not  wish  to  wear 
his  helmet  or  a hockey  player  his  head  gear  or  shin 
guards.  The  coach  and  the  trainer  must  insist  on 
the  player  wearing  the  protective  equipment.  Not 
only  must  the  athlete  wear  the  protective  equip- 
ment, but  it  must  be  of  proper  fit  and  properly  ad- 
justed to  his  body  prior  to  his  engaging  in  practice 
or  actual  game  competition.  The  practice  of  hand- 
ing down  equipment  from  varsity  to  junior  varsity 
is  to  be  discouraged,  because,  as  a rule,  the  junior 
varsity  members  are  younger  and  smaller  in  size, 
with  the  result  that  the  equipment  may  be  poorly 
fitting.  Ill-fitting,  expensive,  protective  equipment 
is  worse  than  well-fitting,  second-grade  equipment. 
The  player’s  protective  gear  should  be  checked 
approximately  once  weekly.  Any  defect  in  the  ath- 
lete’s shoulder  or  hip  pads,  any  defect  in  the  sus- 
pension or  chin  strap  of  his  head  gear,  and  any 
defect  in  any  of  his  equipment  should  be  repaired 
or  the  equipment  replaced. 

Coaching 

Intelligent  coaching  not  only  leads  to  outstand- 
ing and  skillful  performances  on  the  part  of  the 
athlete,  but  also  serves  to  lower  the  incidence  of 
athletic  injuries.  The  importance  of  expert  coach- 
ing cannot  be  over-emphasized  in  protecting  the 
health  and  safety  of  athletes.  The  good  coach  will 
not  only  take  steps  to  prevent  injuries  among  his 
athletes,  but  will  also  take  steps  to  prevent  oppo- 
nents from  being  unnecessarily  injured.  The  fair 
coach  will  discourage  "dirty  tactics,”  such  as  clip- 
ping, punching,  and  elbowing.  While  illegal  tactics 
may  give  a team  an  advantage  during  a game,  they 
may  also  become  responsible  for  an  opponent  being 
permanently  injured. 

The  wise  coach  will  carefully  plan  his  practice 
periods.  He  should  plan  them  for  times  when  it  is 
most  convenient  for  the  majority  of  the  athletes 
to  be  present.  The  practice  session  should  not  be 
too  short,  nor  should  it  be  long  enough  to  cause 
fatigue.  The  average  season  for  sports,  particularly 
hockey  and  basketball,  is  so  long  that,  if  the  coach 
were  to  have  daily  lengthy  practice  periods,  he 
would  induce  fatigue  in  some  members  of  his  squad 
long  before  the  season  ended.  He  would  also  have 

continued-  on  next  page 


374 


athletes  who  had  lost  considerable  weight,  thereby 
being  subject  to  fatigue  early  in  each  game,  and 
more  prone  to  injury.  Keeping  daily  weight  charts 
will  help  to  keep  this  problem  at  a minimum.  Finally 
the  coach  should  be  well-informed  and  competent  in 
matters  of  first  aid.  He  should  be  able  to  recognize 
the  common  injuries  early  and  refer  them  to  the 
appropriate  person  as  soon  as  the  injury  or  condi- 
tion is  recognized.  The  coach  should  be  an  expert 
on  conditioning  and  be  able  to  adapt  his  condition- 
ing exercises  or  instructions  to  the  specific  sport. 

Officiating 

I am  aware  that  before  a person  becomes  an 
approved  official  he  has  undergone  a rigid  program 
of  theoretical  and  practical  instruction.  Neverthe- 
less, officiating  must  be  considered  a very  impor- 
tant part  of  athletics.  Good  officiating  not  only 
promotes  enjoyment  of  the  game  on  the  part  of 
the  spectators  and  the  competitors,  but  it  also  serves 
to  protect  the  players  from  becoming  injured.  The 
competent  official  should  be  thoroughly  familiar 
with  the  rules  and  regulations  governing  the  spe- 
cific event  in  which  he  is  serving  as  arbiter.  It  must 
be  remembered  at  all  times,  however,  that  the  offi- 
cial merely  interprets  and  tries  to  enforce  the  rules 
governing  a sport.  If  the  official  is  to  give  a good 
performance,  the  coaches  and  team  members  should 
also  be  familiar  with  the  rules.  It  would  be  consid- 
ered excellent  training  not  only  to  strictly  enforce 
rules  and  regulations  in  actual  game  competition, 
but  also  during  practice  periods.  It  is  not  intended 
that  the  school  or  college  should  employ  officials 
during  practice  sessions ; but  some  person  who  is 
well-versed  in  the  rules  governing  the  sport  should 
serve  as  an  official  during  the  practice  period.  This 
would  afford  more  enjoyment  of  the  practice  session 
to  the  players,  and  in  addition,  would  tend  to  reduce 
injuries  during  the  session.  The  best  official  is  one 
who  is  emotionally  sound  and  well-versed  in  the 
rules  and  regulations  governing  the  sport.  The 
emotionally  unstable  or  psychosomatic  official  does 
harm  to  the  game.  Being  unstable,  easily  excited, 
and  unable  to  cope  with  situations  which  may  arise, 
he  may  indirectly  cause  athletes  and  even  spectators 
to  become  injured. 

Facilities 

Adequate  areas  for  play  should  be  provided  and 
properly  maintained,  whether  green  fields  for  foot- 
ball, polished  floors  for  basketball,  ice  surfaces  for 
hockey,  or  snowy  hills  for  skiing.  Spending  large 
sums  for  stadiums,  gymnasiums,  swimming  pools, 
and  hockey  rinks  is  not  enough  if  these  areas  are 
not  properly  maintained.  All  playing  fields  and 
areas  should  meet  minimum  standard  requirements 
for  size  of  area,  proper  maintenance  of  playing  sur- 
face, and  facilities  that  provide  for  spectator  control. 
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Keeping  the  scholastic  athletic  candidate  active 
requires  a collective  effort  on  the  part  of  the  parents, 
the  school,  the  athlete,  the  physician,  the  coach,  the 
trainer,  and  the  official. 

SUN  FACTOR  IN  SKIN  CANCER 

concluded  from  page  371 

unmistakably  to  the  sun  as  a major  cause  of  skin 
cancer.  It  would  appear  that  the  incidence  of  skin 
cancer  in  Rhode  Island  is  less  than  that  in  the 
Southern  states.  Nevertheless,  the  sun  plays  a role 
here  also,  particularly  in  those  with  light  eyes,  light 
skin,  and  inability  to  tan. 
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Editorials 


WATER  SAFETY 


With  more  than  oxe  fourth  of  its  total  area, 
approximately  413  square  miles,  listed  as  tide 
water  area,  Rhode  Island  has  a tremendous  respon- 
sibility in  maintaining  a high  standard  of  water 
safety.  We  advertise  widely  to  the  people  of  the 
country  of  our  outstanding  recreational  facilities, 
in  particular  our  magnificent  bay  for  boating,  and 
our  unsurpassed  beaches  for  bathing.  We  should 
equally  publicize  to  all  in  Rhode  Island  the  impor- 
tance of  enjoying  these  facilities  safely. 

A year  ago  this  Journal  editorialized  on  the 
need  for  care  by  everyone  to  prevent  boating  mis- 
haps, and  we  also  had  comment  on  the  importance 
of  clean  swimming  pools  because  of  the  great 
increase  in  the  number  of  private  as  well  as  public 
pools  which  have  supplemented  our  natural  bathing 
facilities. 

Water  safety  in  sports  is  principally  a matter  of 
knowing  the  safety  precautions  and  in  observing 
them.  Deaths  by  drowning  could  be  cut  down  to 
almost  none  if  swimmers  would  observe  a few  rules, 
i.e.,  never  swim  alone,  or  at  night  except  in  well- 
lighted  pools,  or  just  after  eating,  or  when  overly 
tired.  Diving  accidents  almost  always  are  caused 
by  diving  into  shallow  or  unfamiliar  water. 

Water  skiing,  a sport  that  has  become  very  popu- 


lar at  the  beaches  as  well  as  on  our  many  lakes  and 
ponds,  need  not  be  hazardous.  The  skipper  of  the 
boat  should  know  what  he  is  doing,  should  avoid 
dangerous  high  speeds  and  skimming  too  close  to 
docks,  other  boats  and  obstructions.  Preferably, 
there  should  be  a second  man  in  the  boat,  and,  very 
important,  the  skiier  should  wear  a life  belt  to  keep 
him  afloat  if  he  is  winded  by  a smashing  fall. 

Our  one  hundred  and  fifty  miles  of  Atlantic 
coastal  waters  have  given  great  impetus  in  the  past 
few  years  to  underwater  swimming  and  spear  fish- 
ing with  artificial  breathing  apparatus.  Here  again, 
knowing  how  to  swim  well,  how  to  use  the  aqualung 
and  how  to  handle  oneself  under  water  will  prevent 
most  accidents. 

In  boating  accidents,  or  in  cases  where  an  off- 
shore fog  moves  in  quickly  to  blanket  our  Xarra- 
gansett  bay,  the  cardinal  rule  still  holds  — stay 
with  the  boat.  Someone  will  be  along  eventually  to 
pick  you  up,  and  a long  swim  to  the  shore  is  beyond 
the  capacity  of  all  but  a few  highly-trained  athletes. 

There  are  few  water  safety  problems  that 
couldn’t  be  prevented  by  the  application  of  common 
sense,  coupled  with  at  least  a cursory  knowledge  of 
safety  rules. 


MORE  ON  KERR-MILLS 


"Premier  John  Parmexter  Robarts  of  the 
Province  of  Ontario,  Canada,  has  introduced 
into  the  provincial  parliament  a medical  care  bill 
having  some  of  the  virtues  of  Governor  Chafee’s 
Kerr-Mills  proposals  for  Rhode  Island.  The  bill 
provides  “that  the  government  will  accept  respon- 
sibility for  the  necessary  assistance”  for  those 
“whose  incomes  are  such  that  they  may  find  it 
impossible  to  pay  the  premiums.”  Medical  services 
insurance  would  be  available  through  “service  plan, 
licensed  insurer,  or  other  provider  of  medical  serv- 
ices insurance  contract ...  to  every  resident  of 
Ontario  who  wishes  to  purchase  it,  regardless  of 
age,  physical  condition  or  financial  circumstances.” 
The  plan  will  be  non-compulsory,  will  not  disturb 
traditional  doctor-patient  relationship,  and  can  be 


cancelled  only  by  the  insured.  The  government  will 
assume  the  responsibility  for  providing  the  cover- 
age to  those  unable  to  provide  it  for  themselves. 
According  to  Robarts,  “without  regimentation  or 
compulsion,  every  citizen  . . . will  be  free  to  buy  or 
not  to  buy,  as  he  or  she  may  see  fit,  medical  services 
insurance  coverage  ...  to  the  degree  that  may  suit 
his  or  her  individual  requirements.”  The  govern- 
ment plans  to  pay  in  whole  the  premiums  of  those 
in  need,  or  in  part  where  indicated  in  certain  mar- 
ginal cases.  Doctor  Glenn  Sawyer,  general  secretary 
to  the  Ontario  Medical  Association,  feels  that  the 
plan  in  “broad  outline  is  in  line  with  the  current 
policy  of  the  Association.” 

Meanwhile  the  trend  to  utilize  Kerr-Mills  money 
through  the  Blue  plans  is  spreading.  Programs  have 
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been  either  approved  or  are  under  development  in 
Colorado,  Texas,  and  Wyoming.  New  Jersey  and 
South  Dakota  are  seriously  studying  this  approach. 
In  Texas  some  300,000  welfare  patients  already 
have  Blue  plan  coverage,  with  Texas  paying  one- 
quarter  of  the  cost,  and  the  Federal  government  the 


RHODE  ISLAND  MEDICAL  JOURNAL 

rest.  Administrative  costs  the  first  year  were  a 
mere  2 per  cent  of  total  costs. 

The  newly  designated  legislative  commission  of 
the  Rhode  Island  General  Assembly  set  up  to  study 
the  effect  of  Kerr-Mills  in  various  states  should 
look  into  these  matters. 


“QUACK  REMEDIES  STILL  LURING  A GULLIBLE  PUBLIC” 


Under  the  above  title  a special  article  by 
Stuart  O.  Hale,  Washington  correspondent, 
appeared  in  the  Providence  Evening  Bulletin  of 
April  24,  1963.  “The  old  time  medicine  show  ped- 
dler was  a piker  compared  to  the  practitioners  of 
quackery  the  U.  S.  Food  and  Drug  Administration 
must  cope  with  today,”  stated  the  lead  paragraph. 
At  a hearing  before  a House  Appropriations  Sub- 
committee headed  by  our  own  Representative  John 
E.  Fogarty,  George  L.  Larrick,  Administrator  of 
the  Food  and  Drug  Administration,  was  quoted  as 
saying:  “The  problem  represented  by  the  sale  of 
foods,  drugs,  and  cosmetics  under  false  and  mis- 
leading claims  is  one  that  has  become  considerably 
more  serious  in  recent  years.”  The  article  further 
stated : “The  public,  it  would  appear,  is  the  same 
gullible  public  which  clustered  around  the  back  of 
the  medicine  show  wagon,  ready  to  empty  its 
pockets  for  a bottle  of  branch  water,  sugar,  and 
artificial  coloring.  It’s  worried  about  many  of  the 
same  things,  gray  hair,  baldness,  too  much  fat, 
wrinkles,  backaches,  and  that  half  dead  feeling.” 
Elsewhere  in  the  same  issue  of  the  Bulletin 
appeared  several  interesting  advertisements.  Item: 
A stomach  tablet  to  “Relieve  gas  due  to  excess 
stomach  acid” — “Sleep  Like  Log;  Stop  Stomach 
Gas  3 Times  Faster.”  Item:  Suppositories  for 
hemorrhoids  — “Real  Relief  from  Hemorrhoids. 
When  simple  piles  cause  agony  and  embarrassing 
itch.”  Item : A skin  ointment — “helps  Nature 
heal  and  clear  up  ‘skin  hurts’ — Medicates  and  hides 
blemishes,  blotches,  pimples  and  rash” — Also 
“works  marvels  for  chapping,  chafing,  simple  piles, 


diaper  rash  and  poison  ivy.”  Item:  A stomach 
tablet  to  “Relieve  acid  attacks  caused  by  Stomach 
Tension  — Tablet  discovery  checks  attacks  in 
seconds.”  Item:  A tablet  to  relieve  pain  and  head- 
aches — “In  22  seconds  after  entering  bloodstream 
. . . is  speeding  relief  to  your  nervous  tension  head- 
ache”— “Contains  the  pain  reliever  doctors  recom- 
mend most.” 

This  juxtaposition  would  be  humorous  if  it  were 
not  tragic  and  irresponsible.  The  total  disclaimer  of 
any  responsibility  for  the  contents  of  advertising 
matter  or  the  media  which  the  advertising  industrv 
and  advertisers  control  would  be  quickly  berated  by 
the  press  if  displayed  by  any  other  group  in  the 
community. 

That  this  problem  is  far  more  serious  than  a 
rhetorical  exercise  is  evidenced  by  recent  reports 
indicating  the  dangers  of  drugs  contained  in  com- 
mon patent  medicines.  The  JAMA  of  May  11, 1963. 
contained  two  reports  and  two  editorials  describing 
the  dangers  of  overuse  of  phenacetin,  contained  in 
many  pain  tablets,  including  at  least  one  of  those 
referred  to  above.  Phenacetin  nephritis  is  now  a 
well-recognized  and  serious  clinical  entity.  Even 
aspirin  has  dangers,  as  was  pointed  out  in  this  same 
group  of  papers.  Aggravation  of  peptic  ulcer,  some- 
times with  resulting  gastro-intestinal  hemorrhage, 
and  the  production  of  a bleeding  diathesis  through 
hematological  effects  are  not  infrequent  complica- 
tions of  aspirin  administration. 

We  are  waiting,  respected  contemporary,  for  the 
other  shoe  to  drop. 


WE  ARE  NOT  ALONE 


On  several  occasions  in  these  columns  we  have 
made  noises  about  the  peculiar  cult  of  Physical 
Fitness.  Our  iconoclastic  utterances  have  produced 
only  reverberating  echoes.  At  last  we  have  found  a 
kindred  soul  whose  voice  carries  authority. 

Doctor  Henry  H.  Kessler,  noted  director  of  the 
Kessler  Institute  for  Rehabilitation  of  West 
Orange,  New  Jersey,  speaking  before  the  third 
National  Conference  of  the  Joint  Council  to 
Improve  the  Health  Care  of  the  Aged  at  San  Fran- 
cisco, stated:  “To  the  majority  of  people,  physical 
fitness  means  only  that  condition  appropriate  to 
athleticism.  False  concepts  of  physical  fitness  have 


had  an  important  influence  in  our  civil,  industrial, 
and  military  life.  Vague  standards  have  been 
created  that  have  condemned  those  with  physical 
defects  as  unproductive  and  socially  useless.” 
“We  must  ask  ourselves,”  he  continued,  “not  just 
if  a man  is  physically  fit,  but  what  he  is  physically 
fit  for  : Work  ? Play  ? Industry  ? Military  Service  ?“ 
With  great  good  sense  he  concluded,  “For  most  of 
us  the  activity  essential  to  the  routine  pursuits  of 
life  is  adequate  to  our  needs.  There  is  a ‘wisdom  of 
the  body’  which  tells  each  man  how  much  exercise 
is  right  for  him,  just  as  it  tells  him  when  he’s 
hungry  or  thirsty.” 

To  all  of  which,  we  say  Amen. 


july,  1963 
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SOCIOECONOMIC  MORTALITY  DIFFERENTIALS 


Printed  in  this  issue  is  a brief  report  by  Doctor 
Edward  G.  Stockwell,  assistant  professor  of 
rural  sociology  at  the  University  of  Connecticut, 
based  upon  studies  carried  out  for  a doctoral  thesis 
at  Brown  University. 

The  statistics  in  this  report  showing  an  inverse 
relationship  in  Providence  between  age  standard- 
ized death  rates  for  various  diseases  and  economic 


status  provide  serious  food  for  thought.  The  author 
has  made  some  interesting  editorial  comments  of 
his  own. 

The  classical  nature  of  this  study  is  reminiscent 
of  some  of  the  early  epidemiological  reports  of 
Charles  V.  Chapin  from  the  Providence  Health 
Department.  We  commend  this  model  paper  to  our 
readers. 
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CIVIC  SALUTE  LUNCHEON 

Sponsored  by  the  Board  of  Directors  of  the  Greater  Providence 
Chamber  of  Commerce,  ]une  12,1 963,  in  Honor  of  the 
Rhode  Island  Medical  Society  and  Rhode  Island  Hospital 


RESOLUTIONS  ADOPTED  BY  THE 
BOARD  OF  DIRECTORS 
OF  THE 

GREATER  PROVIDENCE  CHAMBER 
OF  COMMERCE 
June  12,  1963 

The  Rhode  Island  Medical  Society 
Resolved,  That  the  Board  of  Directors  of  The 
Greater  Providence  Chamber  of  Commerce  express 
their  appreciation  to  the  Rhode  Island  Medical 
Society  for  the  farsighted  and  constructive  public 
service  rendered  to  the  citizens  of  the  State  of 
Rhode  Island  in  the  organization  and  planning  of 
the  End  Polio  campaign. 

The  Enthusiastic  Response  of  hundreds  of 
doctors,  nurses  and  community  workers  from  all 
walks  of  life,  in  all  cities  and  towns  was  responsible 
for  the  successful  campaign  that  immunized  seven 
hundred  thousand  men,  women,  and  children.  As  a 
result,  Rhode  Island  could  be  the  first  State  in  the 
nation  to  eliminate  the  threat  of  this  dreaded  disease. 
The  Active  and  Distinguished  Leadership  of 
the  Rhode  Island  Medical  Society  has  performed  an 
inestimable  service  to  our  citizens,  who  owe  an 
increasing  debt  of  gratitude  to  the  Society  for  its 
continuing  concern  for  and  sincere  contribution  to 
protecting  the  health  of  all  the  people  of  this  state. 
For  this  outstanding  achievement,  in  this  its  one 
hundred  fifty-first  year  of  service  to  the  community, 
we  congratulate  the  Rhode  Island  Medical  Society. 

^ >jc 

Rhode  Island  Hospital 

Resolved,  That  the  Board  of  Directors  of  The 
Greater  Providence  Chamber  of  Commerce  recog- 
nizes and  honors  the  Rhode  Island  Hospital  on  its 


One  Hundredth  Anniversary  of  service  to  the  citi- 
zens of  Providence  and  Rhode  Island. 

Since  its  founding  one  hundred  years  ago,  the 
Rhode  Island  Hospital  through  its  trustees,  staff, 
and  skilled  paramedical  personnel  has  contributed 
greatly  to  the  health  and  welfare  of  our  citizens. 

To  keep  pace  with  contemporary  needs  and  the 
advancement  of  medical  science,  the  hospital  has 
adopted  a vigorous  development  plan  to  expand  its 
patient  and  clinical  facilities.  Important  medical 
contributions  continue  to  be  made  through  a well 
established  training  and  educational  program  for 
physicians  and  nurses. 

The  Rhode  Island  Hospital  has  commanded  much 
interest  from  hospital  architects,  board  members, 
administrators,  and  members  of  the  medical  staffs 
of  other  hospitals  from  this  country  and  abroad. 
For  its  outstanding  contribution  to  the  citizens  of 
the  State  of  Rhode  Island,  we  congratulate  the 
Rhode  Island  Hospital  during  its  centennial  year. 


DID  YOU  KNOW? 

• That  a survey  conducted  by  the  U.  S.  Public 
Health  Service  revealed  that  many  families  tend  to 
delay  the  proper  immunization  of  their  children 
against  polio,  whooping  cough,  tetanus,  diphtheria, 
and  smallpox. 

• That  this  delay  occurs  especially  between  the 
ages  of  one  and  five  when  children  are  most 
vulnerable. 

• That  less  than  half  the  pre-school  children  are 
protected  against  polio  and  less  than  one-third  are 
protected  adequately  against  whooping  cough, 
diphtheria,  and  tetanus. 
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REPORT  OF  THE  ACTIONS  OF  THE  HOUSE  OF  DELEGATES 
OF  THE  AMERICAN  MEDICAL  ASSOCIATION 

112th  Annual  Meeting,  Atlantic  City,  New  Jersey,  June  16-20,  1963 

Arthur  E.  Hardy,  m.d.,  Delegate,  and  Edmund  T.  Hackman,  m.d.,  Alternate  Delegate 

of  the  Rhode  Island  Medical  Society 


Certainly  one  of  the  highlights  of  the  112th 
annual  meeting  of  the  American  Medical  Asso- 
ciation from  the  point  of  view  of  New  England 
physicians  was  the  election  of  Doctor  Norman  A. 
Welch  of  Boston,  a member  of  the  House  of  Dele- 
gates since  1951,  and  Speaker  of  the  House  since 
1959,  as  President-Elect  by  acclamation.  Doctor 
Welch,  who  will  succeed  Doctor  Edward  Annis  of 
Florida  as  President  of  the  Association  in  1964,  is 
well-known  to  many  Rhode  Island  physicians. 

Major  subjects  discussed  or  acted  upon  by  the 
House  of  Delegates  in  its  three-day  session  in- 
cluded enlargement  of  the  board  of  trustees  from 
11  to  15  members,  revision  of  regulations  regard- 
ing the  officers  of  sections  and  the  scientific  pro- 
gram of  the  AMA,  intern  and  resident  salaries, 
establishment  of  a new  research  institute,  creation 
of  an  AMA  physicians’  pension  plan,  and  considera- 
tion of  the  relation  between  tobacco  and  disease. 

Interns  and  Residents 

The  House  disapproved  the  report  of  the  Council 
on  Medical  Service  and  the  Council  on  Medical 
Education  and  Hospitals  on  Compensation  of 
House  Officers.  In  so  doing,  it  adopted  the  follow- 
ing statement : 

“We  therefore  recommend  that  in  view  of  the 
overwhelming  opposition  to  the  basic  proposal  con- 
tained in  the  report  of  the  Council  on  Medical 
Service  and  the  Council  on  Medical  Education  and 
Hospitals,  the  AMA  record  itself  as  opposed  to  any 
system  or  program  by  which  any  part  of  an  intern’s 
or  resident’s  salary  is  paid  out  of  fees  collected  by 
the  attending  physician  or  out  of  fees  collected 
under  any  type  of  medical-surgical  insurance 
coverage.” 

The  House,  while  declaring  that  the  joint  council 
report  “represents  a well-intentioned  effort  to  find 
a solution  to  a most  difficult,  if  not  impossible, 
problem,”  recommended  that  any  future  proposals 
on  the  compensation  of  house  officers  be  thoroughly 
studied  by  the  Law  Department  and  Judicial  Coun- 
cil before  submission  to  the  House  of  Delegates. 

In  another  action,  related  to  the  controversial 
“25%  rule,”  the  House  approved  a revision  of  the 
Essentials  of  an  Approved  Internship  which  deletes 
the  requirement  for  any  stated  proportion  of  foreign 


medical  graduates  and  graduates  of  American  and 
Canadian  medical  schools  as  an  essential  feature  of 
any  internship  program. 

New  Research  Institute 

In  acting  upon  two  reports  from  the  AMA  Edu- 
cation and  Research  Foundation,  the  House 
approved  the  Foundation’s  announcement  that  it 
will  establish  and  operate  a new  Institute  for  Bio- 
medical Research. 

The  Institute  will  concern  itself  with  intensive 
and  fundamental  study  of  life  processes  particu- 
larly as  related  to  intracellular  mechanisms.  It  will 
be  composed  of  groups  of  dedicated,  imaginative 
workers  who  are  capable  of  significant  scientific 
achievements  through  the  interaction  of  their  intel- 
lects and  experiences,  with  unmatched  facilities  and 
maximum  freedom  from  external  pressures. 

The  Institute  will  be  dedicated  to  pure,  basic, 
11011-disease  oriented  research,  and  it  will  not  render 
medical  service  to  patients  and  will  not  conduct  a 
graduate  training  program  leading  to  a degree.  It  is 
contemplated  that  the  first  research  group  should 
be  functioning  by  early  1965. 

Physicians’  Pension  Plan 

The  House  approved  establishment  of  an  AMA 
physicians'  pension  plan  under  the  provisions  of  the 
Self-Employed  Individuals’  Retirement  Act  of 
1962,  and  noted  that  the  Board  of  Trustees  will 
make  every  effort  to  begin  operation  of  the  plan 
before  the  end  of  1963  so  that  physicians  will  be 
able  to  participate  this  year. 

The  plan  will  be  open  to  all  AMA  members  and 
their  employees  who  can  qualify  under  the  Act, 
Public  Law  87-792  (Keogh  Law). 

The  law  allows  a self-employed  individual  to  set 
aside  up  to  $2,500  or  10%  of  his  annual  income, 
whichever  is  less,  in  a retirement  fund,  with  the 
first  $1,250  being  deductible.  The  individual  must 
provide  proportionate  benefits  for  any  employee 
who  works  for  him  more  than  20  hours  a week  and 
more  than  five  months  each  year. 

Tobacco  and  Disease 

The  House  agreed  with  a Board  of  Trustees 
report  which  concluded  that  the  AMA  should  defer 
any  definitive  statement  regarding  the  relationship 
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We  like  visitors.  We  like  to  show 
them  our  modern  equipment  and 
latest  research  facilities,  our  exact- 
ing manufacturing  techniques  and 
unexcelled  quality  standards.  Up  to 
a point,  that  is.  A white  line  pro- 
vides the  barrier  that  discourages 


further  exploration.  It  means  look 
but  don’t  cross.  It  is  a safeguard 
against  inadvertent  mishandling  or 
misplacing  of  products  — another 
precaution  in  an  endless  list  of  rules 
contributing  immeasurably  to 
the  quality  of  the  finished  product. 
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of  tobacco  and  disease.  The  report  pointed  out  that 
the  AMA  is  continuing  its  study  of  this  important 
subject  and  is  merely  deferring  any  public  pro- 
nouncement pending  the  availability  of  more  infor- 
mation, including  whatever  may  come  from  the 
study  of  a committee  appointed  by  the  United 
States  Public  Health  Service. 

In  taking  this  action,  the  House  declared  that 
extensive  research  is  still  necessary  for  the  com- 
plete answers  on  the  cause  and  effect  of  many 
toxins,  including  tobacco.  However,  the  House 
said  that  the  AMA  “has  a duty  to  point  out  the 
effects  on  the  young  of  the  use  of  toxic  materials, 
including  tobacco,  and  these  facts  should  be  dis- 
seminated, particularly  in  our  schools.” 

Board  of  Trustees 

The  House  adopted  amendments  to  the  Consti- 
tution and  Bylaws  designed  to  implement  the  rec- 
ommendations presented  in  June,  1962,  by  the  Ad 
Hoc  Committee  on  the  Board  of  Trustees.  The 
changes  will  increase  the  size  of  the  Board  from 
1 1 members  to  1 5 members,  by  adding  three  elected 
trustees  and  including  the  immediate  past  president 
for  a one-year  term.  The  amendments  also  set  the 
term  of  office  for  elected  Board  members  at  three 
years  and  limit  the  number  of  terms  to  three,  for  a 
maximum  total  of  nine  years  service.  In  approving 
the  amendments,  the  House  expressed  the  opinion 
that  enlargement  of  the  Board  of  Trustees  “would 
improve  communications  between  the  Board  and 
the  Association”  and  that  the  proposed  changes 
“would  be  consistent  with  the  increase  in  member- 
ship of  the  Association  and  with  the  increase  of  the 
size  of  the  House  of  Delegates.” 

AMA  Sections  and  Scientific  Program 

In  considering  the  report  of  the  Ad  Hoc  Com- 
mittee to  study  the  Board  of  Trustees  Report  on  the 
Sections  and  Scientific  Program  of  the  AMA,  origi- 
nally presented  at  the  1962  Clinical  Meeting  in 
Los  Angeles,  the  House  disagreed  with  some  rec- 
ommendations in  both  of  those  reports. 

Major  change  was  the  House  decision  that  all 
section  officers  — chairman,  vice  chairman,  dele- 
gate, alternate  delegate,  secretary,  assistant  sec- 
retary and  representative  to  the  scientific  exhibits — 
should  be  elected  by  members  of  the  section  and 
that  no  officers  be  appointed  by  the  AMA  Board  of 
Trustees. 

In  another  change,  relating  to  nominations  for 
specialty  boards,  the  House  approved  the  following 
recommendation : “The  Committee  of  the  Council 
on  Scientific  Assembly  of  the  appropriate  section 
shall  nominate  the  AMA  representatives  to  serve 
on  the  medical  specialty  certifying  board.  These 
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nominations  shall  be  submitted  to  the  Board  of 
Trustees.” 

In  connection  with  section  registration,  the 
House  decided  that  “a  member  of  a section  who 
desires  to  change  his  registration  from  one  section 
to  another  because  of  a change  in  his  specialty,  shall 
be  required  to  inform  AMA  Headquarters  by  writ- 
ten notice  of  this  intention  at  least  sixty  days  in 
advance  of  the  Annual  Meeting.” 

The  House  agreed  with  the  Ad  Hoc  Committee’s 
recommendation  that  the  Section  on  Gastroenterol- 
ogy and  Proctology  be  renamed  the  “Section  on 
Gastroenterology”  and  that  a separate  “Section  on 
Proctology”  be  established. 

The  House  also  commended  the  Board  of  Trus- 
tees for  its  recommendation  that  a national  forum 
be  sponsored  by  the  AMA  in  which  representatives 
of  national  medical  specialty  societies  and  the  Acad- 
emy of  General  Practice  will  participate.  The  Board 
of  Trustees  was  directed  to  implement  this  sugges- 
tion as  early  as  possible. 

Election  of  Officers 

In  addition  to  Doctor  Welch,  the  new  president- 
elect, the  following  officers  were  named  at  the  clos- 
ing session  on  Thursday : 

Doctor  D.  F.  Ward  of  Dubuque,  Iowa,  vice  presi- 
dent; Doctor  Milford  O.  Rouse  of  Dallas,  Texas, 
speaker  of  the  House,  and  Doctor  Walter  C.  Borne- 
meier  of  Chicago,  vice  speaker. 

Doctor  Percy  Hopkins  of  Chicago  and  Doctor 
Raymond  M.  McKeown  of  Coos  Bay,  Oregon, 
were  re-elected  to  the  Board  of  Trustees  for  three- 
year  terms.  Doctor  Robert  C.  Long  of  Louisville. 
Kentucky,  was  named  to  fill  the  one  year  remaining 
in  the  term  of  Doctor  Hugh  H.  Hussey,  who  re- 
signed to  become  director  of  the  AMA  Division  of 
Scientific  Activities. 

Elected  to  the  three  new  posts  on  the  Board, 
created  by  the  House  action  on  Wednesday,  were 
Doctor  Dwight  Wilbur  of  San  Francisco,  three 
years ; Doctor  Lester  Bibler  of  Indianapolis,  two 
years,  and  Doctor  L.  O.  Simenstad  of  Osceola, 
Wisconsin,  two  years. 

Nominated  and  elected  to  the  Judicial  Council 
was  Doctor  Walter  Judd  of  Minneapolis,  physician, 
former  member  of  Congress  and  1961  winner  of  the 
AMA  Distinguished  Service  Award. 

Miscellaneous  Actions 

In  considering  a wide  variety  of  resolutions  and 
reports,  the  House  also  : 

Disapproved  a Judicial  Council  opinion  on  the 
dispensing  of  glasses  by  ophthalmologists  and  re- 
affirmed the  Council’s  interpretation  of  Section  7 
of  the  Principles  of  Medical  Ethics,  as  reported  in 
the  November  15,  1958,  issue  of  the  Journal  of  the 
American  Medical  Association. 

Approved  a Judicial  Council  opinion  on  physician 

concluded  on  page  392 
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51  Million  Drink  Fluoridated  Water 

A U.  S.  Public  Health  Service  report  showed  that 
over  51  million  Americans  were  drinking  fluori- 
dated water  as  of  December  31,  1962.  Communities 
with  controlled  fluoridation  at  that  date  numbered 
2,317  with  a population  of  nearly  44  million.  More 
than  4,000  communities  had  natural  or  controlled 
fluoridation. 

Contraindications  and  Side  Effects  of 
Certain  Ophthalmic  Preparations 
Recent  information  gathered  by  the  medical  staff 
of  the  Food  and  Drug  Administration  with  the 
assistance  of  a number  of  outside  medical  experts 
shows  a need  to  warn  physicians  of  certain  contra- 
indications to  and  side  effects  in  the  Ophthalmic 
use  of  Topical  Corticosteroid  Preparations, 
including  their  Combinations  with  Antimicro- 
bial drugs. 

1.  The  following  are  the  (>  contraindications” : 

a.  acute  herpes  simplex,  vaccinia,  varicella,  and 
most  other  viral  diseases  of  the  cornea  and 
conjunctiva ; 

b.  tuberculosis  of  the  eye  ; 

c.  fungal  diseases  of  the  eye  ; 

d.  acute  purulent  untreated  infections  of  the  eye, 
which,  like  other  diseases  caused  by  micro- 
organisms, may  be  masked  or  enhanced  by 
the  presence  of  the  steroid.  Purulent  conjunc- 
tivitis and  purulent  blepharitis  are  not  indica- 
tions, but  contraindications  for  topical  steroid 
or  steroid-antibiotic  combinations.  If  conj  unc- 
tivitis  and  blepharitis  are  listed  as  indications, 
they  should  be  qualified  as  non-purulent,  not 
purulent. 

2.  The  following  are  two  important  “ side  effects” : 

a.  extended  use  of  topical  steroid  therapy  may 
cause  increased  intraocular  pressure  in  cer- 
tain individuals.  It  is  advisable  that  intra- 
ocular pressure  be  checked  frequently  ; 

b.  in  those  diseases  causing  thinning  of  the 
cornea,  perforation  has  been  known  to  occur 


with  the  use  of  topical  steroids. 

All  manufacturers  of  Topical  Corticosteroid 
Preparations  and  Steroid  Antimicrobial 
Combinations  intended  for  Ophthalmic  use 
have  been  requested  to  revise  the  labeling  and 
advertising  of  these  preparations  to  include  warn- 
ings concerning  the  above  contraindications  and 
side  effects. 

(From  a Memorandum  issued  by  Ralph  G.  Smith,  M.D., 
Acting  Director,  Bureau  of  Medicine,  Department  of 
Health,  Education  and  Welfare) 

Health  Benefits  Paid  by  Many  Sources 

Health  insurance  benefit  payments  for  1962  are 
estimated  at  $7.1  billion,  but  the  total  amount  of 
money  the  public  received  through  the  insurance 
process  to  defray  the  cost  of  ill  health  was  much 
greater,  the  Health  Insurance  Institute  said. 

In  any  year,  liability  insurance,  workmen’s  com- 
pensation and  life  insurance  supplement  health 
insurance  payments  to  a considerable  degree  in 
assisting  the  public  to  get  through  periods  of  finan- 
cial trouble  brought  on  by  illness  or  accident. 

Using  1961  as  an  example,  the  Institute  said  in 
that  year  health  insurance  benefits  were  $6.4  billion. 
However,  other  insurances  paid  out  at  least  $1.6 
billion  to  help  pay  health  bills  and  replace  income 
lost  through  disability,  so  that  total  health  benefits 
paid  by  insurance  in  1961  were  no  less  than  $8 
billion,  rather  than  $6.4  billion. 

Liability  insurance  policies  in  1961  accounted  for 
an  estimated  $140  million  in  medical  and  hospital- 
ization benefits,  paid  out  under  the  medical  terms 
of  automobile  insurance  policies  covering  passenger 
vehicles,  said  the  Institute. 

Compensation  Benefits 

Workmen’s  compensation,  which  provides  pay- 
ments for  medical  bills  resulting  from  injuries  on 
the  job  or  job-connected  illnesses,  paid  out  $460 
million  in  medical  benefits  in  1961.  Compensation 
also  gave  disabled  workers  $902  million  to  replace 
income  lost  through  sickness  or  accident. 

The  Institute  said  that  the  amount  of  money 
which  life  insurance  provides  for  the  payment  of 
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medical  bills  is  difficult  to  measure.  However,  it  is 
estimated  that  86  per  cent  of  American  families 
had  some  kind  of  life  insurance  at  the  end  of  1961, 
averaging  $14,000  worth  of  coverage,  and  this 
insurance  may  go  toward  paying  the  expenses  of 
last  illnesses. 

Additionally,  disability  provisions  in  life  policies 
in  1961  provided  $133  million  in  benefits,  with  83 
per  cent  going  for  disability  payments  and  the 
remainder  representing  waiver  of  premiums. 

The  reserves  of  life  insurance  policies,  which  at 
the  end  of  1961  were  $74  billion,  provide  another 
financial  bulwark,  said  the  Institute.  The  bulk 
of  these  funds,  payable  to  policyholders  as  the 
surrender  or  loan  value  of  their  contracts,  can  be 
considered  assets  available  in  times  of  financial 
emergency  including  emergencies  caused  by  heavy 
medical  expenses. 

17 ,003  New  Medical  Licensees  in  1962 

A total  of  17,003  licenses  to  practice  medicine  and 
surgery  were  issued  in  1962,  the  American  Medical 
Association  reported  recently. 

The  number  of  candidates  who  were  examined 
and  received  their  first  license  to  practice  medicine 
and  surgery  during  1962  was  8,005.  Since  there 
are  about  3,500  physician  deaths  reported  annually, 
there  was  a net  increase  of  approximately  4,500  in 
the  physician  population  last  year. 

The  medical  licensure  statistics,  compiled  by  the 
AMA  Council  on  Medical  Education  and  Hospi- 
tals, were  published  in  the  current  (June  8)  AMA 
Journal. 

Of  the  17,003  licenses,  7,514  were  granted  after 
written  examination  and  9,489  by  reciprocity  and 
endorsement  or  the  certificate  of  the  National 
Board  of  Medical  Examiners.  Licenses  issued  in 
1961  totaled  17,163  and  in  1960,  16,102. 

The  greatest  number  issued  by  any  state  in  1962 
was  2,349  by  California.  New  York  licensed  1,731, 
while  more  than  500  each  were  registered  in  Illinois, 
Missouri,  New  Jersey,  Ohio,  Pennsylvania,  Texas 
and  Virginia. 

The  greatest  number  of  additions  to  the  medical 
profession  were  in  the  Middle  Atlantic  States  with 
1,720,  the  East  North  Central  States  with  1,356, 
and  the  South  Atlantic  States  with  1,232. 

The  8,005  first  licenses  issued  in  1962  compares 
with  8,023  in  1961  and  8,030  in  1960. 

The  number  of  graduates  of  foreign  medical 
schools  examined  for  medical  licensure  in  the 
LTnited  States  in  1962  totaled  2,960,  compared  with 
2,683  in  1961.  In  1962,  980  failed  the  test  compared 
with  793  in  1961. 

New  Accreditation  Council  on  Nursing  Homes 

A National  Council  for  the  Accreditation  of 
Nursing  Homes,  jointly  sponsored  by  the  American 
Medical  Association  and  the  American  Nursing 

continued  on  next  page 
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Home  Association,  has  been  organized  to  carry  out 
a nationwide  program  to  promote  high  standards 
among  nursing  homes. 

Organization  of  the  new  council,  including  the 
appointment  of  a nine-member  Board  of  Directors, 
was  completed  at  a meeting  of  representatives  of  the 
AM  A and  the  ANHA  in  Chicago  in  June. 

The  Board  of  Directors  is  composed  of  five  physi- 
cians and  four  owners  and  operators  of  nursing 
homes. 

The  number  of  skilled  nursing  homes  increased 
from  7,000  in  1954  to  9,700  in  1961,  with  a total  bed 
capacity  increase  from  180,000  to  338,700. 

College  of  Physicians  and  Surgeons 

Receives  $ 250,000  Grant 

Columbia  University’s  College  of  Physicians  and 
Surgeons  has  been  designated  one  of  twenty-three 
American  private  medical  schools  to  share  a grant 
of  $5,750,000  from  the  Richard  King  Mellon  Chari- 
table Trusts  to  augment  teachers’  salaries.  Columbia 
will  receive  $250,000. 

Post-Doctoral  Fellowships  in  Allergy 

The  Allergy  Foundation  of  America  announces 
the  availability  of  four  post-doctoral  fellowships  in 
research  and  clinical  allergy. 

These  fellowships,  which  are  for  two  years,  were 
established  to  prepare  a group  of  promising  young 
physicians  for  research,  hospital  and  university 
careers  in  allergy. 

Recipients  will  receive  intensive  and  highly  spe- 
cialized advanced  training  in  research  and  clinical 
allergy,  thus  equipping  them  to  become  leaders  in 
this  rapidly  expanding  field. 

Candidates  must  be  graduates  of  approved  medi- 
cal schools  and  must  have  completed  at  least  two 
years  of  hospital  internship  training.  They  are 
expected  to  divide  their  time  between  research 
work  and  clinical  training  in  allergy  as  arranged 
with  the  preceptor. 

Requests  for  applications  should  be  sent  directly 
to  the  Secretary  of  the  Scientific  and  Educational 
Council,  Allergy  Foundation  of  America,  801  Sec- 
ond Avenue,  New  York  17,  N.  Y. 

Medicine  as  a Career  ? 

A recently  completed  depth  survey  of  high  school, 
pre-med  and  medical  students,  drop-outs,  and  in- 
terns and  residents,  indicates  that  the  junior  and 
senior  years  in  high  school  are  the  critical  times  in 
career  choice. 

The  survey,  conducted  by  the  Student  American 
Medical  Association  under  a grant  from  Merck, 
Sharp  & Dohme,  Inc.,  provides  an  interesting  pro- 
file of  the  “typical”  young  physician. 

* He  chose  medicine  as  a career  because  of  the 
humanitarian  aspects  of  the  work. 

* He  was  influenced  by  others  in  making  his 
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choice  — primarily  his  family,  with  other  phy- 
sicians, including  his  family  doctor,  a close 
second. 

* Few  people  have  counseled  him  against  a 
medical  career. 

* It’s  a 50:50  chance  he  considered  dropping 
medicine  during  pre-med  training. 

* He  believes  the  burden  for  recruiting  new 
people  to  medicine  rests  primarily  with  the 
individual  physician. 

* He  feels  that  the  major  deterrents  to  the  study 
of  medicine  are  the  time,  effort  and  amount  of 
study  necessary,  with  financial  burdens  of 
secondary  consideration. 

* He  would  encourage  others  to  choose  medicine 
as  a career,  and  would  make  the  same  choice 
again  himself. 

Global  Study  of  Overpopulation  Planned 

at  Harvard 

Plans  to  assemble  a group  of  experts,  already 
eminent  in  their  respective  fields,  to  concentrate  on 
the  global  problem  of  overpopulation  in  a new 
Center  for  Population  Studies  at  the  Harvard 
University  School  of  Public  Health,  have  been 
announced  by  Doctor  John  C.  Snyder,  Dean  of  the 
Faculty  of  Public  Health. 

The  Center  will  he  concerned  with  developing 
new  knowledge  through  research,  with  the  practical 
application  of  knowledge  among  population  groups, 
and  with  the  teaching  of  graduate  students  to  pre- 
pare them  for  careers  in  the  population  field. 

Dean  Snyder  said  that  two  considerations  had 
given  special  impetus  to  the  search  for  resources 
needed  to  develop  the  Center  for  Population  Studies 
in  Harvard : The  probable  consequences  to  society 
of  the  continued  rapid  increase  in  the  population  of 
the  world  are  such  that  institutions  concerned  with 
the  health  and  welfare  of  mankind  must  now  give 
vigorous  support  to  study  and  action  directed 
toward  the  biological  and  social  issues  involved. 
Furthermore,  the  compass  of  the  social  issues, 
although  pointing  directly  to  such  matters  as  tech- 
nics for  regulation  of  family  size  and  the  physiology 
of  human  reproduction,  does,  in  fact,  range  widely 
across  several  other  areas  of  great  concern  to  man- 
kind. These  include : 

a.  the  relations  of  family  size  to  the  immediate 
health  of  mothers  and  children  ; 

b.  the  effects  of  high  population  density  and 
poverty  on  families  and  communities ; 

c.  the  relation  of  rising  population  density  to 
agriculture  and  nutrition ; 

d.  the  economic  consequences,  especially  for  the 
newer  nations,  of  an  imbalance  between  popu- 
lation growth  and  resources ; 
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e.  the  problem  of  motivation  of  people,  and  the 
educational  process  itself ; and 

f.  the  more  subtle,  but  equally  important  prob- 
lems associated  with  changes  in  population 
quality,  for  example,  the  ethics  of  social  action 
aimed  at  changing  population  quality,  or  the 
genetic  consequences  to  mankind  arising  from 
society's  interference  with  the  traditional 
selective  processes  of  evolution. 

Heart  Association  Offers  Booklet  on 

Inborn  Heart  Defects 

The  American  Heart  Association  has  issued  a 
revised  and  expanded  edition  of  a booklet  designed 
to  aid  physicians  in  preparing  parents  of  children 
with  inborn  heart  defects  for  events  that  may  follow 
the  preliminary  diagnosis. 

The  publication,  “If  Your  Child  Has  A Congeni- 
tal Heart  Defect,”  now  describes  nine  defects  which 
are  considered  operable,  two  more  than  were  in- 
cluded when  the  first  edition  was  published  in  1960. 
The  newly  included  defects  are  transposition  of  the 
great  vessels  and  tricuspid  atresia.  Also  described 
are  : coarctation  of  the  aorta,  patent  ductus  arteri- 
osus, atrial  and  ventricular  septal  defects,  tetralogy 
of  Fallot,  aortic  and  pulmonary  valvular  stenosis. 
Diagrams  of  the  different  conditions  are  included, 
as  well  as  a diagram  of  the  normal  heart  on  which 
the  physician  may  wish  to  sketch  the  individual 
patient’s  defect.  In  addition,  the  booklet  outlines 
diagnostic,  operative  and  post-operative  procedures 
and  notes  some  of  the  community  resources  avail- 
able to  help  the  child  and  the  parents. 

Physicians  and  other  professional  workers  may 
request  copies  of  the  booklet  from  The  Rhode  Island 
Heart  Association. 

AAIA  Adopts  Universal  Emergency  Symbol 

for  Individuals 

The  nation’s  doctors,  through  the  American 
Medical  Association,  announced  in  June  a new 
universal  symbol  which  will  tell  anyone  rendering 
emergency  care  to  a person  who  is  unconscious  or 
otherwise  unable  to  communicate  that  its  wearer 
has  a special  physical  condition  requiring  special 
attention. 

The  symbol  may  be  displayed  on  a wristlet,  an 
anklet,  a medallion  around  the  neck  or  elsewhere. 
The  symbol  will  be  a sign  that  there  are  vital  medi- 
cal facts  on  a personal  health  information  card  in 
the  bearer's  purse  or  wallet  or  on  an  alerting  device. 

Doctor  Carl  Potthoff  of  Omaha,  Xeb.,  served  as 
chairman  of  the  AMA’s  Committee  on  Emergency 
Medical  Identification  during  its  two  years  of  con- 
ferences and  studies. 

The  symbol  is  a hexagon-shaped  emblem  con- 
taining a six-pointed  figure,  or  sign  of  life.  Super- 
imposed on  the  figure  is  a staff  with  a snake 
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entwined  about  it  — the  staff  of  Aesculapius,  the 
insignia  of  the  medical  profession. 

The  symbol  will  be  used  by  many  individuals. 
Diabetic  coma,  for  instance,  sometimes  makes  its 
victims  appear  intoxicated,  and  treatment  may  be 
dangerously  delayed.  The  symbol  also  could  indi- 
cate allergies  to  antibiotics,  such  as  penicillin,  and 
many  other  physical  problems. 

PHS  Establishes  General  Clinical  Research 

Center  at  Yale 

Grants  totaling  $1,280,700  for  the  establishment 
of  three  new  General  Clinical  Research  Centers 
were  announced  recently  by  Surgeon  General 
Luther  L.  Terry  of  the  Public  Health  Service.  The 
amounts  quoted  are  subject  to  staff  negotiation. 

The  awards  were  made  to  two  universities  and 
one  hospital  research  foundation  and  bring  to  67  the 
total  number  of  such  Centers  administered  through 
programs  of  the  Rational  Institutes  of  Health, 
Division  of  Research  Facilities  and  Resources. 

One  award  totaling  $366,419  goes  to  Yale  Uni- 
versity School  of  Medicine  for  a six-bed  General 
Clinical  Research  Center  for  children  in  the  Grace- 
Xew  Haven  Hospital.  Principal  Investigator  is 
Doctor  Xelson  W.  Ordway,  Professor  of  Pedi- 
atrics. An  eight-bed  adult  Clinical  Research  Center 
was  opened  there  two  years  ago  and  has  operated 
at  almost  full  capacity. 
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HYPERTENSION.  Recent  Advances.  The  Sec- 
ond Hahnemann  Symposium  on  Hypertensive 
Disease.  Edited  by  Albert  N.  Brest,  M.D.  and 
John  H.  Moyer,  M.D.  Lea  & Febiger,  Phil., 
1961.  $12.00 

This  synopsis  of  an  excellent  symposium  on 
hypertensive  disease  should  be  of  interest  to  all 
medical  practitioners  as  it  is  written  by  many  of 
the  well  known,  active  investigators  from  various 
medical  centers  in  the  U.  S.,  Canada,  England,  and 
New  Zealand.  The  text  is  of  importance  as  an  aca- 
demic presentation  of  recent  material  in  this  rapidly 
advancing  field.  Each  subject  heading  is  followed 
by  a discussion  in  which  many  related  problems  are 
explored.  For  example,  in  the  discussion  of  the 
value  of  aortography  and  radioactive  Diodrast® 
renograms,  Doctor  George  Morris  (Houston) 
mentions  that  he  is  currently  following  18  persons 
with  obvious  renovascular  lesions  who  apparently 
don’t  have  hypertension.  He  feels  that  the  lesion 
may  not  yet  be  dynamic.  Doctor  Morris  also  finds 
that,  in  general,  the  patient  with  hypertension  and 
a demonstrable  renovascular  lesion,  even  if  minor, 
should  be  explored  and  a pressure  gradient  ob- 
tained— practically  all  show  significant  gradients. 
As  contraindications  to  surgery  for  renovascular 
disease,  coronary  disease,  uncorrectable  cerebro- 
vascular disease,  and  uremia  are  given. 

For  those  interested  in  the  hazards  before,  dur- 
ing, and  after  surgery  in  patients  with  pheochromo- 
cytoma,  the  Mayo  Clinic  group  present  their  ex- 
perience in  Part  V,  Review  of  Catecholamine 
Metabolism. 

At  the  end  there  is  a timely  review  of  recent 
experience  in  many  phases  of  management  of 
hypertension  of  varying  severity,  hypertension  in 
pregnancy,  nephritis,  and  with  pheochromocytoma. 
Also  included  are  challenging  essays  on  the  ther- 
apy of  the  hypertensive  with  coronary  insufficiency, 
on  arteriosclerotic  (systolic)  hypertension,  and  on 
orthostatic  hypotension  and  “low  blood  pressure.” 
As  an  extensive  review  by  many  authors  and  a 
source  of  recent  opinion  on  the  hypertensive  state, 
it  is  recommended. 

Abraham  Saltzman,  m.d. 

SYNOPSIS  OF  ROENTGEN  SIGNS  by  Isa- 
dore  Meschan,  M.D.  With  the  Assistance  of 


R.M.F.  Farrer-Meschan,  M.D.  W.  B.  Saunders 
Co.,  Phil.,  1962.  $11.00 

Dr.  Meschans’  “Synopsis  of  Roentgen  Signs”  is 
a fine  lesson-plan  book  which  would  be  very  useful 
for  teaching  purposes.  Written  in  outline  form,  it 
condenses  information  and  has  fine  guide  lines  for 
any  instructor  of  Roentgen  Diagnosis.  It  would  be 
very  useful  in  basic  review  courses,  and  material 
could  be  added  or  subtracted  as  might  be  indicated 
for  a specific  group.  It  would  be  especially  useful 
for  instruction  to  medical  students  and  House  staff. 

The  book  starts  with  “Background  Fundamen- 
tals for  Radiographic  Technic”  and  “General  out- 
line for  Protection  against  Radiation.”  After 
several  fine  sections  on  bone  physiology  and  struc- 
ture, fractures  and  disease,  each  body  system  is 
presented  in  turn,  e.g.  skeletal  system,  chest, 
gastrointestinal,  genitourinary,  and  nervous  sys- 
tem. Some  of  these  systems  are  subdivided  into 
more  specific  sections,  e.g.  “Radiolucent  Disease  of 
Extremities”  or  “Nodular  Lesions  of  the  Lung.” 
Each  of  these  chapters  describes  anatomy,  radio- 
graphic  positioning,  and  pathology  with  its  diag- 
nostic criteria  for  diagnosis.  Within  some  sections 
there  are  descriptions  for  some  special  procedures. 
Questions  are  found  at  the  end  of  each  chapter  for 
students  to  answer. 

The  book  makes  much  of  the  fact  that  it  has  been 
able  to  concentrate  much  of  the  material  on  a single 
subject  schematically  on  one  page  — so-called 
“Midget  Outline.”  This  is  helpful,  as  a lecturer 
can  project  this  page,  magnified  on  a screen,  and 
explain  it.  Naturally,  it  cannot  be  quite  as  good  as 
collections  of  actual  radiographs,  but  could  be  quite 
useful. 

On  the  whole,  this  is  considered  a fine  outline 
book,  especially  valuable  for  teaching  purposes. 

Manuel  Horwitz,  m.d. 

THE  MANAGEMENT  OF  THE  ANXIOUS 

PATIENT  by  Ainslie  Meares,  M.D.  W.  B. 
Saunders  Co.,  Phil.,  1963.  $9.00 

The  book  serves  the  purpose  of  reviewing  and 
increasing  our  awareness  of  the  nature  and  sources 
of  the  many  psychological  conflicts  which  produce 
anxiety  in  our  patients.  And  through  reading  the 
book,  one  will  gain  balance,  judgment,  and  effec- 
tiveness in  dealing  with  the  conflicts  of  patients  and 

continued  on  page  388 
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Help  protect  the  kidneys  and  other  threatened  organs 


When  treatment  of  hypertension  is  effective  the  danger 
of  damage  to  the  renal  system  is  reduced.1'2  “Hyperten- 
sive patients  suffer  from  vascular  deterioration  roughly 
proportional  to  the  severity  of  the  hypertension . . . Reduc- 
tion of  blood  pressure  to  normotensive  levels  reduces 
or  arrests  the  progress  of  vascular  damage  with  a re- 
sultant decrease  in  morbidity  and  mortality.”1  Because 
Rautrax-N  lowers  blood  pressure  so  effectively,  it  will 
help  provide  this  important  protection  not  only  for  the 
kidneys  but  also  for  the  heart  and  brain  of  your  hyper- 
tensive patients.  Rautrax-N  is  effective  in  mild,3  moder- 
ate,3,4 or  severe  hypertension.4,5 

Dosage:  Initially,  1 to  4 tablets  daily  preferably  at 
mealtime.  For  maintenance,  1 or  2 tablets  daily. 

Side  effects  and  precautions:  Rauwolfia  preparations 
may  cause  reversible  extrapyramidal  symptoms  and 
emotional  depression.  Caution  indicated  in  use  with 
depression,  suicidal  tendencies,  peptic  ulcer.  Minor  side 
effects:  diarrhea,  weight  gain,  nausea,  drowsiness.  Ben- 
droflumethiazide  may  cause  reversible  hyperuricemia 
and/or  gout,  unmask  latent  diabetes,  increase  glycos- 


uria in  diabetics.  Caution  indicated  in  use  for  patients 
on  digitalis,  with  severely  damaged  kidneys,  renal  in- 
sufficiency, increasing  azotemia,  cirrhosis.  Contraindi- 
cated in  complete  renal  shutdown.  Minor  side  effects: 
leg  or  abdominal  cramps,  pruritis,  paresthesias,  mild 
rashes. 


Supply:  Rautrax-N— capsule-shaped  tablets  providing 
50  mg.  Raudixin®  [Rauwolfia  serpentina  whole  root],  4 
mg.  Naturetin®  [bendroflumethiazide],  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified—  50  mg.  Rau- 
dixin [Rauwolfia  serpentina  whole  root],  2 mg.  Nature- 
tin  [bendroflumethiazide],  and  400  mg.  potassium 
chloride,  in  capsule-shaped  tablets.  For  full  information, 
see  your  Squibb  Product  Reference  or  Product  Brief. 


References:  (1)  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol. 
9:920  (June)  1962.  (2)  Brest,  A.  N.,  and  Moyer,  J.  H.:  Penn- 
sylvania M.  J.  63:545  (Apr.)  1960.  (3)  Berry,  R.  L.,  and  Bray, 
H.  P.:  J.  Am.  Geriatrics  Soc.  70:516  (June)  1962.  (4)  Hutchison, 
J.  C.:  Current  Therap.  ^ 

Res.  4:610  (Dec.)  1962.  oQUIBB 

(5)  Feldman,  L.  H.:  North  Squibb  Quality 

Carolina  M.  J.:  23: 248  —the  Priceless  Ingredient 
(June)  1962. 
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RAUTRAX-N  RAUWOLFIA  SERPENTINA  WHOLE  ROOT  (50  MG.), 
BENDROFLUMETHIAZIDE  (4  MG.)  WITH  POTASSIUM  CHLORIDE  (400  MG.),  SQUIBB 
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continued  from  page  386 

the  anxieties  which  occur  with  almost  every  disease 
— physical  and  emotional. 

I feel  that  the  author’s  chief  limitation  lies  in  his 
discussion  of  the  drug  therapies,  and  the  physio- 
logical discussions  lack  breadth  and  convincing 
authoritative  detail,  particularly  his  discussion  of 
neurophysiology.  For  example,  detail  is  lacking  in 
his  accounts  of  the  stress  reactions,  the  relation  of 
reverberating  circuits,  and  the  neurological  and 
physiological  concepts  of  homeostasis.  Also,  I 
doubt  whether  many  psychiatrists — particularly  in 
this  area — find  his  methods  of  hypnoidalization  and 
hypnosis  very  practical. 

Of  particular  interest  and  perhaps  useful  to  the 
student  and  beginner  were  his  discussions  regard- 
ing the  establishment  of  rapport,  relative  to  the 
nonverbal  communication  in  the  establishment  of 
rapport.  “Rapport,”  he  reports,  “is  an  emotional 
relationship,  and  it  is  established  by  emotional 
mechanisms.  These  emotional  mechanisms  — the 
trust,  the  feeling  that  the  doctor  understands,  the 
feeling  of  community  with  the  doctor — -cannot  be 
mediated  at  an  intellectual  level  by  logical  verbal 
communication.”  He  concludes,  “This  is  the  most 
important  part  of  the  whole  of  our  talk  with  the 
patient,  and  it  must  be  done  by  nonverbal  means 
while  we  are  carrying  on  a conversation  about  some 
other  matter.”  He  concludes  of  his  own  book  with 
the  following  two  paragraphs : 

“Does  all  this  make  sense?  Does  any  of  it  make 
sense?  Do  conflicts  become  resolved  and  reinte- 
grated in  the  mind  by  a homeostatic  mechanism 
without  any  verbal  expression  of  the  ideas  con- 
cerned ? It  certainly  happens  this  way  in  the  minor 
problems  of  everyday  living  in  our  moments  of 
quiet  and  when  we  are  rested.  If  you  doubt  that  it 
happens  in  the  more  significant  conflicts  of  nervous 
illness,  just  bring  your  patients  to  let  themselves 
go  offguard  a little ; let  them  pause  in  silence,  serene 
for  a moment ; bring  them  to  let  their  minds  tem- 
porarily regress  to  simpler  modes  of  function.  Then 
note  the  changes  in  symptoms  and  general  outlook.” 
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“Can  the  patient  gain  understanding  without  the 
process  of  insight  as  we  ordinarily  know  it.  when 
the  basic  problems  have  not  even  been  expressed 
in  words?  The  patient  does  not  tell  us.  There  are 
some  things  we  do  not  ask.  But  it  is  written  in  his 
face.  This  is  not  like  the  relief  of  a symptom ; he 
does  not  thank  us  in  words.  But  we  know ; and  he 
knows  that  we  know.  This  is  our  greatest  reward  in 
our  management  of  the  anxious  patient.” 

I would  recommend  the  book  to  the  general  prac- 
titioner and  to  the  student  of  psychology.  It  has 
some  definite  merit,  and  it  covers  the  subject  of 
anxiety  from  the  standpoint  of  the  clinician  and 
where  he  is  apt  to  meet  anxiety.  Since  anxiety  is 
hardly  a new  problem  in  medicine,  and  since  so 
much  interest  has  been  focussed  on  homeostasis 
and  stress  reactions  the  last  few  years,  the  role  of 
anxiety  as  a distinct  etiological  factor  in  disease  can 
find  more  meaning  in  this  book. 

In  addition,  since  anxiety  has  an  effect  on  the 
mind  and  body,  the  psychological  and  physiological 
aspects  of  anxiety  are  recognized.  This  has  been  so. 
particularly  over  the  past  few  decades.  Reading  the 
book  should  serve  to  make  us  more  aware  of  the 
complex  interactions  between  emotional  strain  and 
physical  and  mental  processes. 

The  fact  that  psychological  anti-anxiety  therapy 
has  been  and  still  is  available  is  worth  emphasizing, 
particularly  since  drug  anti-anxiety  therapy  has 
now  an  accepted  place  as  useful  treatment  in  many 
diseases,  psychiatric  and  physical.  The  author  uses 
drugs  in  conjunction  with  psychiatric  treatment. 

There  are  statements  made  in  the  book  to  which 
exception  may  be  taken,  but  in  general,  I feel  the 
reader  will  find  the  book  helpful.  At  least,  it  will  be 
thought  provoking  as  well  as  useful. 

Barry  B.  Mongillo,  m.d. 

PSYCHOLOGICAL  DEVELOPMENT  IN 

HEALTH  AND  DISEASE  by  George  L. 

Engel,  M.D.  W.  B.  Saunders  Co.,  Phil.,  1962. 
$7.50. 

If  you  want  an  intense,  compact,  rounded  under- 
standing of  the  current  scientific  basis  for  and  status 
of  “medical  psychiatry”  or  “psychiatric  medicine” 
(both  terms  being  redundant  misnomers),  this  is 
the  book  for  you.  “The  book  represents  a synthesis 
of  my  understanding  of  human  behavior  in  health 
and  disease  as  it  has  evolved  over  some  twenty 
years.  These  views  are  still  very  much  in  flux,  as 
any  discerning  reader  will  detect  from  the  incon- 
sistencies between  early  and  later  chapters,  even 
though  these  are  separated  by  only  eight  months 
of  writing.” 

The  first  half  of  the  book  (22  Chapters)  deals 
with  the  normal  processes  of  personality  develop- 
ment: Biology,  Homeostasis  (Physiology),  The 
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Nervous  System,  The  Stages  (chronologic  and 
psychoanalytic)  of  Personality  Development,  Nor- 
mative Development  (male  and  female)  and  The 
Family.  This  half  concludes  with  A Summary  of 
the  Psychoanalytic  Theory  of  Behavior. 

The  second  half  of  the  book  (13  Chapters)  covers 
the  Unified  Concept  of  Health  and  Disease.  Chap- 
ters deal  with  the  concept  itself,  disease  as  a natu- 
ral phenomenon,  the  role  of  the  mental  apparatus 
and  central  nervous  system,  psychologic  response 
to  stress  (environmental  and  psychologic),  and 
psychiatric  disease  (predisposition  and  pathog- 
enesis, phenomenology,  factors  underlying  syn- 
drome formation,  nosologic  categories  and  somatic 
consequences  of  stress,  compensated  and  decom- 
pensated). The  book  ends  with  a short  chapter  on 
the  Future  of  Medicine. 

In  the  unified  concept  of  health  and  disease  there 
is  illustrated  the  simultaneity  of  a variety  of  activi- 
ties and  processes  in  and  about  a person,  none  of 
which  as  a single  phenomenon  causes  any  evidence 
of  disease  but  which  occurring  together  increase  the 
possibility  of  an  imbalance  called  “disease.”  For 
example,  “clinical  study  demonstrates  both  oral 
conflicts  and  gastric  hypersecretion  (pepsinogen  ) 
to  be  important  if  not  necessary  components  for  the 
development  of  peptic  ulcer.  Thus,  not  only  does 
the  original  somatic  factor  influence  psychologic 
development”  (gastric  hypersecretion  goes  along 
with  hunger  and  increased  oral-demandingness) 
“but  also  this  psychological  development  may  define 
the  life  circumstances  which  may  prove  stressful.” 
Exposure  to  a mother  unable  physically  (e.g.,  work- 
ing or  worn  out)  or  emotionally  (e.g.,  depressed) 
to  meet  the  demandingness  “may  eventuate  in  acti- 
vation of  peptic  ulcer.  Under  favorable  life  circum- 
stances” (started  by  a better  functioning  and  better 
equipped  mother)  “the  person  with  high  pepsi- 
nogen may  never  be  exposed  to  the  particular  con- 
ditions conducive  to  ulcer  formation”  or  be  better 
buffered  than  another  such  person  “whereas  under 
less  favorable  conditions  of  development  or  life,  he 
may  prove  highly  vulnerable.  Thus,  high  pepsinogen 
defines  the  potentiality  for  an  organic  vulnerability 
(peptic  ulcer),  but  factors  in  the  course  of  develop- 
ment and  in  the  current  psychological  and  social 
setting  will  determine  how  this  organic  factor  will 
influence  psychological  development  as  well  as 
define  the  nature  of  circumstances  that  might  prove 
stressful.  . . . The  discovery  of  such  biologic  indi- 
cators as  plasma  pepsinogen  in  other  disease  states 
may  make  it  possible  to  identify  the  disease-vul- 
nerable population  before  certain  disorders  become 
manifest  and  thereby  to  define  more  precisely  the 
necessary  and  sufficient  conditions  for  the  active 
disease  process.” 

This  is  not  a book  to  be  scanned  and  grasped. 
Some  parts,  such  as  Chapter  XXII,  The  Psycho- 
analytic Theory  of  Behavior : A Summary,  require 
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rumination  and  re-reading  as  well  as  referral  to 
other  sources  if  not  actual  therapeutic  experience 
in  order  to  be  made  comprehensible  and  to  be 
assimilated. 

In  general,  each  sentence  seems  to  have  been 
worked  on  to  be  in  itself  complete.  And  it  is  diffi- 
cult to  abstract  a paragraph  because  each  has 
already  been  trimmed  to  produce  the  most  com- 
plete meaning  with  the  fewest  words  and  least 
ambivalence.  An  example  of  Engel’s  style  and  his 
handling  of  material  (and  in  an  important  area) 
is  illustrated  by  the  introduction  to  Chapter  XXXI, 
Psychiatric  Disease:  IV  Nosological  Categories: 
“In  the  last  chapter  we  indicated  some  of  the  unify- 
ing influences  in  syndrome  formation.  We  shall 
now  consider  some  of  the  syndromes  and  the  vari- 
ous ways  in  which  they  may  be  categorized.  It  will 
be  noted  that  these  categories  are  not  necessarily 
mutually  exclusive,  some  representing  different 
ways  of  grouping  the  same  clinical  phenomena. 
Further,  more  than  one  category  of  disturbance 
may  be  observed  in  the  same  patient  at  the  same 
time  or  different  times.  This  is  to  be  expected  since 
the  categories  constitute  convenient  ways  of  desig- 
nating complex  patterns  of  psychological  and  be- 
havioral responses  to  stress  rather  than  independ- 
ent entities,  a point  which  deserves  repeated 
emphasis. 

“These  various  categories  will  be  delineated  in 
phenomenological  and  in  genetic-dynamic  terms.  It 
should  be  pointed  out  that  the  latter  method  con- 
stitutes a formulation  in  terms  of  a particular 
theory  of  personality  (psychoanalytic  theory),  and 
within  this  framework  provides  an  explanation  of 
the  disorders.  It  does  not  represent  a complete  etio- 
logical statement,  the  latter  not  being  possible  since 
our  knowledge  of  etiological  determinants  remains 
fragmentary.  Nonetheless,  such  formulations,  in- 
complete as  they  may  be,  have  considerable  heuristic 
value  and  provide  one  basis  for  the  differentiation 
among  the  various  patterns  of  illness.” 

If  the  language  is  a bit  flowery  or  polysyllabic  and 

continued,  on  next  page 
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the  manner  of  expression  somewhat  pedantic  and 
erudite,  this  may  be  because  the  book  “evolved  out 
of  more  than  fifteen  years  of  teaching  psychological 
concepts  to  medical  students  and  house  officers  at 
the  University  of  Rochester.”  (Dr.  Engels,  about 
two  years  ago,  gave  a lecture  at  the  Miriam  Hos- 
pital with  cinematic  illustrations  on  Grief  Reac- 
tions, Separation  and  Depression  in  young  chil- 
dren.) The  foregoing  quote  is  from  the  beginning 
of  one  of  the  best  and  most  novel  sections  in  this 
excellent  book,  the  Introduction,  labelled  On  the 
Use  of  This  Book.  I recommend  it  to  anyone  who 
teaches  anyone. 

Though  Dr.  Engel  does  not  acknowledge  it,  the 
book  reeks  of  the  spirit  of  Adolph  Meyer  and  his 
psychobiologic  approach  to  the  human  being. 
Meyer’s  concept  of  synthesis  and  integration  appar- 
ently could  infect  his  pupils  without  their  being 
aware  of  it.  “I  have  used  or  derived  such  theoretical 
formulations  as  I have  found  the  most  useful  to 
explain  the  behavior  under  consideration.  But  the 
most  useful  is  not  necessarily  entirely  satisfactory 
or  even  correct.  All  I can  say  is  that  at  the  moment 
and  with  the  information  available  to  me,  ‘This  is 
what  makes  the  most  sense.’  ” 

The  pattern  I see  evolving  in  the  book  is  one 
which,  obeying  or  projecting  the  dynamics  of  the 
Theory  of  Evolution  (Darwin)  and  the  Theory  of 
Recapitulation  (von  Baer)  uses  the  Meyerian  con- 
cept of  integration  to  trace  the  gradients  of  life  and 
living  (their  origin,  flow,  interrelationships  and 
simultaneity  from  simplest  levels — Paul  Weiss  in 
Allen’s  Molecular  Control  of  Cellular  Activity — to 
highest  symbolic  levels,  incorporating  general  med- 
ical knowledge,  Meyer’s  objective  psychiatry  and 
Freud's  subjective  psychiatry.  This  is  also  the 
measure  and  integration  of  the  author  as  a physi- 
cian, clinician,  medical  scientist,  psychiatrist,  psy- 
choanalyst and  teacher.  “This  work  is  concerned 
primarily  with  the  phenomena  of  growth,  develop- 
ment and  adaptation,  with  how  man  as  a biological 
and  social  organism  develops  and  adjusts  in  a phys- 
ical and  social  environment.”  This  is  made  most 
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concrete  in  “Tuberculosis  as  an  Example”  (Chap- 
ter XXIII,  pg.  244).  Despite  Engel’s  intensive 
psychiatric  training  and  practice,  he  claims  to  main- 
tain the  traditional  focus  of  a medical  physician. 
The  individual  reader  will  have  to  decide  for  himself 
whether  this  is  true.  I do.  However,  being  a psy- 
chiatrist, I may  be  biased.  Engel  does  illustrate  the 
relationship  of  psychiatry  to  medicine  rather  than 
put  the  medical  into  psychiatry. 

Each  chapter  ends  with  a reference  list.  The  book 
ends  with  author  and  subject  indices. 

I recommend  this  book  to  all  who  are  interested 
professionally  in  persons  who  are  sick,  who  might 
become  sick  or  might  get  sicker  than  they  are. 

P.  S.  At  least  read  the  section  on  “The  Use  of 
This  Book.” 

Joseph  M.  Zucker,  m.d. 

ELECTROCARDIOGRAPHY.  Fundamentals 

and  Clinical  Application.  By  Louis  Wolff,  M.D. 

W.  B.  Saunders  Company,  Phil.,  1962.  $8.50. 

Dr.  Wolff’s  third  edition  of  Electrocardiography 
covers  the  subject  fairly  completely.  It  is  difficult  to 
read,  and  some  background  in  Electrocardiography 
would  be  helpful  before  attempting  to  study  this 
book.  Therefore,  one  would  not  recommend  it  for 
the  beginning  student  with  the  exception  of  the 
sections  where  the  author  explains  the  various  pat- 
terns of  the  normal  electrocardiogram,  myocardial 
infarction,  and  left  and  right  ventricular  hyper- 
trophy. These  subjects  are  explained  and  illus- 
trated, using  the  vectorcardiographic  approach 
which  contributed  to  an  easier  understanding  of 
the  sections. 

The  sections  on  basic  principles  was  tedious  but 
complete,  and  the  chapter  on  the  Wolff- Parkinson- 
White  Syndrome  was  well  done.  The  Author  has 
enlarged  the  section  on  arrhythmias  and  has  taken 
these  up  in  greater  detail  than  in  the  previous 
edition. 

In  summary,  the  book  is  somewhat  difficult  to 
read,  illustrates  the  place  of  vectorcardiography  in 
teaching  electrocardiography,  and  is  a useful  book 
for  reference  purposes. 

Donald  P.  Fitzpatrick,  m.d. 

SYNOPSIS  OF  PEDIATRICS  by  James  G. 

Hughes,  M.D.  With  the  Collaboration  of  Twenty 

Faculty  Members  of  the  University  of  Tennessee 

College  of  Medicine.  The  C.  V.  Mosby  Co.,  St.  L., 
1963.  $9.85. 

Synopsis  of  Pediatrics  is  a delightful  combination 
of  Mitchell-Nelson  and  the  Merck  Manual,  incor- 
porating the  best  features  of  each.  If,  as  the  author 
himself  points  out,  the  aim  of  medical  writing  is  a 
blend  of  brevity  and  clarity,  then  this  book  is  an 
admirable  success. 


continued  on  page  392 


july,  1963 


391 


STARTING  TOMORROW  MORNING 


o 

XL 

C/0 

~ 

& 


this  capsule  can  help 


one  of  your  overweight  patients  do  without  her  favorite  (fattening) 
foods  at  meals— and  during  all  the  hours  in  between. 


Dexamyl®  Spansule® 

Trademark  brand  of  sustained  release  capsules 

Each  No.  2 capsule  contains  15  mg.  of  Dexedrine®  (brand  of  dextro  amphetamine  sulfate)  and  1)2  gr.  of  amo- 
barbital,  derivative  of  barbituric  acid  [Warning,  may  be  habit  forming].  Each  No.  1 capsule  contains  10  mg.  of 
Dexedrine  (brand  of  dextro  amphetamine  sulfate)  and  1 gr.  of  amobarbital  [Warning,  may  be  habit  forming]. 


The  active  ingredients  of  the  'Spansule'  capsule  are  so 
prepared  that  a therapeutic  dose  is  released  promptly 
and  the  remaining  medication,  released  gradually  and 
without  interruption,  sustains  the  effect  for  10  to  12 
hours. 

INDICATIONS:  (1)  For  control  of  appetite  in  over- 
weight; (2)  for  mood  elevation  in  depressive  states. 

USUAL  DOSAGE:  One  'Dexamyl'  Spansule  capsule 
taken  in  the  morning. 

SIDE  EFFECTS:  Insomnia,  excitability  and  increased 


motor  activity  are  infrequent  and  ordinarily  mild. 
CAUTIONS:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetics  or  barbiturates  and  in  coro- 
nary or  cardiovascular  disease  or  severe  hypertension. 
Excessive  use  of  the  amphetamines  by  unstable  indi- 
viduals may  result  in  a psychological  dependence;  in 
these  rare  instances  withdrawal  of  medication  is  recom- 
mended. It  is  generally  recognized  that  in  pregnant 
patients  all  medications  should  be  used  cautiously, 
especially  in  the  first  trimester. 

SUPPLIED:  Bottles  of  50  capsules. 


Smith  Kline  & French  Laboratories 


Prescribing  information  Jan.  1963 


392 


BOOK  REVIEWS 

continued  from  page  390 

First  of  all  the  book  is  small  enough  to  carry 
about  in  a glove  compartment  or  doctor’s  bag,  and 
yet,  with  its  one  thousand  pages,  it  also  contains 
adequate  information  on  practically  all  facets  of 
Pediatrics.  Some  of  the  more  exotic  subjects  have 
admittedly  and  justifiably  been  omitted. 

There  is  an  introduction  covering  the  scope  and 
philosophy  of  Pediatrics,  sections  on  growth  and 
development,  the  psychologic  aspects  of  childhood, 
nutritional  requirements,  and  immunization  proce- 
dures, as  well  as  chapters  on  the  newborn  and  all 
the  bodily  systems.  Infectious  diseases,  such  an 
important  component  of  Pediatric  practice,  are 
thoroughly  treated,  and  there  are  brief  but  very 
adequate  sections  on  Pediatric  Orthopedics,  Oph- 
thalmology, and  General  Surgery.  There  are  very 
complete  tables  of  drug  dosages,  blood  values,  and 
fluid  requirements  and  therapy. 

Doctor  Hughes  has  also  developed  a new  system 
of  illustrations  consisting  of  organ,  arrow  and  label 
overlays  superimposed  on  the  picture  of  a child. 
These  are  quite  effective,  and  can  also  be  useful  in 
the  preparation  of  teaching  slides  and  illustrations. 

In  summary,  I believe  the  book  to  be  a very 
worthwhile  addition  to  any  Pediatric  or  General 
Practice  library,  a book  more  practical  and  every- 
day useful  than  most  of  the  weightier  texts  avail- 
able. I have,  in  fact,  bought  one  for  myself. 

Wilson  F.  Utter,  m.d. 

TREATMENT  OF  INJURIES  TO  ATH- 
LETES by  Don  H.  O’Donoghue,  M.D.  W.  B. 
Saunders  Company,  Phil.,  1962.  $18.50. 

This  book  is  truly  a masterpiece  on  the  subject 
of  athletic  injuries.  It  covers  the  subject  better  and 
in  more  detail  than  any  book  I have  previously  read 
on  the  subject.  Of  particular  interest  are  the  chap- 
ters dealing  with  “The  Prevention  of  Injuries”  and 
“Precepts  and  Examination.”  A feature  of  the  book 
is  the  author’s  review  of  the  anatomy  of  each  spe- 
cific part  prior  to  the  description  of  injuries  which 
occur  in  the  same  area. 

The  book  is  highly  recommended  to  school  phy- 
sicians and  team  physicians  of  all  grammar  and  high 
schools,  as  well  as  to  college  and  professional  team 
physicians. 

A.  A.  Savastano,  m.d. 
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AMA  HOUSE  OF  DELEGATES 

continued  from  page  380 

ownership  of  drug  stores,  drug  repackaging  houses 
and  pharmaceutical  companies. 

Approved  of  AMA  participation  in  the  recent 
formation  of  a Joint  Commission  on  Medicine  and 
Pharmacy. 

Agreed  with  the  Council  on  Legislative  Activities 
that  the  House  should  take  no  official  position  on 
the  “Liberty  Amendment”  but  should  call  it  to  the 
attention  of  individual  physician  citizens. 

Disapproved  of  federal  funds  for  staffing  new 
community  mental  health  centers. 

Took  a position  opposing  the  student  loan  provi- 
sions of  the  Health  Professions  Educational  Assist- 
ance Act  of  1963. 

LTged  all  state  and  county  medical  societies  to 
adopt  and  activate  all  phases  of  “Operation  Home- 
town.” 

Recommended  that  local  medical  societies  in  the 
vicinity  of  medical  schools  assume  the  responsibility 
of  establishing  and  maintaining  clear  lines  of  com- 
munication with  medical  students. 

Approved  the  organization  of  the  new  National 
Council  for  the  Accreditation  of  Nursing  Homes, 
jointly  sponsored  by  the  AMA  and  the  American 
Nursing  Home  Association. 

Adopted  the  recommendations  of  the  Committee 
to  Study  the  Joint  Commission  on  the  Accreditation 
of  Hospitals  and  suggested  that  the  committee’s 
report  be  distributed  to  constituent  and  component 
societies  and  hospital  chiefs  of  staff. 

Approved  an  alteration  in  the  Association  By- 
laws which  states  : “The  Council  on  Medical  Educa- 
tion and  Hospitals  shall  consist  of  10  Active  or 
Service  members  at  least  one  of  whom  shall  be  a 
private  practitioner  of  medicine  who  is  not  a faculty 
member  of  a medical  school  nor  a member  of  a staff 
of  a hospital  associated  with  a medical  school  or 
university.” 

Commended  the  American  Farm  Bureau  for  its 
vigorous  leadership  in  opposing  unwarranted  gov- 
ernment interference  and  regulation. 

Urged  the  widest  dissemination  to  AMA  mem- 
bers of  a joint  report  by  the  AMA  Council  on 
Mental  Health  and  the  National  Academy  of 
Sciences-National  Research  Council  on  The  Use  of 
Narcotic  Drugs  in  Medical  Practice  and  the  Medi- 
cal Management  of  Narcotic  Addicts. 

Recommended  that  all  AMA  members  and  affili- 
ates give  strong  support  to  the  national  tuberculin 
testing  campaign  proposed  by  the  American  School 
Health  Association. 

Directed  the  Speaker  of  the  House  to  appoint  an 
ad  hoc  committee  to  study  the  size,  make-up  and 
functions  of  the  House  of  Delegates,  its  councils, 
in  June,  1964. 


THE  AMERICAN  ASSOCIATION 
OF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 


H.  P.  HOOD  & SONS,  135  Harris  Ave.,  Providence,  DE  1-3024 

Produced  at  Hood  Certified  Farm,  Beverly,  Mass. 


394 


RHODE  ISLAND  MEDICAL  JOURNAL 


TTTTTTTTTTTT7TTTTTTTTTT T TT  TTTT'TTT TTTTTTTTTTTTTTTTTTTTTTTTTTTTTTT7TT7TTTTTT 


SCANNING  THE  MEDICAL  LITERATURE 


FOREIGN-TRAINED  PHYSICIANS  IN 
COMMUNITY  HOSPITALS.  Alex  M.  Bur- 
gess. M.  Times  90:808,  1962 

There  are  two  main  groups  of  graduates  of  for- 
eign medical  schools  who  come  to  the  United  States 
and  serve  in  internships  and  residencies  in  many 
community  hospitals.  These  are  ( 1 ) bonafide  refu- 
gees escaping  from  tyrannical  governments  (from 
Hungary,  Egypt  and  Cuba,  for  example)  and  (2) 
physicians  who  are  allowed  to  come  to  increase 
their  medical  or  surgical  competence  for  the  benefit 
of  their  countries  to  which  they  are  required  to 
return. 

Because  it  has  frequently  been  inferred  that  such 
physicians  are  well  below  their  American  counter- 
parts in  competence  an  evaluation  of  the  foreign- 
trained  members  of  the  house  staffs  of  forty-five 
community  hospitals  by  the  Directors  of  Medical 
Education  of  these  hospitals  was  carried  out. 

KEY  : A Excellent  by  any  standard. 

B Good  — the  equal  of  good  American  interns. 

C Good  — - but  not  up  to  American  standards. 

D Fair. 

E Poor. 

F Dismissed  for  cause. 

The  statistics  follow : 

Number  of  hospitals 45 

Total  bed  capacity 19,964 

Total  number  of  interns  and  residents 

(foreign-trained) 1,184 

RATINGS  BY  DIRECTORS  OF  MEDICAL 
EDUCATION : 


Rating 

Number 

% (Approx.) 

A 

136  

12 

B 

284  

23 

C 

357  

32 

D 

266  

22 

E 

113  

10 

F 

28  

2 

It  is  of  interest  that  many  of  these  physicians 
went  on  to  residency  training.  The  figures  are  as 


follows : 

General  practice  residencies 18 

Specialty  residencies,  same  hospital 129 

Specialty  residencies,  another  community  hospital 108 

Specialty  residencies,  university  hospitals 75 


One  can  conclude  from  this  study  that  many  very 
excellent  physicians  of  foreign  training  have  served 
in  community  hospitals. 


REGENERATION  OF  THE  BLADDER 
AFTER  SUBTOTAL  CYSTECTOMY  IN 
RATS.  Daniel  S.  Liang  and  Richard  J.  Goss. 
J.  Urol.,  89:427,  1963 

The  authors  used  Sprague-Dawley  rats,  in  which 
one  group  the  bladder  was  removed  to  the  ureter 
and  sacrificed  at  weekly  intervals,  and  in  the  second 
group  the  top  half  of  the  bladder  was  removed  and 
the  defect  ligated.  These  were  sacrificed  at  daily 
intervals.  Results  showed  regeneration  of  the  blad- 
der occurred  and  in  one  week  the  capacity  returned 
to  one-third  of  the  original  size.  At  two  weeks  about 
half  normal  size  and  muscle  fibers  showed  the  same 
thickness  of  the  normal  bladder.  The  bladder  shape 
was  spherical  and  the  ureters  were  pulled  up  locat- 
ing about  one-third  to  half-way  up  toward  the  dome 
of  the  regenerated  bladder.  At  eight  weeks  the 
regenerated  capacity  compares  favorably  with  the 
controlled  group. 

The  second  experiment  showed  after  48  hours 
transitional  epithelium  will  bridge  over  the  small 
defect  created  by  the  tie.  After  four  days  the  smooth 
muscle  bridged  over  the  tie  and  isolated  it  above 
the  regenerated  bladder.  Mitotic  activities  were 
seen  in  the  new  muscle  cells. 

The  authors  also  concluded  that  growth  comes 
from  the  remaining  vesical  tissue,  thus  carrying  the 
ureters  upward.  Mechanical  pressure  exerted  by 
the  vesical  sphincter  holding  back  the  inflow  of 
urine  into  the  bladder  is  a regulating  factor  in  how 
large  the  bladder  will  become.  It  also  explains  why 
the  regenerated  bladder  is  more  spherical  in  shape. 
The  bladder  has  a true  power  of  regeneration. 

FOLLOW  UP  STUDIES  OF  PATIENTS 
WITH  EMBOLIC  OCCLUSION  OF  THE 
AORTIC  BIFURCATION.  Ralph  A.  Deter- 
ling,  Jr.,  M.D.,  Lester  L.  Vargas,  M.D.  and 
Ferdinand  F.  McAllister,  M.D.  Ann.  Surg. 
155:383,  1962 

The  clinical  features  of  twenty-two  cases  of  aortic 
saddle  embolism  were  reviewed.  Although  aortic 
emboli  were  found  to  be  relatively  uncommon,  they 
represented  approximately  one-fourth  of  the  peri- 
pheral emboli  that  threatened  the  viability  of  the 
lower  extremities. 

Survival  without  treatment  was  rare  and  with 
conservative  treatment  uncommon.  Only  29  per 
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cent  of  the  patients  treated  conservatively  in  this 
series  survived,  and  these  patients  were  severely 
incapacitated  by  pain  in  the  lower  extremities.  On 
the  other  hand,  aggressive  surgical  treatment  in 
fifteen  patients  resulted  in  a survival  rate  of  66.6 
per  cent.  Although  cardiac  failure  resulting  from 
underlying  heart  disease  contributed  to  the  high 
mortality  in  both  groups  of  patients,  most  deaths 
were  caused  by  severe  complications  resulting  from 
associated  emboli  to  vital  organs. 

All  surviving  patients  were  followed  until  death, 
and  those  still  living  have  been  followed  for  five 
years  or  longer.  One  patient  included  in  this  series 
survived  for  more  than  eleven  years  following 
aortic  embolectomy  and  is  believed  to  be  the  longest 
reported  survivor. 

MALE  STERILIZATION.  Nathan  Chaset.  J. 
Urol.  87:512,  1962. 

A review  of  pros  and  cons  for  elective  steriliza- 
tion of  males.  Operation  very  much  in  the  news  in 
recent  years  and  more  and  more  married  couples 
are  requesting  this  procedure.  This  offers  a simple, 
safe  and  sure  method  of  limiting  offspring.  The 
operation  is  described  in  detail.  Adequate  post- 
operative testing  is  necessary.  Legal  aspects  are 
discussed.  Competent  legal  authority  must  be 
consulted  in  each  community.  Many  couples  have 
severe  illnesses  which  dictate  limiting  further  preg- 
nancies. When  therapeutic  indications  are  present, 
we  should  not  deny  this  medical  help  to  these 
deserving  couples. 

MASSIVE  HEMATURIA  DUE  TO 
ABNORMAL  UTEROVESICAL  VENOUS 
PLEXUS . Nathan  Chaset.  New  England  J. 
Med.  266:1052,  May  17,  1962. 

A case  of  massive  hematuria  was  seen  at  P.L.I.H. 
Gravida  6,  para  5.  Five  previous  Caesarian  sec- 
tions, all  low  transverse.  Patient  in  24th  week  of 
pregnancy.  Gross,  massive  hematuria.  Bladder 
cleared  of  clots,  and  cystoscopy  was  then  entirely 
negative.  Same  repeated  on  4 more  occasions.  At 
surgery  placenta  was  in  lower  uterine  segment  at 
anterior  wall  below  previous  scarred  area.  Enor- 
mous dilated  veins  from  anterior  wall  of  uterus  to 
adherent  posterior  wall  of  bladder.  Uterine  con- 
traction most  likely  caused  a “blowout”  in  region 
of  vesical  neck  with  large  amounts  of  blood  pushed 
into  the  bladder.  Then  contraction  ceased,  hole 
sealed  itself  off  , and  no  further  bleeding  was  present 
until  the  next  “blowout.” 

GAMMA-GLOBULIN  IN  TREATMENT  OF 
ACNE  AND  PSORIASIS.  Arthur  B.  Kern. 
Arch.  Dermat.  85  :623,  1962. 

Psoriasis  and  acne  are  two  disorders  of  the  skin 
that  are  frequently  therapeutic  problems.  Each 


year  sees  new  agents  introduced  but  most  of  these 
are  subsequently  discarded  after  additional  trial 
has  proven  their  worthlessness. 

The  value  of  gamma  globulin  in  the  treatment  of 
acne  and  of  psoriasis  has  recently  been  reported. 
To  properly  evaluate  this  medicament  a double- 
blind study  was  instituted.  A solution  of  albumin, 
the  color  of  which  approximated  that  of  the  glob- 
ulin, was  used  as  the  control.  In  each  case  2 cc.  was 
injected  at  intervals  of  2 weeks.  All  injections  were 
given  by  the  author  who  was  unaware  of  which 
patients  were  receiving  the  globulin  and  which  the 
control.  The  usual  therapeutic  measures  were  con- 
tinued along  with  the  injections. 

Twenty-four  subjects  with  moderate  to  severe 
acne  were  in  the  experimental  group  and  16  sub- 
jects with  acne  of  comparable  severity  made  up 
the  control  group.  Sixteen  psoriatics  were  in  the 
experimental  group  and  17  in  the  control  group. 

After  approximately  10  injections  for  the  acne 
group  and  6 for  the  psoriatics,  examination  dis- 
closed little  difference  between  the  experimental 
and  control  groups.  It  is  concluded  that  gamma 
globulin  is  of  no  value  in  the  management  of  acne 
and  psoriasis. 

ACUTE  OBSTRUCTION  OF  THE  COLON 
DUE  TO  CARCINOMA  IN  THE  DISTAL 

HALF.  Eske  Windsberg,  John  R.  Bernardo, 

Clarence  H.  Soderberg  and  Khalil  Shekarchi. 
J.  Internat.  Coll.  Surgeons  39:105,  1963 

A safe,  clean,  and  simple  method  for  thoroughly 
decompressing  and  preparing  the  left  half  of  the 
colon  completely  obstructed  because  of  carcinoma 
is  described.  This  permits  the  performance  of  a 
single  stage  definitive  operation  in  the  face  of  acute 
obstruction.  The  method  consists  of  interrupting 
the  bowel  below  the  level  of  the  lesion  after  initial 
needle  decompression.  The  bowel  is  then  dissected 
and  allowed  to  gravitate  over  the  side  of  the  table 
where  it  may  be  opened  outside  of  the  operative 
field.  The  proximal  segment  is  then  thoroughly 
decompressed  and  lavaged  in  preparation  for 
anastomosis. 

The  authors  emphasize  the  sound  physiologic 
preparation  of  both  the  patient  and  the  obstructed 
colon  as  a means  to  enable  primary  anastomosis 
without  increased  hazard  to  the  patient. 

A review  of  the  results  obtained  by  preliminary 
decompression  via  cecostomy  or  colostomy  is  also 
presented  and  the  high  mortality  and  morbidity 
figures  with  these  methods  suggest  that  some  other 
approach  is  warranted. 

The  authors  feel  that  their  results  with  this  new 
method,  while  based  on  only  eleven  patients,  were 
encouraging  enough  to  suggest  that  further  experi- 
ences with  the  method  would  be  valuable. 
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PITFALLS  FACING  THE  MEDICAL  WITNESS 


DO’s  and  DON’T’ s for  the  Medical  Witness  prepared  by  the 
Department  of  Legal  Medicine  of  the  American  Medical  Association 


1.  Do  take  the  role  of  the  medical  witness  seri- 
ously. The  courtroom  is  a place  in  which  prac- 
tical men  are  engaged  in  the  serious  work  of 
endeavoring  to  administer  justice.  The  role  of 
the  medical  witness  is  a key  one  in  this 
endeavor. 

2.  Don’t  agree  to  or  accept  compensation  for  your 
services  contingent  upon  the  outcome  of  liti- 
gation. This  practice  is  unethical  and  its 
disclosure  would  be  apt  to  destroy  the  value  of 
your  testimony. 

3.  Do  insist  on  preparation  for  your  testimony  in 
consultation  with  the  attorney  for  the  party 
who  called  you  as  a witness.  He  should  advise 
you  on  what  to  expect  on  cross-examination. 
You  have  a right  to  consult  with  the  party  and 
his  attorney  about  the  case,  so,  don’t  be  embar- 
rassed if  asked  about  such  consultation. 

4.  Don’t  act  as  an  advocate  or  partisan  in  the  trial 
of  the  case.  If  the  attorney  for  the  party  who 
calls  you  as  a witness  needs  the  advice  or  guid- 
ance of  a doctor  during  the  trial,  let  him  employ 
another  doctor.  Disclosure  of  partisanship  of 
a witness  strongly  tends  to  discredit  his 
testimony. 

3.  Do  be  as  thorough  as  is  reasonably  necessary 
under  the  circumstances  in  examining  a party 
in  preparation  for  trial.  Exhaustion  of  all  pos- 
sible tests  and  procedures  may  not  be  required, 
but  be  prepared  to  justify  any  omissions. 

6.  Don’t  exaggerate.  Any  attempt  to  puff  up  your 
qualifications  or  to  elaborate  the  extent  of  the 
examination  you  have  made  is  apt  to  be  ex- 
posed, to  your  embarrassment. 

7.  Do  inform  the  attorney  for  the  party  who  called 
you  as  a witness  of  all  unfavorable  information 
developed  by  your  examination  of  the  party,  as 
well  as  the  favorable  information. 

8.  Don’t  try  to  bluff.  If  you  don’t  know  the 
answer  to  a question,  don’t  guess.  If  you  guess 
wrong,  you  may  be  falling  into  a trap. 

9.  Do  be  frank  about  financial  arrangements  with 
the  party  who  called  you  as  a witness,  with 
respect  to  your  compensation  for  both  treat- 
ment given  and  services  in  connection  with  the 
litigation. 


10.  Don’t  regard  it  as  an  admission  of  ignorance  to 
indicate  that  your  opinion  is  not  absolutely  con- 
clusive or  that  you  don’t  know  the  answer  to  a 
particular  question.  Honesty  may  frequently 
require  testimony  of  this  nature. 

11.  Do  answer  all  questions  honestly  and  frankly. 
Any  display  of  embarrassment  or  reluctance  to 
answer  will  tend  to  discredit  your  testimony. 

12.  Don’t  use  technical  terminology  which  will  not 
be  understood  by  the  jury,  the  attorneys,  or  the 
judge.  If  technical  terms  are  unavoidable,  ex- 
plain them  the  best  you  can  in  the  language  of 
the  layman. 

13.  Do  be  willing  to  disagree  with  so-called  authori- 
ties if  you  are  convinced  that  they  are  wrong. 
If  you  have  sound  reasons  for  disagreement, 
the  contrary  opinion  of  authorities  will  not 
necessarily  discredit  you. 

14.  Don’t  be  smug.  A jury  is  quite  likely  to  react 
adversely  to  an  attitude  of  this  nature.  A modest 
attitude  on  the  part  of  a witness  is  apt  to  elicit 
a more  favorable  response.  Leave  it  to  the 
attorney  to  bring  out  your  special  qualifications. 

15.  Do  be  courteous  no  matter  what  the  provoca- 
tion. If  a cross-examining  attorney  is  discour- 
teous to  you,  this  is  apt  to  win  sympathy  for  you 
from  the  jury,  provided  that  you  don’t  descend 
to  the  same  level. 

16.  Don’t  lose  your  temper.  If  a cross-examining 
attorney  can  provoke  you  to  a display  of  anger 
or  sarcasm,  he  has  already  substantially  suc- 
ceeded in  discrediting  your  testimony. 

17.  Do  pause  briefly  before  answering  a question 
asked  on  cross-examination,  to  give  the  other 
attorney  an  opportunity  to  object  to  the  ques- 
tion if  he  so  desires.  Taking  a moment  for 
deliberation  before  answering  a question  does 
not  indicate  uncertainty  or  embarrassment. 

18.  Don’t  allow  yourself  to  be  forced  into  a flat 
“Yes”  or  “No”  answer  if  a qualified  answer  is 
required.  You  have  a right  to  explain  or  qualify 
your  answer  if  that  is  necessary  for  a truthful 
answer. 
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Ser-Ap-Es  can  help  prevent 
hypertensive  damage 


In  essential  hypertension,  the  kidney  frequently 
shows  cortical  atrophy  and  scarring  (A).  The 
most  common  lesion  is  intimal  thickening  and 
fibrosis  of  larger  arteries  (A)  and  hyalinization 
of  afferent  arterioles  (B). 


Ser-Ap-Es  adds  these  exclusive  benefits 
to  rauwolfia-diuretic  therapy: 

1 . a wider  range  of  antihypertensive  action1  2 

2.  increased  blood  flow  to  the  kidney3 

3.  increased  blood  flow  to  the  brain4 


More  certain  control  of  blood  pressure,  less 
likelihood  of  complications  with  Ser-Ap-Es 


Progressive  vascular  change,  with  ultimate  damage 
to  the  heart,  brain,  and  kidney  (at  left),  can  often 
be  prevented  by  effectively  treating  high  blood 
pressure.  To  do  this,  more  and  more  physicians  are 
turning  to  Ser-Ap-Es.  Hobbs,1  for  instance,  gave 
Ser-Ap-Es  to  74  hypertensive  patients  and  reduced 
diastolic  pressure  to  90  mm.  Hg  or  less  in  84 
per  cent  of  them.  He  concludes:  “...early  and  more 
general  use  of  a combination  tablet  of  this  type 
which  is  effective  at  several  grades  of  hypertension 
. . . may  well  serve  to  prevent  the  later,  more 
serious  renal,  cardiac,  and  cerebral  complications 
often  seen  in  untreated  hypertensives.’’ 
References:  1.  Hobbs,  L.  F. : Virginia  Med.  Monthly 
90:28  (Jan.)  1963.  2.  Dupler,  D.  A.,  Greenwood,  R.  J., 
and  Connell,  J.  T.:  J.A.M.A.  174:123  (Sept.  10)  1960. 
3.  Reubi,  F.  C.:  Proc.  Soc.  Exp.  Biol.  Med.  73:102 
(Jan.)  1950.  4.  Kleh,  J.,  and  Fazekas,  J.  F.:  Amer. 

J.  Med.  Sci.  227:57  (Jan.)  1954. 

Indications:  Moderate  to  severe  hypertension. 
Caution:  Give  cautiously  to  patients  with  coronary 
artery  disease,  advanced  renal  damage, 
cerebral  vascular  accidents. 

Average  dosage:  1 or  2 tablets  t.i.d. 

Side  effects  & precautionary  measures: 
SERPASIL®  (reserpine  CIBA):  Severe  mental 
depression  has  appeared  in  a small  percentage  of 
patients,  primarily  in  a dose  above  1 mg.  daily 
(higher  than  that  contained  in  maximal  daily 
dosage  of  Ser-Ap-Es).  When  the  drug  is 
discontinued,  depression  usually  disappears, 
but  hospitalization  and  shock  therapy  are 
sometimes  required.  Daily  dosage  above  0.25  mg. 
is  contraindicated  in  patients  with  a history  of 
mental  depression  or  peptic  ulcer. 

Withdraw  reserpine  2 weeks  before  surgery, 
if  possible.  For  emergency  surgical  procedures, 
give  vagal  blocking  agents  parenterally  to  prevent 
or  reverse  hypotension  and/or  bradycardia. 

Rare  reactions:  anorexia,  headache,  bizarre 
dreams,  dizziness.  Occasional  side  effects: 
lassitude,  drowsiness,  nasal  congestion,  looseness 
of  stools,  increased  frequency  of  defecation. 


APRESOLINE®  hydrochloride  (hydralazine 
hydrochloride  CIBA):  Occasional  side  effects: 
headache,  dizziness,  faintness,  palpitation, 
skin  rash,  and  drug  fever.  Rare  side  effects: 
Postural  hypotension;  circulatory  collapse; 
an  arthritis-like  syndrome  which  may  rarely,  with 
continued  administration,  lead  to  a clinical  picture 
simulating  acute  systemic  lupus  erythematosus. 
ESIDRIX®  (hydrochlorothiazide  CIBA):  Watch  for 
signs  of  fluid  or  electrolyte  imbalance.  Further 
electrolyte  depletion  may  cause  hypochloremic 
alkalosis  and  hypokalemia.  Since  the  latter  may 
precipitate  digitalis  intoxication,  watch  carefully 
patients  who  are  also  taking  digitalis  or 
its  glycosides. 

Pay  special  attention  to  electrolyte  balance  of 
patients  with  severe  renal  or  hepatic  insufficiency. 
In  patients  with  cirrhosis  and  ascites,  watch 
for  symptoms  of  impending  hepatic  coma. 
Contraindicated  in  patients  with  oliguria  and 
complete  renal  shutdown. 

Rare  reactions:  purpura  with  or  without 
thrombocytopenia,  skin  rash,  photosensitivity, 
urticaria.  Thiazides  may  decrease  glucose 
tolerance;  use  cautiously  in  diabetics. 
Hyperuricemia  may  occur  but  is  readily 
reversed  by  a uricosuric  agent. 

Occasional  side  effects:  nitrogen  retention 
(in  hypertensive  patients),  nausea,  anorexia, 
headache,  restlessness,  constipation. 

Supplied:  Tablets  (salmon  pink),  each  containing 
0.1  mg.  reserpine,  25  mg.  hydralazine 
hydrochloride,  and  15  mg.  hydrochlorothiazide. 

2/3073MK 

Ser-Ap-Es 

reserpine  0.1  mg. 
hydralazine 

hydrochloride  25  mg. 
hydrochlorothiazide  15  mg. 

CIBA  SUMMIT,  N.J. 
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THE  WASHINGTON  SCENE 

A Summary  Report  Prepared  by  the  W ashington  Office  of 
the  American  Medical  Association 


,T,fie  Department  of  Health,  Education  and 
Welfare  is  well  along  in  its  investigation  of 
krebiozen,  the  controversial  product  which  has  been 
distributed  as  an  anti-cancer  investigational  drug. 

HEW  disclosed  its  progress  in  the  investigation 
in  answering  a suit  filed  in  federal  district  court  by 
Dr.  Stevan  Durovic,  a refugee  Yugoslav  physician 
who  maintains  he  discovered  krebiozen.  The  court 
denied  Durovic’s  petition  for  a temporary  injunc- 
tion against  the  Food  and  Drug  Administration 
which  would  have  hampered  the  federal  govern- 
ment’s investigation  of  krebiozen. 

HEW  said  it  is  trying  to  answer  the  basic  ques- 
tion: Is  krebiozen  effective?  To  get  the  answer. 
HEW  said,  “it  is  necessary  to  know  precisely  what 
krebiozen  is,  how  it  is  manufactured,  and  what 
controls  are  used  to  insure  its  safety,  efficacy, 
sterility,  purity,  and  identity.  The  results  of  tests 
on  animals  and  full  details  of  the  case  histories  of 
tests  on  human  patients  must  be  known. 

“It  is  the  responsibility  of  the  manufacturer  to 
make  this  information  available  to  FDA.  The  spon- 
sors of  krebiozen  have  been  advised  repeatedly  since 
the  filing  of  their  first  new  drug  application  in  1954 
that  information  submitted  by  them  has  not  met 
the  foregoing  requirements.” 

FDA  personnel  began  the  government  investi- 
gation last  February  by  copying  508  case  history 
records  furnished  by  Durovic  and  for  each  of  which 
it  was  claimed  that  krebiozen  had  been  effective  in 
some  measure.  The  FDA  then  set  out  to  obtain  the 
full  medical  facts  and  records  about  each  case.  This 
entailed  visits  to  patients,  physicians,  hospitals,  lab- 
oratories, pathologists,  surgeons,  radiologists,  and 
anyone  else  associated  with  the  treatment  of  these 
patients. 

“About  half  of  the  508  cases  copied  by  the  Food 
and  Drug  Administration  and  NIH  officials  have 
already  been  thoroughly  investigated  by  the  FDA’s 
field  staff,”  the  HEW  said  in  a July  3 report.  FDA 
expects  to  complete  this  phase  of  the  investigation 
within  a few  weeks. 

“As  these  completed  cases  are  received  by  FDA 
in  Washington,  they  are  reviewed  by  medical  offi- 
cers of  the  Bureau  of  Medicine,  FDA,  and  a sum- 
mary made  of  each  case  together  with  the  physi- 
cians’ conclusions  as  to  whether  the  claim  of  benefit 
is  justified  by  objective  evidence.  The  review  of 


about  100  cases  by  these  physicians  has  been  com- 
pleted to  date. 

“Physicians  of  the  National  Cancer  Institute  will 
make  a second  independent  review  of  each  case, 
consulting  when  necessary  with  outside  experts  in 
the  particular  fields  of  treatment  involved  to  deter- 
mine whether  any  claim  of  benefit  is  justified. 

“These  reviews  will  be  the  basis  on  which  judg- 
ment will  be  made  by  scientists  at  the  National 
Cancer  Institute  as  to  whether  clinical  testing  by 
NCI  is  justified.” 

Durovic  filed  his  suit  for  an  injunction  after  FDA 
officials  undertook  to  acquire  information  relating 
to  the  manufacture,  packaging,  processing,  and  dis- 
tribution of  krebiozen.  In  this  inspectorial  phase  of 
the  investigation,  the  FDA  seeks  to  determine  the 
composition  of  the  product,  how  it  is  made,  the  con- 
trols exercised  in  the  manufacture  to  insure  uni- 
formity of  composition,  purity,  sterility,  potency, 
stability  and  safety,  the  labeling  employed,  the  dis- 
tribution of  the  product,  and  other  matters  bearing 
on  the  legality  of  distribution  of  the  product  under 
federal  law. 

The  developers  of  krebiozen  claim  it  is  made  from 
a yellowish-white  powder  extracted  from  the  blood 
of  a horse.  This  powder  is  dissolved  in  mineral  oil 
and  the  combination  is  put  into  a glass  ampule  which 
holds  one  cubic  centimeter. 

Some  of  the  powder  substance  was  obtained  from 
horses  killed  in  Argentina  and  some  of  it  from 
horses  at  Rockford,  111.  The  blood  of  the  horses 
killed  at  Rockford  was  used  to  prepare  two  batches 
of  the  powder  in  the  Ken-L  Ration  Division  of  the 
Quaker  Oats  Co.  in  1959  and  1960,  the  government 
brief  said.  The  division  makes  dog  food. 

“The  conditions  of  pre-treatment  inspection  of 
the  horses,  of  injecting  the  animals,  of  selection  of 
animals  for  bleeding,  of  bleeding,  and  of  handling 
the  blood  and  plasma  met  none  of  the  basic  require- 
ments of  current  good  manufacturing  practice,”  the 
brief  said. 

* * * 

The  American  Medical  Association  warned  that 
research  on  new  drugs  could  be  seriously  hampered 
by  too  exacting  regulation  and  supervision  by  the 
federal  government. 

Dr.  Hugh  H.  Hussey,  director  of  the  AMA’s 

Division  of  Scientific  Activities,  told  a Senate  Sub- 
cow tinned  on  page  404 
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(containing  pHisoHex®) 

for  potentiated 
control  of  dandruff, 
seborrhea 
"dry ’’..."oily”... 
"itching”scalp 

keeps  hair  and 
scalp  cleaner, 
freer  of  bacteria 


Now-through  a multiple  therapeutic  approach, 
new  pHisoDan  quickly  and  effectively  ends 
dandruff,  seborrheic  scaling,  excessive  oiliness, 
dryness  and  itching  of  the  scalp.  pHisoDan 
combines  the  highly  effective  antibacterial  and 
detergent  actions  of  pHisoHext  with  the 
penetrating  keratolytic  and  fungicidal  actions 
of  dermatologic  precipitated  sulfur  and 
sodium  salicylate. 

In  1062  patients  treated  by  86  dermatologists 
for  seborrhea  of  the  scalp  (both  sicca  and 
oleosa),  excellent  or  good  results  were  achieved 
in  more  than  90  per  cent  with  pHisoDan.1 

pHisoDan  cleans  hair  thoroughly,  keeps  the 
scalp  freer  of  bacteria.  pHisoDan  is  mild, 
nontoxic,  does  not  sting  or  stain  when  used 
as  directed.  pHisoDan  should  be  used  two 
or  three  times  weekly  until  scalp  improves, 
then  once  a week. 

Supplied:  43A  oz.  plastic  squeeze  bottles. 

See  Winthrop  literature  for  more  information. 

1.  Data  in  the' files  of  Research  Department, 

Sterling  Winthrop  Institute. 

Winthrop  Laboratories,  New  York  18,  N.Y. 
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In  pediatrics  ...  in  geriatrics 
. . . and  all  the  years  between  — 
Milk  — Nature’s  most  nearly 
perfect  food,  figures  promi- 
nently in  the  balanced  diet. 

For  you,  your  family  and  your 
patients,  the  A.  B.  Munroe 
Dairy  produces  the  finest  milk 
available.  Fortified  with 
Vitamin  D,  processed  in 
immaculate  surroundings, 
conforming  to  stringent  quality 
requirements,  A.  B.  Munroe 
milk  is  the  ultimate  in  purity 
and  safety. 


A.  B.  MUNROE  DAIRY,  INC. 

151  Brow  Street,  East  Providence,  Rhode  Island 
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committee  that  “medicine  and  the  pharmaceutical 
industry  have  established  an  outstanding  record, 
particularly  over  the  last  two  decades,  in  the  dis- 
covery, development  and  use  of  life-saving,  health- 
saving, and  pain  relieving  drugs.” 

“The  benefit  to  our  people  from  such  discovery 
is  so  great  in  terms  of  reduced  mortality  and  the 
increased  control  of  numerous  diseases  that  it  is 
difficult  to  speculate  what  the  state  of  our  nation’s 
health  would  be  without  them,”  he  added. 

Dr.  Hussey  said  the  AMA  was  well  aware  of  the 
responsibilities  of  private  industry  in  drug  research, 
developing  and  marketing.  But  these  activities,  par- 
ticularly research,  could  not  be  stereotyped,  he  said. 

“There  are  few  men  and  few  organizations  with 
the  talent,  experience,  resources,  knowledge  and 
courage  to  carry  out  drug  research  from  the  initial 
step  to  the  point  where  the  drug  is  available  to  save 
the  lives  and  health  of  our  citizens,”  Dr.  Hussey 
said.  “The  manner  in  which  these  men  and  organ- 
izations operate  is  highly  individualistic.  It  is,  there- 
fore, important  to  insure  protection  of  the  creativity 
of  such  persons  which  could  be  harmed  by  standard- 
ization of  their  procedure  through  unnecessary  and 
overly  burdensome  governmental  regulation  and 
supervision. 

“Thus,  in  the  best  interests  of  the  health  care  of 
the  American  people,  consideration  must  be  given 
to  the  benefits,  accomplishments  and  the  work  and 
practical  problems  of  the  drug  investigators  and 
pharmaceutical  industry,  as  well  as  to  the  responsi- 
bilities of  the  Food  and  Drug  Administration,  in 
assessing  and  solving  problems  in  this  field.  The 
AMA  does  not,  and  we  are  sure  that  no  one  in  the 
government,  in  the  pharmaceutical  industry  or  in 
the  scientific  professions  involved,  want  to  see  a 
single  individual  injured  by  an  unsafe  drug. 

“We  are  equally  sure  these  same  groups  are 
similarly  opposed  to  any  regulatory  measures  which 
would  delay  or  prevent  the  development  of  life- 
saving and  health-saving  drugs.  Thus,  in  consider- 
ing the  proposed  regulations  governing  investiga- 
tional new  drugs,  we  believe  that  there  is  only  one 
ultimate  test  to  be  applied : What  procedures  and 
what  actions  of  government,  industry  and  the  sci- 
entific professions  will  lead  to  the  quickest  discovery 
and  most  effective  utilization  of  drugs  for  the  great- 
est benefit  of  the  people  of  this  country  in  their 
constant  struggle  against  disease  and  death?” 


DURING  AUGUST  — 
MEDICAL  LIBRARY  CLOSES 
AT  1 p.m. 


call  for  analgesic-relaxant  action  ••• 


Whether  spasm  is  induced  by  pain,  or  pain 
by  spasm,  satisfactory  control  usually  requires 
analgesic  as  well  as  relaxant  action.  In  such 
cases,  Robaxisal  combats  both  pain  and  spasm. 

When  apprehension  is  a complicating  factor, 

Robaxisal-PH  is  indicated. 

Among  the  many  conditions  for  which 
Robaxisal  and  Robaxisal-PH  have  been 
found  effective  are:  strains  and  sprains,  painful 
disorders  of  the  back,  “whiplash”  injury, 
myositis,  pain  and  spasm  associated  with  arthritis, 
low  back  pain,  torticollis,  and  headache 
associated  with  muscular  tension. 

Side  effects  such  as  lightheadedness,  slight 
drowsiness,  dizziness  and  nausea  may  infrequently 
occur  but  usually  disappear  on  reduction  of 
dosage.  There  are  no  specific  contraindications 

other  than  hypersensitivity  to  any  one  ^Skeletal  muscle  spasm 

of  the  components.  *s  a tw°  headed  dragon 
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ROBAXISAL 

Each  pink-and-white  laminated  Tablet  contains: 

Robaxin  (methocarbamol,  Robins)  400  mg. 

U.S.  Pat.  No.  2770649 

Aspirin  (5  gr.)  325  mg. 


ROBAXISAL-PH 

Each  green-and- white  laminated  Tablet  contains: 

Robaxin  (methocarbamol,  Robins)  400  mg.  Hyoscyamine  sulfate  ... . 0.016  mg. 


Phenacetin  97  mg.  Phenobarbital  (l/8gr.)..  8.1  mg. 

Aspirin  81  mg.  (Warning:  May  be  habit  forming) 
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ON  THE  MEDICAL  LIBRARY  BOOKSHELVES 


The  following  titles  have  been  added  to  the  Janies 
H.  Davenport  Collection  through  purchase  and  gift: 
THE  MURDERERS.  The  Story  of  the  Narcotic 
Gangs  by  Harry  J.  Anslinger  and  Will  Oursler. 
Farrar,  Straus  & Cudahy,  N.Y.,  2nd  printing,  1962. 
PRACTITIONER  IN  PHYSICS.  A Biography 
of  Abraham  Wagner,  1717-1763,  by  Andrew  S. 
Berky.  The  Schwenkfelder  Library,  Pennsburg, 
Pa.,  1954.  Gift  of  Henry  M.  Litchman,  M.D. 
CHARLES  V.  CHAPIN  AND  THE  PUBLIC 
HEALTH  MOVEMENT  by  James  H.  Cassedy. 
Harvard  University  Press,  Cambridge,  Mass., 

1962.  Gift  of  the  Author  and  Autographed  for  the 
Library. 

PROMISES  TO  KEEP.  The  Life  of  Doctor 
Thomas  A.  Dooley  by  Agnes  W.  Dooley.  Farrar, 
Straus  & Cudahy,  N.Y.,  1962. 

THE  BIRTHDAY  KING.  A Romance  by 
Gabriel  Fielding.  William  Morrow  & Co.,  N.Y., 

1963. 

EVERY  MAN  OUR  NEIGHBOR.  A Brief 
History  of  the  Massachusetts  General  Hospital, 
1811-1961.  Little,  Brown  ■&  Co.,  Bost.,  1961. 
AMERICAN  MEDICAL  BIBLIOGRAPHY 
1639-1783  by  Francisco  Guerra.  Lathrop  C. 
Harper,  Inc.,  N.Y.,  1962. 

INSANIA  PINGENS  by  Jean  Cocteau,  Georg 
Schmidt,  Hans  Steck  and  Alfred  Bader.  Published 
by  CIBA,  Ltd.,  Basle,  Switzerland,  1961.  Gift  of 
Mr.  Morton  W . Saunders. 

OF  SHEEP  AND  MEN  by  R.  B.  Robertson. 
Alfred  A.  Knopf,  N.Y.,  1959. 

THE  DISMISSAL.  The  Last  Days  of  Ferdinand 
Sauerbruch  by  Jurgen  Thorwald.  Translated  from 
the  German  by  Richard  and  Clara  Winston.  Pan- 
theon Books,  N.Y.,  1962. 

Purchases  made  for  the  general  collection  were: 
CANCER.  Diagnosis,  Treatment,  and  Prognosis 
by  Lauren  V.  Ackerman  and  Juan  A.  del  Regato. 
Third  Edition.  The  C.  V.  Mosby  Co.,  St.  L.,  1962. 
ADVANCES  IN  INTERNAL  MEDICINE. 
Vol.  XI,  1962.  Editors : William  Dock  and  I.  Snap- 
per. Year  Book  Medical  Publishers,  Inc.,  Chic., 
1962. 

ADVANCES  IN  PEDIATRICS.  Vol.  XII, 
1962.  Editors  : S.  Z.  Levine  and  others.  Year  Book 
Medical  Publishers,  Inc.,  Chic.,  1962. 


THE  LUNG.  Clinical  Physiology'  and  Pulmonarv 
Function  Tests  by  Julius  H.  Comroe,  Jr.  and  others. 
Second  Edition.  Year  Book  Medical  Publishers. 
Inc.,  Chic.,  1962. 

PRACTICAL  CLINICAL  PSYCHIATRY  by 
Jack  R.  Ewalt,  Edward  A.  Strecker,  and  Franklin 
G.  Ebaugh.  Eighth  Edition.  Blakiston  Division, 
McGraw-Hill  Book  Co.,  Inc.,  N.Y.,  1957. 
PRINCIPLES  OF  INTERNAL  MEDICINE. 
Edited  by  T.  R.  Harrison  and  others.  Fourth  Edi- 
tion. Blakiston  Division,  McGraw-Hill  Book  Co., 
Inc.,  N.Y.,  1962. 

PEDIATRICS  by  L.  Emmett  Holt,  Jr.,  Rustin 
McIntosh  and  Henry  L.  Barnett.  Thirteenth  Edi- 
tion. Appleton-Century-Crofts,  Inc.,  N.Y.,  1962. 
MEDICO  SURGICAL  REFERENCE.  To  Sur- 
gical Instruments,  Medical  Equipment  and  Sup- 
plies. Published  by  Medical  Economics,  Inc.. 
Oradell,  New  Jersey,  1963. 

THE  THORAX.  A Radiographical  and  Anatom- 
ical Atlas  by  Ferenc  Kovats,  Jr.  and  Zoltan  Zsebok. 
First  English  Edition.  J.  B.  Lippincott  Co.,  Phil., 
1962. 

TREATMENT  OF  CANCER  AND  ALLIED 
DISEASES.  Vol.  6.  Tumors  of  the  Female  Gen- 
italia. Edited  by  George  T.  Pack  and  Irving  M. 
Ariel.  Second  Edition.  Hoeber  Medical  Division, 
Harper  & Row,  N.Y.,  1862. 

TREATMENT  OF  CANCER  AND  ALLIED 
DISEASES.  Vol.  7.  Tumors  of  the  Male  Genitalia 
and  the  Urinary  System.  Edited  by  George  T.  Pack 
and  Irving  M.  Ariel.  Second  Edition.  Hoeber  Med- 
ical Division,  Harper  & Row,  N.Y.,  1962. 
PROGRESS  IN  NEUROLOGY  AND  PSY- 
CHIATRY. An  Annual  Review.  Vol.  XVII. 
Edited  by  E.  A.  Spiegel.  Grune  & Stratton,  N.Y., 
1962. 

FLUID  AND  ELECTROLYTES  IN  PRAC- 
TICE by  Harry  Statland.  Third  Edition.  J.  B. 
Lippincott  Co.,  Phil.,  1963. 

SURGICAL  FORUM.  Vol.  XIII.  Proceedings 
of  the  Forum  Sessions,  48th  Annual  Clinical  Con- 
gress 1962,  American  College  of  Surgeons.  Chic., 
1962. 

THE  THYROID.  A Fundamental  and  Clinical 
Text  with  Sixty-five  Contributors.  Editor:  Sidney 
C.  Werner.  Second  Edition.  Hoeber  Medical  Divi- 
sion, Harper  & Row,  N.Y.,  1962. 
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in  dermatoses  amenable  to  topical  steroid  therapy 
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Prednisolone,  16.6  mg.  in  50  Gm.  container  and  50  mg.  in  150  Gm.  con- 
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AEROSOL 
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instant  cooling,  soothing  effect  • covers  every  part 
of  the  lesion,  any  area  of  involvement  - controls 
the  itch,  delimits  the  area  of  edema  and  erythema  • 
nonfluorinated  — avoids  risk  of  steroid  absorption  • 
easy  to  carry  and  apply  away  from  home  — no  resi- 
due on  the  skin 

Clinical  Considerations:  In  allergic  dermatoses,  until  the  specific  causa- 
tive agent  is  identified  and  removed  from  the  patient’s  environment,  the 
condition  may  be  expected  to  recur  when  therapy  is  terminated.  If  infec- 
tion is  present,  appropriate  antibacterial  measures  should  be  taken.  METI- 
DERM  (prednisolone)  Aerosol  should  not  be  sprayed  around  the  eyes. 
Contents  of  can  are  not  flammable  but  are  under  pressure.  Containers 
should  be  stored  in  a cool  place  and  neither  punctured  nor  incinerated. 
For  complete  details,  consult  Sobering  literature  available  from  your 
Sobering  Representative  or  Medical  Services  Department,  Schering 
Corporation,  Union,  New  Jersey. 
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HEADACHE  AND  OTHER  HEAD  PAIN  by 
Harold  G.  Wolff.  Second  Edition.  Oxford  Univer- 
sity Press,  N.Y.,  1963. 

THE  WORLD  ALMANAC  AND  BOOK  OF 
FACTS.  78th  Year  of  Issue.  Published  by  the  N.Y. 
World-Telegram  and  The  Sun.  Edited  by  Harry 
Hansen.  N.Y.,  1963. 

THE  YEAR  BOOK  OF  CANCER  (1961-1962 
Year  Book  Series).  Compiled  and  Edited  by  Ran- 
dolph Lee  Clark  and  Russell  W.  Cumley.  Year 
Book  Medical  Publishers,  Inc.,  Chic.,  1962. 

THE  YEAR  BOOK  OF  CARDIOVASCULAR 
AND  RENAL  DISEASES  (1961-1962  Year 
Book  Series).  Edited  by  W.  Proctor  Harvey  and 
Others.  Year  Book  Medical  Publishers,  Chic., 
1962. 

THE  YEAR  BOOK  OF  DRUG  THERAPY 
(1962-1963  Year  Book  Series).  With  a Special 
Section  on  Precautions.  Edited  by  Harry  Beckman. 
Year  Book  Medical  Publishers,  Inc.,  Chic.,  1963. 

THE  YEAR  BOOK  OF  ENDOCRINOLOGY 
(1961-1962  Year  Book  Series).  Edited  by  Gilbert 
S.  Gordan.  Year  Book  Medical  Publishers,  Inc.. 
Chic.,  1962. 

THE  YEAR  BOOK  OF  GENERAL  SUR- 
GERY (1962-1963  Year  Book  Series).  Edited  by 
Michael  E.  DeBakey.  With  a Section  on  Anesthe- 
sia Edited  by  Stuart  C.  Cullen.  Year  Book  Med- 
ical Publishers,  Inc.,  Chic.,  1962. 

THE  YEAR  BOOK  OF  MEDICINE  (1962- 
1963  Year  Book  Series) . Edited  by  Paul  B.  Beeson 
and  Others.  Year  Book  Medical  Publishers,  Inc.. 
Chic.,  1962. 

THE  YEAR  BOOK  OF  ORTHOPEDICS 
AND  TRAUMATIC  SURGERY  (1961-1962 
Year  Book  Series).  Edited  by  H.  Herman  Young. 
With  a Section  on  Plastic  Surgery  Edited  by  Neal 
Owens.  Year  Book  Medical  Publishers,  Inc.,  Chic., 
1962. 

THE  YEAR  BOOK  OF  PATHOLOGY  AND 
CLINICAL  PATHOLOGY  (1961-1962  Year 
Book  Series).  Edited  by  William  B.  Wartman. 
Year  Book  Medical  Publishers,  Inc.,  Chic.,  1962. 

The  following  titles,  from  the  Israel  Program  of 
Scientific  Translations  Program,  were  sent  to  us  by 
the  United  States  Department  of  Health,  Educa- 
tion and  Welfare: 

RECENT  DATA  ON  THE  PHARMACOL- 
OGY AND  CLINICAL  ASPECTS  OF  PHE- 
NOTHIAZINE  DERIVATIVES.  Academy  of 
Medical  Sciences  of  the  USSR,  Institute  of  Phar- 
macology and  Chemotherapy.  Transactions,  vol- 
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ume  1.  Edited  by  V.  V.  Zakusov.  Moscow  1958; 
lerusalem  1961. 

STUDIES  IN  HIGHER  NEURODYNAMICS 
AS  RELATED  TO  PROBLEMS  OF  PSY- 
CHOLOGY. Academy  of  Pedagogical  Sciences  of 
the  RSFSR  Institute  of  Psychology.  Moscow  1957  ; 
Jerusalem  1961. 

THE  BIOLOGICAL  ROLE  OF  NUCLEIC 
ACIDS  by  O.  P.  Chepinoga.  Academy  of  Sciences 
of  the  Ukranian  SSR.  Kiev  1956;  Jerusalem  1962. 
WORKS  OF  THE  INSTITUTE  OF  HIGHER 
NERVOUS  ACTIVITY.  Pathophysiological 
Series.  Academy  of  Sciences  of  the  USSR.  Volume 
4,  Moscow  1958;  Jerusalem  1962.  Volume  5,  Mos- 
cow, 1958;  Jerusalem  1962.  Volume  6,  Moscow 
1959;  Jerusalem  1963. 

WORKS  OF  THE  INSTITUTE  OF  HIGHER 
NERVOUS  ACTIVITY.  Physiological  Series. 
Academy  of  Sciences  of  the  USSR.  Volume  4, 
Moscow  1958 ; Jerusalem  1962.  Volume  5,  Moscow 
1960;  Terusalem  1962. 

PROBLEMS  OF  CYTOLOGY  AND  PRO- 
TISTOLOGY. Academy  of  Sciences  of  the  USSR, 
Institute  of  Cytology.  Moscow  1960;  Jerusalem 
1961. 

SURGICAL  TREATMENT  OF  MITRAL 
STENOSIS.  A Textbook  for  Physicians.  Edited 
by  Prof.  A.  N.  Bakulev.  Moscow  1958;  Jerusalem 
1961. 

THE  USE  OF  RADIOISOTOPES  IN  CLIN- 
ICAL AND  EXPERIMENTAL  INVESTIGA- 
TIONS. The  Central  Institute  for  Advanced 
Training  of  Physicians.  Moscow  1958;  Jerusalem 

1961. 

PROBLEMS  OF  RADIOBIOLOGY.  Transac- 
tions of  the  Central  Roentgenological  and  Radio- 
logical Institute  of  the  Ministry  of  Health  of  the 
USSR.  Volume  1,  Leningrad  1956;  Jerusalem 

1962.  Volume  2,  Leningrad  1957;  Moscow  1962. 
Volume  3,  Leningrad  1960;  Jerusalem  1962. 
EVOLUTION  OF  THE  FUNCTION  OF  THE 
CEREBELLUM  AND  CEREBRAL  HEMIS- 
PHERES by  A.  I.  Karamyan.  Leningrad  1958 ; 
Jerusalem  1962. 

PROBLEMS  OF  PSYCHIATRY  AND  NEU- 
ROPATHOLOGY. Collections  of  Works  of  the 
Leningrad  Scientific  Society  of  Neuropathologists 
and  Psychiatrists.  Volumes  1 & 2,  Leningrad 
1958 ; Jerusalem  1961.  Volume  3,  Pergamon  Press, 
Ltd.,  1962. 

CURRENT  PROBLEMS  OF  SOVIET  MEDI- 
CINE. Osteuropa-Institute  of  the  Free  University, 
Berlin.  Number  3.  Berlin,  1961. 

{To  be  continued  in  September  issue ) 
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DIVERTICULITIS  OF  THE  COLON  * 

Claude  E.  Welch,  m.d. 


The  Author.  Claude  E.  Welch , M.D.,  of  Boston, 
Massachusetts.  Visiting  Surgeon.  Massachusetts  Gen- 
eral Hospital ; Associate  Clinical  Professor  of  Surgery, 
Harvard  Medical  School. 


This  is  a subject  that  comes  closer  to  many  of 
us  as  we  get  a little  older.  It  is  very  interesting 
to  observe  that  the  number  of  patients  with  this 
disease  has  been  increasing  steadily  during  the  last 
couple  of  decades ; this  is  a tribute  to  the  longevity 
of  the  human  race,  because  diverticulitis  is  one  of 
the  true  degenerative  diseases. 

It  becomes  much  more  common  as  the  patient 
grows  older.  It  essentially  does  not  occur  below 
age  30,  but,  as  age  rises,  the  incidence  of  diverticu- 
litis rises  very  rapidly  : actually  about  two-thirds  of 
all  patients  80  years  of  age  or  over,  who  have 
barium  enemas,  will  demonstrate  diverticulosis  or 
diverticulitis. 

A diverticulum  of  the  sigmoid  is  far  different 
from  the  congenital  type  that  may  be  illustrated  by 
the  Meckel's  diverticulum.  The  acquired  diverticula 
have  a wall  formed  only  by  mucosa  and  submucosa  ; 
there  is  no  true  muscular  layer  present.  The  diver- 
ticula tend  to  project  into  the  mesentery  a little 
more  frequently  than  they  do  on  the  antimesenteric 
border  of  the  bowel.  The  walls  of  the  diverticula 
are  so  thin  that  it  is  quite  phenomenal  that  there 
are  not  more  instances  of  perforation. 

The  distinction  between  diverticulosis  and  diver- 
ticulitis is  frequently  made  ; actually  it  is  impossible 
to  make  a sharp  distinction  between  the  two.  It  is 
necessary  to  define  them  more  or  less  on  a clinical 
basis.  For  example,  a patient  who  has  diverticula 
without  symptoms  is  said  to  have  diverticulosis  ; on 
the  other  hand,  if  there  are  symptoms  related  to  the 
colon  or  definite  spasm,  as  seen  in  this  area  by 
X-ray,  then  diverticulitis  is  present. 

In  the  present  state  of  our  knowledge,  even 
though  diverticula  may  be  numerous  in  one  area  of 
the  bowel,  we  do  not  believe  that  a prophylactic 
resection  of  the  colon  is  justified;  in  other  words, 
operation  is  not  indicated  for  diverticulosis  but  may 
be  indicated  for  diverticulitis.  One  exception  occurs 
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to  this  rule  in  that  massive  hemorrhage  sometimes 
is  associated  with  diverticulosis,  without  evidence 
of  inflammatory  reaction  that  can  be  discovered.  In 
these  instances  the  bowel  may  require  resection  for 
diverticulosis. 

When  the  patient  has  symptoms  and  definite 
diverticulitis,  about  one-quarter  to  one-third  of  the 
entire  group  will  eventually  require  surgery.  The 
complications  of  diverticulitis  constitute  the  most 
important  cause  for  operation.  The  complications 
that  lead  to  urgent  operation  are  perforation,  ob- 
struction, massive  hemorrhage,  and  fistula  forma- 
tion. The  patients  who  require  urgent  operations 
are  the  ones  who  nearly  always  will  require  colos- 
tomies followed  by  resection.  This  method  stands 
in  contrast  to  the  patients  who  have  continuing 
but  milder  symptoms  of  diverticulitis  who  in 
general  can  be  treated  by  a one-stage  resection  and 
anastomosis. 

Complications 

The  complications  will  be  considered  first.  One 
of  the  most  serious  is  perforation.  One  of  the  prob- 
lems that  will  face  many  practitioners  is  that  of 
diagnosis  ; in  other  words  — how  soon  is  it  possible 
to  give  the  patient  suspected  of  perforated  diverticu- 
litis a barium  enema  ? This  truly  may  be  a danger- 
ous procedure.  If  one  suspects  a perforation  of  the 
sigmoid  the  radiologist  should  be  warned  ahead  of 
time  and  as  soon  as  any  defect  is  demonstrated  in 
the  wall  of  the  sigmoid  the  flow  of  barium  should 
be  stopped.  To  fill  the  peritoneal  cavity  or  an 
abscess  cavity  is  very  unwise  and  may  lead  to  the 
death  of  the  patient. 

Fortunately  many  perforations  occur  into  the 
mesentery.  Those  that  do  occur,  however,  into  the 
free  peritoneal  cavity  lead  to  a general  peritonitis 
and  will  require  immediate  surgery. 

Three  operations  have  been  suggested  for  per- 
foration. The  one  that  has  stood  the  test  of  time  is 
proximal  colostomy,  closure  of  the  perforation  and 
drainage  of  the  local  area.  This  nearly  always  works 
out  very  well  and  it  is  the  operation  we  have  used 
with  great  satisfaction. 

The  second  operation  that  has  been  suggested  is 
exteriorization.  Many  of  you  know  that  this  can  be 
difficult  in  the  presence  of  perforated  diverticulitis 
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because  it  is  very  hard  to  mobilize  the  sigmoid 
freely  enough  to  withdraw  it  from  the  abdominal 
cavity.  However,  R.  K.  Gilchrist  believes  that  this 
is  the  best  operation  that  can  be  used  for  perforated 
diverticulitis. 

Finally  primary  resection  and  anastomosis  has 
been  urged  recently,  particularly  by  John  Madden 
in  New  York  City.  He  believes  that  this  is  the 
safest  of  all  operations  ; however,  I doubt  it  to  be  so, 
particularly  in  the  hands  of  the  average  surgeon. 

If  a colostomy  is  done,  it  usually  should  be  placed 
in  the  right  upper  quadrant  so  that  the  surgeon  will 
have  a great  deal  more  latitude  at  a later  date  if  he 
wishes  to  resect  the  left  colon.  If  the  colostomy  is 
put  in  the  descending  colon  immediately  above  the 
diverticulitis,  the  surgeon  who  does  the  second 
operation  may  have  a good  deal  of  difficulty  be- 
cause the  resection  may  have  to  be  done  through  a 
dirty  field,  and  the  chances  of  anastomotic  leakage 
become  somewhat  higher.  At  the  time  the  colostomy 
is  done,  the  perforation  of  the  sigmoid  must  be 
closed,  either  by  a suture  or  by  omentum,  and  drain- 
age should  be  established  in  the  left  lower  quadrant. 

Hemorrhage  is  the  second  important  complica- 
tion. Injection  specimens  made  by  Rudolf  Noer 
have  shown  that  diverticula  are  formed  in  the  wall 
of  the  sigmoid  at  the  spot  where  blood  vessels  per- 
forate the  muscular  coat.  Therefore,  the  diverticula 
will  be  in  very  close  approximation  to  blood  vessels 
and  it  is  no  wonder  therefore  that  impaction  with 
fecal  material  may  lead  to  gross  bleeding  from  the 
diverticula.  Mechanical  erosion  can  be  particularly 
serious  if  there  is  not  a great  deal  of  inflammatory 
reaction  around  the  diverticulum  because  then  free 
bleeding  may  occur.  This  is  probably  why  bleeding 
is  more  common  with  diverticulosis  than  with 
diverticulitis  ; in  the  latter  instance  an  inflammatory 
reaction  set  up  about  the  vessels  is  likely  to  help 
occlude  them  before  bleeding  becomes  massive. 

Bleeding  of  some  type  occurred  in  nearly  one- 
quarter  of  all  the  patients  in  our  series  who  had 
resections  for  diverticulitis.  This  bleeding  may  vary 
considerably.  In  many  instances  there  may  be 
rather  copious  bright  red  hemorrhage  and  in  a few 
instances  the  operation  must  be  done  merely  to  stop 
the  hemorrhage.  Repetitive  bleeding  noted  every 
day  should  suggest  that  there  is  in  addition  to  the 
diverticulitis,  either  a polyp  or  an  undiagnosed 
carcinoma. 

Intestinal  obstruction  is  an  interesting  complica- 
tion because  it  may  be  quite  variable  in  its  manifes- 
tations. There  may  be  pure  large  bowel  obstruction, 
pure  small  bowel  obstruction,  or  a combination  of 
both.  Acute  obstruction  due  to  diverticulitis 
accounts  for  about  16  per  cent  of  all  acute  colonic 
obstructions  in  our  hospital.  This  therefore  is  the 
second  most  common  cause  of  obstruction  of  the 
large  bowel.  In  the  presence  of  a straightforward 
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colonic  obstruction  a transverse  colostomy  is  pref- 
erable to  a cecostomy.  This  is  true  because  the 
colostomy  will  defunctionalize  the  bowel  completely 
and  allow  an  operation  that  is  more  or  less  perma- 
nent so  that  if  the  resection  is  delayed  for  several 
months  the  colostomy  still  will  be  working  satis- 
factorily. The  cecostomy  does  not  defunctionalize 
the  bowel  completely  and  tends  to  be  much  more 
temporary  than  a colostomy. 

Small  bowel  obstruction  will  require  lysis  of 
adhesions  and  also  a definitive  procedure  insofar  as 
the  diverticulitis  is  concerned.  In  some  instances, 
the  small  bowel  obstruction  is  due  to  a pelvic 
abscess  which  will  make  again  a rather  difficult 
operative  procedure. 

The  fourth  complication  of  diverticulitis  is  that 
of  fistula  formation.  Fistulas  occur  most  frequentlv 
through  the  skin  of  the  left  lower  abdomen  or  into 
the  bladder.  Other  fistulas  may  occur  into  the 
vagina,  the  small  bowel,  or  the  ureter.  They  are  not 
usually  difficult  to  diagnose.  A colo-vesical  fistula 
usually  is  manifested  by  the  passage  of  gas  or  fecal 
material  through  the  urethra.  This  may  be  very 
difficult  to  demonstrate  by  barium  enema  or  even 
by  cystoscopy.  Usually,  however,  by  cystoscopy,  an 
indurated  area  may  be  seen  in  the  wall  of  the  blad- 
der and  sometimes  the  perforation  is  observed. 
Occasionally  a barium  enema  will  fill  the  bladder 
and  make  the  diagnosis  clearer. 

Fistulas  may  be  internal  as  well  as  external,  and 
some  may  be  extremely  complicated,  forming  long 
sinuous  tracts  along  the  bowel.  We  have  found 
that  most  of  these  patients  do  better  with  a staged 
resection  rather  than  with  a one-stage  resection  and 
anastomosis. 

In  contra-distinction  to  these  patients  with  acute 
complications,  are  others  who  have  had  symptoms 
manifested  for  a long  period  of  time  and  who  should 
have  a resection  performed  essentially  for  uncom- 
plicated diverticulitis.  It  is  very  difficult  to  cate- 
gorize these  patients  clearly.  On  the  other  hand, 
there  are  some  definite  indications  that  should  make 
the  physician  consider  surgery. 

If  the  patient  has  been  on  a good  medical  regimen 
but  still  has  symptoms  that  are  troublesome,  such 
as  a lot  of  gas.  diarrhea,  constipation,  or  discomfort 
in  the  left  lower  quadrant,  it  would  be  better  to 
have  a resection.  If  the  symptoms  of  the  disease 
came  on  at  a very  early  age,  it  likewise  is  wise  to 
have  a resection.  Recurrent  rectal  bleeding  may 
mean  another  lesion  in  addition  to  the  diverticulitis 
and  that  too  is  an  indication  for  operation.  Urinary 
symptoms  associated  with  diverticulitis  often  herald 
the  onset  of  a fistula  so  that  it  is  wise  to  consider 
surgery  there  as  well. 

In  addition  there  are  many  patients  who  have  a 
lesion  demonstrated  by  X-rays  that  is  almost  indis- 
tinguishable from  cancer.  These  patients,  of  course. 
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should  be  subjected  to  sigmoidoscopy  because  occa- 
sionally a lesion  can  be  seen  in  this  fashion  that  is 
totally  obscured  by  the  deformity  due  to  diverticu- 
litis demonstrated  by  X-ray.  In  many  instances  the 
radiologist  will  have  difficulty  in  deciding  which 
lesion  is  diverticulitis  and  which  is  cancer,  and,  in 
such  instances,  with  marked  deformity  of  the  sig- 
moid, it  is  wiser,  we  believe,  to  carry  out  a resection 
rather  than  to  worry  about  the  nature  of  the  lesion. 

Surgical  Therapy  Variable 

The  surgical  therapy  that  is  employed  for  diver- 
ticulitis is  quite  variable  depending  upon  the  desires 
and  habits  of  various  surgeons.  However,  there  are 
two  important  types  of  operations  that  can  be  used, 
and  these  two  categories  will  encompass  most  of  the 
operations  to  be  employed. 

The  first  is  the  three-stage  operation.  The  first 
stage  is  a transverse  colostomy  ; at  the  second  stage 
the  involved  colon  is  resected  and  an  anastomosis 
made,  and  the  third  stage  comprises  closure  of  the 
colostomy.  This  is  a long,  cumbersome  procedure, 
and  requires  about  four  months. 

It  of  course  would  be  desirable  to  reduce  this 
procedure  to  a one-stage  resection  and  anastomosis 
if  possible,  and  it  certainly  seems  that  this  may  be 
done  in  about  half  of  the  patients  we  see.  The  one- 
stage  operation  requires  a resection  of  at  least  the 
sigmoid  colon  followed  by  anastomosis  of  the  de- 
scending colon  to  the  rectum.  As  time  has  gone  on, 
we  have  gradually  extended  our  resection  so  that 
more  and  more  of  the  descending  colon  has  been 
removed  together  with  the  sigmoid.  At  the  present 
time,  in  many  of  our  one-stage  resections,  the 
splenic  flexure  is  taken  down  so  that  more  normal 
bowel  may  be  obtained  for  the  anastomosis.  The 
presence  of  diverticula  that  are  not  appreciated  by 
the  surgeon  may  account  for  the  occasional  anas- 
tomotic dehiscence  following  one-stage  resection 
and  anastomosis,  especially  when  the  suture  lines 
are  carried  through  the  descending  colon  rather 
than  through  the  distal  transverse  colon. 

On  the  other  hand,  there  need  be  no  hesitancy  in 
leaving  some  of  the  diverticula  in  the  proximal 
bowel.  If  all  of  the  bowel  that  contains  diverticula 
is  excised  an  inordinate  amount  of  colon  will  have 
to  be  sacrificed.  Furthermore,  it  has  been  shown 
by  careful  follow-up  studies  that  these  retained 
diverticula  very  rarely  cause  the  patient  further 
symptoms. 

The  one-stage  resection  and  anastomosis  may 
furnish  other  technical  difficulties.  Many  surgeons 
will  employ  this  operation,  recognizing  that  it  may 
be  rather  hard,  particularly  if  the  bowel  is  of  small 
diameter.  We  prefer  to  use  an  open  anastomosis 
with  an  outer  layer  of  interrupted  cotton  or  silk, 
and  an  inner  layer  of  interrupted  catgut.  The  oper- 
ative specimen  should  be  examined  immediately 
after  it  is  removed  so  that  if  carcinoma  is  found,  a 
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much  wider  resection,  particularly  of  the  mesen- 
tery can  be  carried  out. 

In  the  past  twenty  years,  in  the  Massachusetts 
General  Hospital,  we  have  carried  out  344  resec- 
tions : there  have  been  ten  deaths  in  this  series,  the 
overall  mortality  being  2.9  per  cent.  It  is  very  inter- 
esting in  analyzing  these  figures  to  note  that  the 
mortality  of  the  three-stage  operation  is  approxi- 
mately 1 per  cent,  and  that  of  the  one-stage  oper- 
ation. approximately  3 per  cent.  This  is  particularly 
important  when  it  is  realized  that  the  three-stage 
operations  are  carried  out  for  the  more  seriously  ill 
patients.  The  causes  of  death  following  these  oper- 
ations also  are  of  interest.  There  are  various  factors 
such  as  coronary  disease  that  seem  to  affect  all  types 
of  operations  indiscriminately.  On  the  other  hand, 
deaths  from  breakdown  of  an  anastomosis  are  ex- 
tremely important,  and  can  be  ascribed  only  to 
improper  surgical  procedures.  It  is  of  great  interest 
to  note  that  in  this  series  all  of  these  catastrophes 
occurred  after  the  one-stage  resection  and  anas- 
tomosis, while  the  three-stage  resection  proved  to 
be  entirely  free  from  this  complication. 

It  therefore  is  necessary  to  repeat  that  every  once 
in  a while  the  longest  way  around  in  some  of  these 
patients  actually  is  the  safest  way  out. 

Some  of  the  older  surgeons  will  remember,  back 
in  the  days  of  1942,  that  the  mortality  of  resection 
for  diverticulitis  was  very  high.  It  approximated 
15  to  20  per  cent  in  most  areas  in  the  country.  It 
was  at  that  time  that  the  theories  of  treatment  of 
patients  with  diverticulitis  were  codified,  which 
still  are  used  in  many  areas  of  the  country.  How- 
ever, it  must  be  recognized  now  that  the  mortality 
for  operation  for  resection  is  not  over  3 per  cent 
and  therefore  this  is  a disease  that  has  become  much 
more  amenable  to  surgical  therapy.  It  is  to  be 
expected  that  further  experience  will  lead  to  earlier 
resections  in  many  instances,  and  that  eventually 
the  severe  complications  of  the  disease  may  become 
less  frequent. 
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The  Problem 

The  World  Health  Organization  has  de- 
clared alcoholism  to  be  the  fourth  public  health 
problem  in  the  world.1  In  the  United  States,  how- 
ever, it  is  the  third  public  health  problem.2  In  West 
Germany,  it  has  become  the  second  public  health 
problem,  and  in  France,  it  is  by  far  the  first  public 
health  problem.3  In  our  own  State  of  California, 
Governor  Edmond  “Pat”  Brown  recently  declared 
that  alcoholism  is  the  first  public  health  problem  in 
his  state  with  1,600  per  100,000  population.  San 
Francisco,  at  the  present  time,  leads  all  other  cities 
in  the  number  of  alcoholics  : 4,190  per  100,0009 
Despite  the  general  decline  in  the  mortality  in 
the  United  States,  the  death  rate  for  hepatic 
cirrhosis  has  been  increasing  steadily  following  a 
precipitous  decline  and  a sustained  low  rate  experi- 
enced during  the  operation  of  the  laws  for  prohibi- 
tion of  the  manufacturing  and  sale  of  alcoholic 
beverages.  A low  of  7 deaths  per  100,000  in  the 
decade  from  1920  to  1930  from  cirrhosis  had 
jumped  to  12  deaths  per  100,000  by  1960. 

It  has  been  estimated  by  the  1960  Gallup  Poll  on 
Drinking  in  the  U.S.A.  that  of  the  110  million 
adults  over  21  years  of  age,  68  million  or  62  per  cent 
are  drinking  alcoholic  beverages  to  some  degree. 
Of  this  group : 

A.  45  million  (66  per  cent)  are  occasional 
drinkers. 

B.  6 million  (9  per  cent)  are  moderate  drinkers. 

C.  7.5  million  (11  per  cent)  are  daily  social 
or  dietary  drinkers. 

D.  4.1  million  (6  per  cent)  are  heavy  drinkers 
or  pre-alcoholics. 

E.  5.4  million  (8  per  cent)  are  alcoholics. 

The  last  two  categories,  D and  E,  are  the  so-called 
Problem  Drinkers.5 
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The  actual  consumption  of  pure  alcohol  con- 
sumed as  a beverage  during  the  year  1960,  was 
33  billion  ounces.  This  does  not  include  the  illegal 
alcoholic  beverage  which,  according  to  the  brewing 
industry,  amounts  to  15  billion  ounces.  The  United 
States  Treasury  officials  estimate  the  illegal  alcohol 
consumption  to  the  amount  of  4 billion  ounces.6 

According  to  these  figures  for  1960,  one  in  twelve 
persons  who  start  to  drink  will  become  an  alcoholic  ; 
i.e.,  68  million  divided  by  5.4  million  is  12.6.  Thus, 
according  to  the  present  figures  available,  one  in 
seven  persons  who  start  to  drink  will  become  heavy 
drinkers  and/or  pre-alcoholics;  i.e.,  68  million 
divided  by  9.5  million. 

Medical  Tribune  published  an  article  in  Feb- 
ruary, 1962,  which  stated  that  “One  out  of  every 
20  adults  in  the  United  States  is  an  alcoholic”  and 
“one  out  of  every  13  men  (drinkers  and  non- 
drinkers) aged  20  and  over  is  an  alcoholic.”7 

Experts  conversant  with  the  social  problems  in- 
volved with  alcohol  have  estimated  that  there  are 
over  5 million  alcoholics  in  the  country.  The  medical 
implications  are  thus  staggering. 

The  money  spent  on  alcoholic  beverages  in  the 
United  States  for  1961  was  estimated  to  be  approx- 
imately 11  billion  dollars,  around  $62.00  per  capita. 
This  figure  is  rather  interesting  when  compared  to 
other  important  expenditures  by  Americans,  such 
as  the  approximate  6 billion  dollars  spent  for  medi- 
cal care  and  19.7  billion  dollars  for  education. 
President  Kennedy  is  asking  for  4.5  billion  dollars 
for  foreign  aid  in  the  1964  budget. 

Alcoholism  in  Rhode  Island 
Now  what  about  the  problem  in  Rhode  Island? 
At  the  present  time,  we  have  1,811  liquor  outlets 
which  are  licensed  to  serve  a population  of  approx- 
imately 849,488  (1960  census).  This  is  about  one 
outlet  for  every  474  people.  The  per  capita  con- 
sumption in  Rhode  Island  is  20.9  gallons  of  beer, 
1.43  gallons  of  distilled  spirits,  and  1.25  gallons  of 
wine.8  The  State  government,  through  the  Division 
of  Alcohol,  now  spends  $110,000.00  per  year  for 
the  care  and  treatment  of  the  ambulatory  alcoholic. 
In  1962,  the  state  received  $4,488,655.63  from  taxes 
on  alcoholic  beverages.  It  has  been  estimated  by  the 
Yale  Center  that  there  are  some  30,000  alcoholics  in 
the  State  of  Rhode  Island.9  During  the  12  years 
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existence  of  the  Division  of  Alcohol,  over  a million 
dollars  has  been  spent  on  the  recovering  alcoholic, 
blit  no  funds  have  yet  been  allocated  for  alcohol 
education ! This  Clinic  has  treated  over  5,500  pa- 
tients during  its  existence. 

‘‘State  Programs  for  alcoholism  are  born  against 
resistance,  live  surrounded  by  hostile  and  threaten- 
ing forces  and  only  continue  to  survive  by  a con- 
stant interest  and  effort.”10 

Definitions  of  Alcoholism 

As  physicians,  we  all  see  and  are  called  upon  to 
treat  the  alcoholic  at  some  stage  of  his  drinking 
problem.  There  are  many  and  varied  definitions  of 
alcoholism  but  it  can  be  defined  thus  : 

“Alcoholism  is  that  state  in  which  the  body 
is  under  the  influence  of  alcohol  to  the  extent 
that  sensitive  tests  reveal  an  impairment  of 
learning,  judgment  and  skills.”11 

A World  Health  Organization  subcommittee  in 
1952  defined  alcoholism  thus: 

“Alcoholics  are  those  excessive  drinkers 
whose  dependence  upon  alcohol  has  attained 
such  a degree  that  it  shows  a noticeable  men- 
tal disturbance  or  an  interference  with  their 
bodily  and  mental  health,  their  interpersonal 
relations,  and  their  smooth  social  and  eco- 
nomic functioning ; or  who  show  the  pro- 
dromal signs  of  such  developments.  They 
therefore  require  treatment.”12 

More  recently  (1955)  in  an  article  in  The  Journal 
of  the  American  Medical  Association  an  alcoholic 
was  defined  as  follows  : 

“In  essence,  any  individual  who  relies  on 
alcohol  to  meet  the  ordinary  demands  of 
living  and  continues  to  drink  after  alcohol 
has  caused  him  marital  or  occupational  diffi- 
culty, is  an  alcoholic  whether  he  drinks  only 
in  the  evening,  has  never  taken  a drink  when 
alone,  or  has  not  touched  anything  but  beer 
for  five  years.”13 

Who  are  today’s  alcoholics  ? The  average  alco- 
holic is  between  the  ages  of  40-49,  31.2  per  cent; 
he  is  married,  63.6  per  cent;  is  employed,  82.7  per 
cent,  and  his  average  income  is  from  $1,500  to 
$6,000  a year,  42.5  per  cent.  Only  7 per  cent  of 
alcoholics  are  on  skid  row  and  only  6 per  cent  are 
seen  at  treatment  centers.  This  other  85-90  per  cent 
are  in  homes,  factories,  offices  and  communities  and 
are  often  highly  skilled  and  employable.14 

Development  of  Alcoholism 

The  stages  of  alcoholism  are  not  difficult  to 
define.  There  are  three  stages  : 

1.  The  early  symptoms  of  insipient  alcoholism 
averages  about  10  years  duration.  During  this  time, 
the  patient 


will  break  promises 
lies  about  his  drinking 
gulps  drinks 
drinks  before  parties 
drinks  at  regular  times 
rationalizes 

has  irregular  blackouts 

2.  Middle  symptoms  are  mostly  a continuation 
of  the  early  symptoms  lasting  from  2-5  vears.  In 
this  stage,  the  patient 

minimizes  drinking 
carries  a secret  supply 
exhibits  extravagant  behavior 
irregular  eating  habits 
misses  work 

weekend  bouts  of  drinking 
frequent  intoxication 
nervousness 

3.  Late  symptoms,  or  third  stage,  is  chronic 
alcoholism  and  in  this  condition  the  patient 

must  have  a morning  drink 
is  a solitary  drinker 
irritable 

substitutes  alcohol  for  food 
goes  on  benders  of  irregular  length 
loss  of  j ob 
broken  home 

D.T.'s  — delirium  tremens 
deficiency  diseases 

Alcohol,  after  ingestion,  is  rapidly  absorbed  from 
the  stomach  and  first  portion  of  small  intestines  and 
passes  directly  into  the  blood  stream  and  then 
spreads  quickly  throughout  the  entire  body.  Cer- 
tain tissues,  such  as  the  central  nervous  system, 
absorb  alcohol  in  a much  more  rapid  rate  than  any 
other  tissue  in  the  body.  In  fact,  Courville  has 
stated  that  “nervous  tissue  absorbs  alcohol  6 times 
as  rapidly  as  any  other  tissue.”15  Thus  alcohol 
exerts  its  effect  on  the  actions  and  behavior  in  those 
who  have  taken  it.  The  rate  of  absorption  of  alcohol 
into  the  blood  stream  depends  upon  the  percentage 
of  alcoholic  content  of  the  beverage,  time  elapsed 
during  the  consumption  of  alcohol,  and  the  presence 
or  absence  of  food  in  the  stomach. 

Noticeable  central  nervous  system  symptoms  can 
be  detected  when  the  blood  alcohol  level  reaches 
.05  per  cent.  Some  countries  such  as  Norway  and 
Sweden  use  this  figure  as  a legal  point  of  intoxica- 
tion that  may  endanger  one’s  driving  ability.  In 
these  countries,  the  law  is  swift  and  punishing  to 
the  offender,  with  loss  of  license  and  a jail  sentence. 
In  the  United  States,  however,  we  use  the  figure  of 
.15  per  cent  of  alcohol  in  the  blood  as  the  legal 
blood  level  for  intoxication.  Many  have  felt  that 
this  should  be  lowered  to  .1  per  cent  or  even  to 
.08  per  cent  to  cut  down  appreciably  the  enormous 

continued  on  next  page 


418 


number  of  accident  fatalities  and  mayhem  on  our 
highways.16  Over  38,000  people  are  killed  each  year 
in  traffic  accidents,  more  than  50  per  cent  due  to 
drinking  drivers,  costing  $125, 000, 000. 17  It  is  true, 
however,  that  alcohol  does  bring  a certain  amount 
of  pleasure  to  a large  number  of  people  who  drink 
it ; but  when  the  diagnosis  of  alcoholism  has  been 
established,  total  abstinence  is  imperative.  In  this, 
most  authorities  agree.  As  physicians,  we  must 
understand  that  this  is  an  important  factor  in  treat- 
ing the  sick  alcoholic. 

People  use  alcohol  for  different  purposes.  Many 
patients  use  alcohol  pathologically  to  alleviate  anxi- 
etv,  loneliness,  and  boredom  and  to  make  instinctual 
impulses  acceptable,  thus  providing  a certain 
amount  of  narcosis  against  such  painful  reality.  It 
has  been  wisely  said  that  alcohol  fills  not  a crevice 
but  an  ocean  of  emptiness,  a bottomless  pit  for  the 
alcoholic.  It  is  well  known  that  the  psychoanalyst 
considers  alcohol  addiction  to  be  an  oral  perversion 
and  that  the  addicted  alcoholic  uses  alcohol 
consumption  as  a symbolic  acting  out  of  the  oral 
conflict.18 

Much  has  been  said  regarding  the  alcoholic  per- 
sonality in  a descriptive  sense,  but  no  one  has  really 
been  able  to  describe  accurately  the  prealcoholic  in 
a generally  acceptable  form.  In  fact,  Streker  in  his 
book  “One  Man’s  Meat’’  has  pointed  out  that  there 
is  a “potential  for  alcoholism  existing  in  all  of  us.’’ 

That  this  is  a complex  problem  is  evidenced  by 
the  many  different  definitions  of  the  term  alcohol- 
ism which  is  a psycho-physiological  and  a socio- 
cultural disturbance  with  hereditary  factors  and 
an  environment  in  which  there  is  almost  the  univer- 
sal presence  of  some  type  of  alcoholic  beverage 
readily  available.  There  are,  for  comparison,  427,881 
liquor  outlets  in  the  United  States,  and  278,440 
grocery  stores  and  184,747  service  stations.19 

Etiology  of  Alcoholism 

As  to  some  of  the  specific  causes  for  alcoholism, 
much  has  been  written  on  this  subject.  Adler 
pointed  out  that  alcohol  addiction  is  a desire  to 
remove  powerful  feelings  of  inferiority  while  escap- 
ing responsibilities.20 

Freud  attributed  alcoholism  to  the  disappoint- 
ment with  women,  that  is,  wife,  mother  or  lovers, 
thus  driving  them  to  drink.21  Menninger  put  it  this 
way,  “Alcoholics  unconsciously  have  a powerful 
desire  to  destroy  themselves,  also  an  intense  rage 
against  parents  whom  he  wishes  to  destroy  yet  fears 
losing  them.”  Shilder  stated  that  alcoholism  is  a 
perpetual  state  of  insecurity  from  the  earliest  child- 
hood.23 In  an  attempt  to  relate  alcoholism  in  some 
way  to  diet,  Williams  pointed  out  that  consistently 
good  nutrition  from  childhood  on  seems  to  lessen 
the  likelihood  of  the  development  of  alcoholism.24 
Westerfield  believed  that  the  restricted  food  intake 
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of  rats  resulted  in  a marked  increase  in  voluntary 
consumption  of  alcohol.25  Mardone  found  that  rats 
deficient  in  vitamin  B increased  their  intake  of 
alcohol.26  Smith  pointed  to  the  theory  that  alcohol- 
ism is  genetically  a metabolic  defect  of  the  adrenal 
glands.27 

It  is  also  interesting  to  point  out  that  different 
ethnic  groups  have  a different  incidence  of  alcohol- 
ism. For  instance,  in  draftees  in  World  War  II,  the 
alcoholic  rate  among  the  Irish  was  20  times  that 
among  those  of  Italian  or  Jewish  extraction  and  in 
fact  led  all  others.  But  among  Italians,  who  drink 
more  alcohol,  it  is  reported  that  the  rate  of  alcohol- 
ism is  one-eighth  of  that  for  the  whole  of  the 
United  States. 

Sobriety  among  the  Jews  is  related  to  their 
orthodoxy.  In  fact,  in  the  Massachusetts  General 
Hospital  among  1000  patients  in  the  alcoholic 
clinic,  only  2 Jews  were  found  among  those  diag- 
nosed as  alcoholics,  yet  there  is  a very  high  rate  of 
neurosis  among  the  Jewish  people.  In  fact,  it  was 
pointed  out  by  Chafetz  and  Demone  that  the  Jews 
drink  often  and  early  with  negligible  departure 
from  sobriety.  “Where  drinking  is  an  integral  part 
of  socialization  interrelated  with  moral  symbolism 
and  repeatedly  practiced  in  group  rites,  alcoholism 
is  rare.” 

Treatment  of  Alcoholism 

I would  now  like  to  turn  to  the  treatment  of  the 
sick  alcoholic.  That  many  people  drink,  socially,  and 
never  become  addicted  or  are  seldom  sick  is  a 
recognized  fact.  There  is,  however,  a certain  seg- 
ment of  our  society  who  become  sick  over  a period 
of  time  if  they  continue  to  drink  and  it  makes  little 
difference  what  they  drink.  It  is  for  this  group,  if 
recognized  early  and  treated,  that  something  can 
be  done. 

Alcoholism  can  most  effectively  be  dealt  with 
through  total  community  involvement,  and  it  is 
felt  that  the  state  government  should  take  the  lead. 
Newer  attitudes  are  significant  and  they  include  the 
idea  that  the  alcoholic  is  a sick  person.  There  are 
many  therapeutic  approaches  to  this  problem,  such 
as  environment  manipulation,  concern  for  preven- 
tion and  early  detection,  the  use  of  group  as  well  as 
individual  therapy,  A. A.  (Alcoholics  Anonymous), 
Al-Non,  and  of  course  the  newer  drugs. 

The  treatment  of  the  acute  phase  of  alcoholism 
frequently  requires  hospitalization  for  remotiva- 
tion. The  withdrawal  symptoms  require  adequate 
sedation  with  such  drugs  as  chlordiazepoxide 
(Librium®)  or  phenothiazines  (Thorazine,® 
Sparine®),  supportive  therapy  such  as  vitamin 
replacement,  intravenous  glucose,  and  the  use  of 
insulin  and  cortical  steroids.  Barbiturates  and 
paraldehyde  should  not  be  used,  as  they  are  at 
times  substituted  for  the  alcohol,  except  in  the  case 
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of  convulsions  precipitated  by  alcohol.  In  this  case, 
Dilantin®  and  phenobarbital  are  of  value. 

After  the  patient  is  “dried  out,”  control  of  his 
environment  is  important,  as  he  is  vulnerable  at 
this  point.  Remotivation,  such  as  future  planning 
with  realistic  goals  and  new  friends,  and  new  eating 
and  living  habits  are  important.  To  some,  insight 
therapy,  re-education  and  reading  on  the  subject  are 
helpful.  A. A.  is  a valuable  approach  but  unfortu- 
nately reaches  only  a small  percentage  of  the  total 
alcoholic  population.  Involvement  with  education 
of  the  other  members  of  the  family,  particularly  the 
spouse,  is  important  here.  Disulfiram  (Antabuse®) 
and  citrated  calcium  carbimide  (Temposil,®  not  yet 
released  for  general  use)  are  valuable  medications 
in  the  continuing  care  of  the  alcoholic. 

Prognosis  in  Alcoholism 

Prognosis  in  alcoholism  depends  on  many  factors, 
but  if  the  overall  picture  is  taken  into  consideration 
the  percentage  of  social  recovery  would  be  rather 
grim.  Statistics  for  recovery  rate  vary  from  15  to 
55  per  cent  with  A.A.  claiming  even  higher  rates. 
In  the  Rhode  Island  Division  of  Alcoholism  day 
care  clinic,  the  recovery  rate  is  from  25  to  40 
per  cent. 

Total  co-operation  of  the  patient  and  the  family 
plus  environmental  factors  play  a role  in  his  recov- 
ery. The  physician’s  attitude,  understanding,  and 
rapport  with  the  patient  are  vital  to  any  recovery. 
Follow-up  care  is  needed  for  some  time,  with  total 
abstinence  the  only  sure  cure  of  the  recovering 
alcoholic. 

Program  for  Alcoholism 

Of  course,  education  of  the  younger  generation 
would  seem  important  in  the  increasing  problem  of 
alcoholism  in  the  future. 

“The  State  Government  must  require  all 
public  teaching  forces  to  educate  the  youth 
in  the  proper  view  of  alcoholism.” 

The  role  of  the  school  in  alcohol  education  is  best 
summed  up  by  McCarthy,  who  says : 

“The  school  has  the  responsibility  to  make 
available  scientific  data,  and  such  data  are 
becoming  available.  It  has  a responsibility 
to  reduce  the  atmosphere  of  emotionalism 
which  surrounds  much  of  this  material.  It 
has  a responsibility  to  encourage  young 
people  to  develop  insight  into  their  feelings 
about  themselves  and  others,  and  the  role 
that  alcohol  may  play  in  reducing  sensitivity 
to  standards  of  behavior  which  are  consistent 
with  their  own  family  and  group.”29 

Have  these  newer  attitudes  about  alcoholism 
been  accepted  in  Rhode  Island?  A recent  survey 
of  all  18  hospitals  in  Rhode  Island  revealed  the 


419 

following : 

10  do  not  accept  alcoholics. 

8 do  not  accept  alcoholics  except  in  surgical 
or  medical  emergency  or  with  other  condi- 
tions necessitating  hospitalization.  (The 
State  Hospital  admits  alcoholics  on  a volun- 
tary basis  as  well  as  by  court  commitment 
and  Department  of  Social  Welfare  commit- 
ment.) 

This  is  about  the  situation  as  it  stood  in  our 
general  hospitals  in  1949  when  we  first  studied  this 
problem  prior  to  the  establishment  of  the  State 
Division  of  Alcoholism.  It  would  thus  appear  that 
alcoholism  is  not  considered  a “disease”  by  the 
general  hospitals  in  Rhode  Island.  Neither  is  there 
any  specific  program  for  alcohol  education  in  our 
public  school  curriculum  as  defined  by  McCarthy. 

Conclusion 

Alcoholism  is  increasing  in  Rhode  Island,  as 
elsewhere.  A strong  community  effort  in  preven- 
tion, education,  and  treatment  is  needed  to  combat 
effectively  this  grave  problem.  It  is  strongly  rec- 
ommended that  a Committee  on  Alcoholism  be  set 
up  within  the  Rhode  Island  Medical  Society,  as  has 
been  done  in  other  states  to  assist  in  a program  of 
education. 

Chafetz  and  Demone30  succinctly  stated : 

“Last  but  not  least,  the  education  of  the  care- 
taking community  constitutes  a vital  area  of 
secondary  prevention.  Physicians,  clergy, 
social  workers,  and  public  health  nurses  can 
spot  alcoholics  in  the  early  stages,  and  by 
their  authority  and  status  intervene  quickly 
and  actively.  Unfortunately,  the  formal  edu- 
cation of  the  medical  profession  has  been 
lacking  in  the  area  of  alcoholism.  No  indi- 
vidual is  a better  ‘secondary  preventer’  than 
the  family  physician.  Yet  the  ignorant  moral 
attitudes  of  the  lay  public  toward  alcoholism 
still  strongly  manifest  themselves  in  many 
physicians,  blinding  them  to  early  recogni- 
tion and  treatment  of  this  condition.” 
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SURGICAL  INDICATIONS  AND  RESULTS  OF  SPLENECTOMY  * 
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There  are  relatively  few  indications  for  splenec- 
tomy. The  frequency  of  splenectomy  for  trauma, 
portal  hypertension,  hypersplenism,  and  the  inci- 
dental splenectomy  associated  with  other  abdominal 
surgery  will  vary  widely.  Although  some  knowl- 
edge of  the  hematological  and  endocrinological 
factors  in  diagnosis  is  required,  the  principles  of 
surgical  management  are  of  paramount  importance 
to  the  surgeon  in  maintaining  a lower  morbidity  and 
mortality  with  splenectomy.  Experience  with 
nearly  1,000  splenectomies  suggests  that  hyper- 
splenism and  trauma  present  the  largest  number  of 
problems  in  diagnosis  and  surgical  management. 

During  the  past  sixteen  years,  972  splenectomies 
have  been  performed  at  the  University  Hospital. 
The  five  indications  for  surgery  have  been  hyper- 
splenism, incidental  removal  during  other  abdom- 
inal surgery,  portal  hypertension,  trauma,  and  more 
rarely,  symptomatic  splenomegaly  (Table  I).  The 
association  of  hypersplenism  with  portal  hyperten- 
sion has  created  two  indications  for  splenectomy  in 
42  patients.  Although  mild  hypersplenism  may  be 
corrected  by  portal  decompression  with  splenec- 
tomy, such  cases  are  not  considered  here. 

Hypersplenism 

Hypersplenism  has  been  the  indication  for  636 
splenectomies.  The  specific  disease  entities  and 
number  of  cases  are  shown  in  Table  II.  Within  this 
large  group  of  patients  are  included  those  with 
evidence  that  the  spleen  is  partially  or  wholly  re- 
sponsible for  depression  of  the  cellular  elements  of 
the  peripheral  blood.  Hypersplenism  denotes  an 
overactivity  of  the  spleen  in  which  one  or  more  of 
the  peripheral  blood  cellular  elements  are  decreased. 
These  cytopenias  may  be  due  to  splenic  phagocy- 
tosis, autoimmune  factors  due  at  least  in  part  to  the 
spleen  or  splenic  humoral  factors  affecting  the  bone 

■^Presented  at  Rhode  Island  Hospital,  Providence,  Rhode 
Island,  May  24,  1963,  under  the  sponsorship  of  the  House 
Officers’  Association.  From  the  Department  of  Surgery, 
The  Ohio  State  University  Medical  Center,  Columbus, 
Ohio. 


marrow.  Realizing  that  considerable  differences  of 
opinion  exist  regarding  the  mechanisms  involved 
in  hypersplenism,1’2,3,4  we  have  tended  to  classify 
patients  into  two  major  groups,  primary  and  sec- 
ondary hypersplenism.  In  primary  hypersplenism 
are  included  essential  thrombocytopenic  purpura, 
congenital  hemolytic  anemia,  and  primary  splenic 
neutropenia  and  pancytopenia.  Thrombocytopenic 
purpura,  hemolytic  anemia,  neutropenia  and  pancy- 
topenia. occurring  during  the  course  of  any  of  the 
chronic  systemic  diseases  listed  in  Table  III,  have 
been  considered  forms  of  secondary  hypersplenism 
when  the  spleen  was  found  a significant  cause  of  the 
cytopenia.  Certain  cases  such  as  Felty’s  syndrome, 
included  here  as  a form  of  secondary  splenic  neutro- 
penia, and  congenital  hemolytic  anemia,  a form  of 
primary  hypersplenism,  may  not  be  considered  by 
some  authors  to  be  due  to  splenic  overactivity.5 
In  addition,  we  have  included  acquired  hemolytic 
anemia  under  secondary  hypersplenism  although 
immunological  factors  are  important  in  the  causa- 
tion of  anemia. 

The  surgeon  is  more  concerned  with  the  prob- 
lems in  preoperative  and  postoperative  manage- 
ment which  relate  to  these  disorders  than  to  specific 
diagnostic  criteria.  Diagnosis  has  been  confirmed 
in  this  large  group  of  patients  by  the  members  of 
the  Hematology  Department,  and  the  fortunate 
results  of  splenectomy  are  in  greater  measure  due 
to  their  efforts. 

The  results  of  splenectomy  are  better  with  pri- 
mary than  with  secondary  hypersplenism.  The 
former  patients  are  relatively  young,  with  the 
average  age  in  the  early  twenties,  and  have  few 
associated  diseases.  The  surgical  risk  is  relatively 
small.  The  mortality  has  been  only  2.3  per  cent. 
Patients  with  secondary  hypersplenism  are  less 
fortunate.  These  diseases,  particularly  leukemia 
and  the  lymphomas,  predispose  to  less  favorable 
surgical  results.  Over  90  per  cent  of  these  patients 
have  an  associated  debilitating  disease  and  two- 
thirds  have  a severe  anemia.  They  are  therefore 
considered  poor  surgical  risks  and  the  mortality 
has  been  11.7  per  cent. 

Hemolytic  Anemia 

In  the  hemolytic  anemias,  the  role  of  the  spleen 
may  be  variable.  The  type  of  anemia  determines  the 
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expected  response  to  splenectomy.  In  congenital 
hemolytic  anemia,  cessation  of  the  hemolytic  proc- 
ess invariably  follows  splenectomy  even  though 
there  is  no  change  in  the  basic  cell  abnormality 
responsible  for  the  anemia.  The  results  with 
hemolytic  anemia  secondary  to  other  more  serious 
diseases  and  with  idiopathic  acquired  hemolytic 
anemia  are  not  as  good.  In  the  latter,  only  53  per 
cent  have  obtained  satisfactory  response  to  splenec- 
tomy. In  these  cases  the  hematologist  must  weigh 
the  advantages  and  dangers  of  preoperative  whole 
blood  transfusions  and  steroids.  Hemolytic  crises 
have  occurred  spontaneously  in  12  per  cent  of  these 
patients,  and  transfusions  may  further  accentuate 
the  hemolytic  process.  Steroids  have  been  more 
helpful  in  some  cases  of  secondary  and  acquired 
hemolytic  anemia  after  the  spleen  has  been  removed. 

Despite  moderate  to  severe  anemia  and  limited 
preoperative  transfusions,  surgery  may  be  per- 
formed safely  with  good  anesthesia.  Although  there 
has  been  a 5.5  per  cent  mortality,  there  have  been 
no  deaths  in  91  patients  with  congenital  hemolytic 
anemia.  Blood  volume  studies  have  shown  an  in- 
crease in  plasma  volume  which  permits  surgery 
without  shock  if  a high  oxygen-anesthetic  mixture 
is  used  and  transfusions  are  given  after  ligation  of 
the  splenic  artery.  The  presence  of  gallstones  should 
be  ascertained  during  surgery ; cholecystectomy 
may  be  performed  if  the  general  status  of  the  patient 
warrants  this  additional  procedure. 

Thrombocytopenic  Purpura 

Patients  with  multiple  petechiae,  gingival  bleed- 
ing and  very  low  platelet  counts  present  the  most 
challenging  splenic  surgical  problem  to  the  surgeon. 
Nearly  all  of  the  241  patients  with  thrombocytopenic 
purpura  have  had  generalized  purpura,  and  many 
have  had  near  zero  peripheral  platelet  levels.  Whole 
blood  volume  deficits  have  been  recorded  and  are 
due  to  loss  of  red  cell  mass  and  plasma  from  hemor- 
rhage. The  dangers  of  increasing  or  initiating  dan- 
gerous hemorrhages  by  nasogastric  or  tracheal 
intubation  must  be  kept  in  mind.  The  better  results 
and  lower  mortality  were  achieved  in  the  206 
patients  with  idiopathic  thrombocytopenic  purpura. 

Steroids 

Although  splenectomy  cannot  be  long  deferred 
in  patients  with  very  low  platelet  levels,  emergency 
splenectomy  has  become  less  frequently  indicated. 
The  use  of  steroids  and  fresh  whole  blood  transfu- 
sions have  definite  advantages  but  have  changed 
little  the  indications  for  surgery.  The  more  fre- 
quent use  of  steroids  since  1955,  has  decreased  the 
number  of  patients  coming  to  surgery  with  less  than 
10,000  platelets  per  cubic  millimeter  from  44  to 
2.8  per  cent.  The  incidence  of  cerebral  hemorrhage 
has  decreased  from  5.0  per  cent  to  3.9  per  cent.  The 
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number  of  splenectomies  required  has,  however, 
not  changed. 

Table  I 

INDICATIONS  FOR  SPLENECTOMY 


Hypersplenism  636 

Incidental*  205 

Portal  Hypertension 54 

Trauma  65 

Symptomatic  12 

Total  972 


^Removal  of  spleen  to  facilitate  other  surgery  for  malig- 
nant or  benign  lesions. 


Table  II 

HYPERSPLENISM 

Idiopathic  Thrombocytopenic  Purpura 206 

Congenital  Hemolytic  Anemia 91 

Primary  Splenic  Neutropenia 21 

Primary  Splenic  Pancytopenia 20 

Secondary  Thrombocytopenic  Purpura 35 

Secondary  Hemolytic  Anemia 86 

Secondary  Splenic  Neutropenia 41 

Secondary  Splenic  Pancytopenia 59 

Acquired  Hemolytic  Anemia 59 

Felty’s  Syndrome 18 

Total  636 


Table  III 

CAUSES  OF  SECONDARY 
HYPERSPLENISM 


Leukemia 55 

Banti’s  Disease  36 

Infections  18 

Boeck’s  Sarcoid 1 3 

Hodgkin’s  Disease  26 

Gaucher's  and  Storage  Disease 4 

Acquired  Hemolytic  Anemia 59 

Felty’s  Syndrome 13 

Sarcomas  18 

Other  56 

( Polycythemia,  Thallasemia,  Myelofibrosis ) 

Total  298 


It  is  important  to  differentiate  between  primary 
and  secondary  thrombocytopenic  purpura  when 
using  steroids  in  management.  Those  patients  with 
thrombocytopenia  secondary  to  measles  or  other 
disorders  may  have  a permanent  remission.  Those 
with  idiopathic  thrombocytopenic  purpura  are  more 
likely  to  recur  with  the  cessation  of  steroid  therapy. 
In  the  large  group  of  patients  with  thrombocyto- 
penic purpura,  one  in  four  was  found  to  respond  to 
steroids  alone  in  comparison  with  four  of  five  who 
responded  to  splenectomy  alone.  \\  hen  splenectomy 
was  performed  after  steroid  therapy,  nine  out  of  ten 

continued,  on  next  page 
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obtained  a good  platelet  response.  Forty  per  cent  of 
the  patients  requiring  splenectomy  have  been  fail- 
ures to  steroid  therapy.  The  response  to  splenec- 
tomy is  more  immediate  than  that  to  steroids.6 

During  the  past  twelve  years,  ACTH  or  steroids 
have  been  used  in  approximately  two-fifths  of  the 
patients  with  hypersplenism.  The  number  of 
splenectomies  required  annually  has  not  changed. 
These  medications  have  advantages  and  disadvan- 
tages. Postoperative  complications  have  been 
doubled6  when  they  were  used.  The  increased  post- 
operative complications,  higher  infection  rate,  and 
delayed  wound  healing  weigh  against  the  advan- 
tages of  improved  surgical  risk  through  higher 
platelets  and  decreased  central  nervous  system 
hemorrhage.  On  the  other  hand,  steroids  are  most 
important  in  those  forms  of  hemolytic  and  thrombo- 
cytopenic hypersplenism  in  which  autoimmune 
factors  play  a significant  role.  Splenectomy  and 
steroids  used  together  may  give  results  not  obtain- 
able with  one  alone. 

Neutropenia  and  Pancytopenia 

Neutropenia  and  pancytopenia  are  less  common 
forms  of  hypersplenism  in  which  it  may  be  difficult 
to  determine  the  role  of  the  spleen  in  the  cytopenias. 
If  there  is  a good  marrow  response  and  the  spleen 
is  shown  to  be  the  major  cause  of  the  cytopenia,  the 
results  of  splenectomy  will  be  satisfactory.  As  with 
the  various  types  of  hemolytic  anemia,  newer  studies 
with  radioactive  tracers  have  suggested  those  cases 
which  are  most  likely  to  respond  to  splenectomy.  In 
secondary  hypersplenic  disorders  the  risk  may  be 
great,  and  only  a meticulous  hematological  evalua- 
tion can  predict  the  response  to  splenectomy. 

Incidental  Splenectomy 

The  need  to  remove  the  spleen  to  facilitate  other 
surgery  has  been  called  “incidental”  splenectomy. 
Splenectomy  has  been  performed  in  102  patients  in 
combination  with  upper  abdominal  procedures  for 
malignancy,  usually  of  the  stomach,  pancreas,  or 
lower  esophagus,  and  in  86  patients  with  surgery 
for  benign  lesions  of  the  stomach  or  pancreas.  In  17 
patients,  the  capsule  of  the  spleen  was  torn  during 
left  colon,  gastric,  pancreatic,  or  other  surgery 
(Table  IV)  ; and  splenectomy  was  considered 
safer  than  attempts  to  control  hemorrhage  by 
sutures  or  pressure.  It  is  important  to  realize  that 

Table  IV 

INCIDENTAL  SPLENECTOMY 


T o Facilitate:  No.  Cases 

Gastrectomy  99 

E soph  agoga  s tree  to  my  29 

Pancreatectomy  27 

Colectomy  and  Adrenalectomy 23 

Vagotomy  and  Diaph.  Hernia  Repair 16 

Other  1 1 

Total  205 
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traction  on  the  gastrosplenic  and  splenocolic  liga- 
ment may  tear  the  capsule  ; therefore,  the  left  upper 
abdomen  should  be  inspected  before  abdominal 
closure  after  gastric  and  colon  surgery.  Although 
splenectomy  is  often  required  with  major  surgical 
procedures,  there  is  no  evidence  that  it  adds  to  the 
incidence  of  postoperative  complications.  The  mor- 
tality of  15.1  per  cent  is  related  to  the  associated 
surgery  and  frequent  presence  of  malignancy. 

Trauma 

Rupture  of  the  spleen  is  the  most  common  indica- 
tion for  splenectomy  in  the  practice  of  many 
surgeons.  The  diagnostic  criteria  and  frequent 
associated  injuries  significantly  affect  the  results. 
In  65  patients  with  rupture  of  the  spleen,  nearly 
half  had  one  or  more  injuries  which  detracted  from 
the  splenic  injury  and  increased  morbidity  and 
mortality.  The  mortality  of  15  per  cent  could  not  be 
ascribed  primarily  to  splenic  injury.  Head,  chest, 
and  multiple  intra-abdominal  organ  injuries  were 
more  important. 

Delayed  splenic  rupture  occurred  in  one  in  five 
patients  with  splenic  injury.  Most  showed  the  same 
signs  as  acute  rupture  within  two  weeks  of  injury. 
Cognizance  of  this  occurrence  of  delayed  rupture  of 
a subcapsular  or  parenchymal  hematoma  will  pre- 
vent the  dangerous  delay  of  necessary  surgery.  In 
both  primary  and  delayed  ruptures,  splenectomy 
with  a thorough  exploration  of  the  abdomen  for 
other  inj  uries  must  be  performed  promptly. 

No  specific  diagnostic  criteria  have  been  found 
which  are  better  than  the  presence  of  pain,  tender- 
ness, or  changing  signs  on  repeated  clinical  evalu- 
ation.7 Needle  paracentesis  has  yielded  only  a few 
false  positive  results.  Experimental  studies8  of 
abdominal  trauma  suggest  that  subcapsular  injury 
may  be  missed  unless  there  are  other  indications  for 
abdominal  exploration.  Peritoneal  taps  will  be  of 
less  value  unless  performed  carefully  with  a long 
spinal  needle. 

Portal  Hypertension 

Portal  hypertension,  with  or  without  hyper- 
splenism, has  been  treated  by  splenectomy  usually 
in  combination  with  venous  shunts.  Although 
hypersplenism  can  be  corrected  by  portacaval  shunt, 
only  those  patients  having  splenectomy  are  included 
here.  Of  54  patients  requiring  surgery  for  hepato- 
splenopathy,  78  per  cent  also  had  hypersplenism. 
Two-thirds  had  thrombocytopenia  and  two-thirds 
had  neutropenia.  Over  one-third  had  pancytopenia. 

Several  procedures  have  been  used  in  the  man- 
agement of  portal  hypertension  in  combination  with 
splenectomy.  In  37  patients  a splenorenal  shunt  was 
performed,  while  a portacaval  shunt  was  used  in 
five  because  of  technical  problems  which  prevented 
a splenorenal  shunt.  Other  procedures,  such  as 
esophagogastrectomy  with  splenectomy  and  splenec- 
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tomy  alone  in  the  presence  of  splenic  vein  throm- 
bosis. have  been  used  less  often.  Splenoportography 
has  been  the  best  aid  in  the  selection  of  the  prefer- 
able shunt  in  recent  years.  Splenorenal  shunt  has 
been  used  in  more  of  these  patients  because  of  the 
frequently  associated  hypersplenism  and  good 
results  obtained  with  this  procedure.  In  a few  cases 
in  which  only  splenectomy  was  performed  for  com- 
bined hypersplenism  and  portal  hypertension,  sub- 
sequent portacaval  shunts  have  been  performed. 
The  mortality  with  these  procedures  has  been  9.2 
per  cent. 

Splenectomy 

The  technique  of  splenectomy  should  be  meticu- 
lous and  provide  careful  hemostasis.  Although  rapid 
deliverance  of  the  normal  ruptured  spleen  into  the 
wound  may  be  feasible,  tears  of  the  short  gastric 
vessels  or  inferior  polar  varices  when  present  will 
cause  excessive  blood  loss.  These  are  prevented  by 
a carefully  planned  technique  which  incorporates 
early  ligation  of  the  splenic  artery,  individual  divi- 
sion and  ligation  of  the  vasa  brevia,  and  double  liga- 
tion of  arteries  and  veins  of  the  splenic  pedicle  after 
gently  displacing  the  tail  of  the  pancreas  from  the 
hilum. 

The  spleen  can  be  removed  and  the  abdomen  ade- 
quately explored  through  a liberal  left  paramedian 
or  midline  incision  carried  high  into  the  xiphocostal 
angle.  Through  an  opening  in  the  gastrocolic  omen- 
tum. the  splenic  artery  is  doubly  ligated  at  its  most 
accessible  place  along  the  superior  border  of  the 
pancreas.  Subsequent  steps  of  splenectomy  are 
facilitated  through  decreased  blood  loss,  and  blood 
may  be  given  with  less  danger  of  hemolytic  reaction. 
Each  of  the  vasa  brevia  is  carefully  ligated,  the 
uppermost  being  more  difficult  because  of  the  close 
proximity  of  the  spleen  and  stomach.  Once  they 
are  severed,  the  posterior  peritoneal  reflection  can 
be  transected,  usually  without  ligating  vessels,  be- 
ginning at  the  lower  pole  and  extending  postero- 
superiorly  behind  the  spleen.  Blunt  dissection  then 
brings  the  spleen  into  the  wound  where  the  pan- 
creas is  gently  displaced  from  the  hilum  and  all 
vessels  doubly  clamped,  divided,  and  ligated. 

After  splenectomy,  a careful  search  is  made  for 
accessory  spleens  in  patients  with  hypersplenism. 
These  were  found  in  17.5  per  cent,  being  more  fre- 
quent (19  per  cent)  in  patients  with  primary  hyper- 
splenism. Before  abdominal  closure,  biopsy  of  the 
liver  and  retroperitoneal  and  mesenteric  nodes  have 
been  taken  for  further  evaluation  of  the  reticulo- 
endothelial system.  Nodes  along  the  superior  border 
of  the  pancreas  are  almost  always  available  and  in  a 
number  of  cases  have  shown  a disease  process  which 
changed  a previous  diagnosis  of  primary  hyper- 
splenism to  secondary  hypersplenism. 

Although  infection  may  be  an  early  postoperative 


complication,  an  increase  in  fatal  infections  after 
splenectomy  has  not  been  noted.6  Left  subphrenic 
blood  collections  associated  with  atelectasis  and 
occasionally  pneumonia  or  subphrenic  abscess  are 
the  more  serious  complications.  These  complica- 
tions have  been  twice  as  frequent  in  patients  who 
have  received  steroids. 

Summary 

The  major  indications  for  splenectomy  include 
hypersplenism.  traumatic  rupture,  portal  hyperten- 
sion. symptomatic  splenomegaly,  and  incidental 
removal  to  facilitate  other  surgery.  Of  972  splenec- 
tomies. hypersplenism  was  the  indication  for  sur- 
gery in  nearly  two-thirds.  In  this  large  group  of 
patients  the  results  of  surgery  depend  primarily  on 
the  accuracy  of  hematologic  diagnosis. 

The  mortality  varies  with  the  indication  for 
splenectomy.  Despite  anemia  and  low  blood  platelet 
levels,  a low  morbidity  can  be  obtained  with  pri- 
mary hypersplenism ; however,  the  serious  chronic 
systemic  diseases  with  which  secondary  hvper- 
splenism  is  associated  significantly  increase  the 
morbidity  and  mortality.  Complications  are  doubled 
by  the  use  of  steroids.  The  mortality  in  the  case  of 
splenic  rupture  is  related  to  the  incidence  of  other 
significant  injuries.  Incidental  removal  of  the 
spleen  has  not  significantly  increased  the  mortality 
of  other  major  abdominal  procedures  and  is  safer 
than  pressure  or  ligature  control  of  splenic  capsular 
tears.  Splenectomy  has  been  frequently  combined 
with  splenorenal  shunt  in  the  management  of  portal 
hypertension  and  hypersplenism  with  a satisfactorv 
mortality. 

With  the  several  indications  for  surgery,  careful 
attention  to  details  in  diagnosis,  careful  preoper- 
ative preparation,  and  a meticulous  technique  of 
splenectomy  are  important  to  obtain  good  results. 

University  Hospital,  Columbus  10,  Ohio 
References 

1Doan,  C.  A. : Hypersplenism.  Bull.  N.Y.  Acad.  Med.  25  : 
625,  1949 

2Evans,  R.  S. ; Takakashi,  K. ; Duane,  R.  T. ; Payne,  R.. 
and  Liu,  C.  K. : Primary  Thrombocytopenic  Purpura  and 
Acquired  Hemolytic  Anemia.  Arch.  Int.  Med.  87 :48,  1951 
3Dameshek,  W.,  and  W elch,  C.  S. : Hypersplenism  and 
Surgery  of  the  Spleen.  Grune  and  Stratton,  Inc.  N.Y.,  1952 
4Harrington,  W.  J.,  and  others  : Immunologic  Mechanisms 
in  Idiopathic  and  Neonatal  Thrombocytopenic  Purpura. 
Ann.  Int.  Med.  38  :433,  1953 

5 Ashby,  W.  B.,  and  Ballinger,  W.  S.,  II  : Indications  for 
Splenectomy.  Arch.  Surg.  85  :913,  1962 
6Doan,  C.  A.;  Wiseman,  B.  K.,  and  Bouroncle,  B.  A.: 
Hypersplenic  Cytopenic  Syndromes  : A 25  Year  Experi- 
ence with  Special  Reference  to  Splenectomy.  Proc.  Inter- 
nat.  Soc.  Hematol.,  p.  429,  1956 

'Williams,  R.  D.,  and  Zollinger,  R.  M. : Diagnostic  and 
Prognostic  Factors  in  Abdominal  Trauma.  Amer.  J.  Surg. 
97:  575,  1959 

sBaxter,  C.,and  Williams,  R.  D. : Blunt  Abdominal  Trauma. 
J.  of  Trauma  1 :241.  1961 


424 


RHODE  ISLAND  MEDICAL  JOURNAL 


TTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTT' 


CAN  YOU  NAME  IT? 

Conducted  by  Thomas  Forsythe,  m.d.,  Associate  Roentgenologist , 
Department  of  Roentgenology,  Rhode  Island  Hospital 


The  patient:  A 59-year  old  female  with  intermittent  abdominal  pain  of 
one  year  duration. 

What’ s your  diagnosis:  Gastric  ulcer?  Leiomyoma  of  the  stomach?  Splenic 
artery  aneurysm?  Echinococcus  cyst? 


NOTE : In  accordance  with  our  policy  of  improving  the  interest  of  your  Journal,  we  are  inaugurating  in 
this  issue  a new  department  to  be  conducted  by  Dr.  Thomas  Forsythe,  associate  roentgenologist 
at  Rhode  Island  Hospital.  Each  month,  space  permitting,  we  shall  publish  an  x-ray  film  represent- 
ing an  interesting  diagnostic  problem.  Try  your  skill.  . . . THE  EDITORS. 

(For  this  month’s  answer  see  Page  433.) 


Editorials 


ADRENOLYTIC  AGENTS  IN 

/TpHE  current  coxcept  that  some  of  the  delete- 
■*-  rious  consequences  of  congestive  failure  are 
produced  by  an  overabundant  secretion  of  aldo- 
sterone has  an  analogy  in  recent  work  indicating 
that  shock-like  states  set  up  a vicious  cycle  bv 
stimulating  an  overproduction  of  catecholamines 
(epinephrine  and  norepinephrine) . It  has  long  been 
recognized  that  epinephrine  is  contra-indicated  in 
the  treatment  of  surgical  shock  because  it  causes 
vasconstriction  in  vital  organs,  even  while  it  is  rais- 
ing blood  pressure.  There  is  now  reason  to  believe 
that  nature  itself  contributes  to  this  deleterious 
effect. 

Glaviano  and  co-workers  at  the  University  of 
Illinois  have  recently  demonstrated  that  anaes- 
thetized dogs  respond  to  hemorrhagic  hypotension 
by  a highly  significant  increase  in  adrenal  vein 
plasma  epinephrine  levels.  The  adrenal  medulla  in 
hemorrhagic  shock  is  observed  to  continue  to  secrete 
epinephrine  at  very  low  blood  pressure  characteris- 
tic of  terminal  shock.  C.  W.  Lillehei  and  his  group 
at  the  University  of  Minnesota  have  also  demon- 
strated a rise  in  plasma  catecholamines  to  toxic 
levels  both  experimentiallv  in  shock  and  clinically 
during  extracorporeal  circulation.  They  believe  that 
the  depression  of  renal  circulation  and  the  tissue 
acidosis  accompanying  these  states  is  in  part  due  to 
increased  levels  of  catecholamines.  The  latter  group 
have  further  demonstrated  that  the  adrenolytic 
agents  (e.g.  Dibenzyline®)  combined  with  corti- 

ISAAC  RAY 

The  Harvard  University  Press  has  recently 
published  a new  edition  of  a minor  classic  of  the 
medical  literature  titled  A Treatise  on  the  Medical 
Jurisprudence  of  Insanity,  edited  by  Winfred  Over- 
holser  (1962).  The  J.A.M.A,  in  its  April  27,  1963. 
issue  took  dual  notice  of  this  publishing  event, 
carrying  both  a book  review  and  editorial  comment. 
Doctor  Marjorie  C.  Meehan  of  Chicago  in  the  re- 
view stated  : ‘‘First  published  in  1838,  Ray’s  classic 
work  was  the  first  systematic  treatise  in  English 
which  discussed  the  relations  of  law  and  mental  ill- 
ness. It  is  well  worth  a reissue.  . . . His  concepts  of 
legal  problems  had  widespread  influence  during  his 
lifetime  and  still  form  the  basis  of  most  forensic 


THE  TREATMENT  OF  SHOCK 

sone  and  adequate  restoration  of  blood  volume  ( the 
latter  a sine  qua  non)  constitute  a superior  prophy- 
lactic or  after  treatment  of  shock  caused  by  Gram- 
negative infections.  Lindseth  of  St.  Paul  has  also 
found  Dibenzyline®  beneficial  in  animals  subjected 
to  endotoxin  shock.  Lillehei  has  tested  this  hvpo- 
thesis  on  patients  undergoing  extracorporeal  cir- 
culation. and  concludes  that  data  indicate  that  the 
adrenolytic  agents  are  of  significant  value  in  pre- 
venting the  deterious  effect  of  prolonged  cardio- 
pulmonary bypass,  and  suggests  that  other  types  of 
shock  would  be  similarly  benefited.  Hershey,  et  al. 
of  Xew  York  have  found  Dibenzyline®  to  be  bene- 
ficial in  experimental  shock  in  dogs  caused  by  intes- 
tinal ischemia.  Clinical  cases  are  now  being  reported 
in  which  application  of  this  concept  appears  to  be 
producing  beneficial  effects. 

It  is  probable  that  the  days  of  Levophed®  and 
Aramine®  administration  in  refractory  shock  are 
about  over.  On  the  contrary,  the  discover v that 
shock  stimulates  overproduction  of  catecholamines 
gives  rationale  to  the  judicious  administration  of 
adrenolytic  agents  in  clinical  shock-like  states  pro- 
vided of  course  that  it  is  accompanied  by  adequate 
correction  of  the  hypovolemia.  Present  concepts  in 
the  treatment  of  severe  shock  call  for  transfusion, 
adrenolytic  agents  (Dibenzyline®  is  safe  and  con- 
venient ) , and  probably  also  the  administration  of 
cortisone. 

1807-1881 

psychiatry  today.  This  book  is  worth  reading  as  a 
historical  document.  Also  it  stimulates  thought  on 
the  nature  of  mental  illness  and  the  problems  to 
which  such  illness  gives  rise.” 

Editorially  the  Journal  stated : “In  1838  appeared 
A Treatise  on  the  Medical  Jurisprudence  of  Insan- 
ity. ...  Its  author,  Isaac  Ray,  was  31  years  old.  He 
had  received  his  M.D.  11  years  earlier,  practised 
briefly  in  Portland,  Maine,  where  he  gave  lectures 
on  natural  history,  and  had  been  a general  prac- 
titioner in  Eastport.  a Maine  fishing  village  for  the 
immediately  preceding  years.  The  treatise  contains 
an  extensive  series  of  reports  from  the  legal  and 
medical  literature  of  Germany,  France.  England. 

continued  on  next  page 
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and  the  United  States,  but  the  book  is  not  a mere 
compilation  of  case  reports  and  other  people’s  opin- 
ions. It  is  a well-written  and  well-reasoned  exposi- 
tion of  mental  disturbances  and  the  law,  the  first  of 
its  kind  to  appear  in  English. 

“The  book  shows  clear  thought  and  depth  of 
understanding  . . . the  viewpoint  and  ideas  ex- 
pressed therein  have  gained  steady  acceptance.  . . . 
His  familiarity  with  the  leading  writers  ...  is 
apparent.  It  is  amazing  that  he  should  have  had  the 
time  and  energy  to  accumulate  the  necessary  books 
and  to  read,  analyze,  and  compare  them. . . . That  it 
[his  Treatise]  should  have  been  completed  in  a few 
years  by  a young  man  living  far  from  large  libraries, 
engaged  in  general  practise,  and  not  supported  by 
grants  from  foundations  is  almost  incomprehensi- 
ble. Must  we  assume  that,  for  some  reason,  it  was 
easier  to  read,  think  and  write  in  the  19th  century 
than  in  the  20th  century?” 

We  shall  not  attempt  to  answer  this  rhetorical 
question,  although  we  have  given  it  much  editorial 
cogitation.  We  take  notice  of  this  publishing  event 
for  yet  another  reason,  overlooked  in  both  of  these 
commentaries.  Isaac  Ray  spent  an  important  part  of 
his  life  in  Rhode  Island.  Although  the  book  referred 
to  was  written  before  he  arrived  in  these  sacred 
precincts,  Rhode  Island  had  the  good  sense  to 
recognize  his  substantial  talents  and  to  bring  him 
into  its  professional  life. 

After  the  publication  of  his  excellent  work,  Ray, 
a native  of  Beverly,  Massachusetts,  and  a graduate 
(M.D.)  ofBowdoin  in  1827, became  superintendent 
of  the  Maine  State  Insane  Asylum  at  Augusta  in 
1841.  Following  the  granting  of  a charter  to  Butler 
Hospital  in  1844,  search  began  for  an  outstanding- 
superintendent,  utilizing  the  good  offices  of  Doctor 
Luther  V.  Bell,  superintendent  of  McLean  Asylum 
for  the  Insane  at  Charlestown,  Massachusetts.  Bell 
wrote  of  Isaac  Ray : “I  have  known  him  from  boy- 
hood. He  is  a man  of  highest  integrity  and  purity 
of  character ; of  excellent  common  sense  and  dis- 
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cretion ; of  the  highest  intellectual  vigor ; — a man 
whose  first  appearance  may  not  be  so  attractive  as 
many,  but  who  will  continue  to  grow  and  gain  in 
the  confidence  and  regard  of  the  community.  His 
wife  too  (circumstance  of  no  small  importance)  is 
a woman  of  exceedingly  well  balanced  character  — 
of  education,  refinement,  and  prudence.”  Later  Bell 
added,  regarding  his  selection  : “In  my  opinion  none 
better  could  be  made  for  the  institution.”  Ray  as- 
sumed his  new  responsibilities  upon  the  opening  of 
the  hospital  on  December  1,  1847.  The  great  success 
of  the  institution  and  its  world-wide  fame,  due 
largely  to  his  abundant  talents,  are  another  storv. 
B ay  became  a prominent  member  of  the  local  med- 
ical community.  In  1850  he  was  elected  a Fellow  of 
the  Rhode  Island  Medical  Society,  and  served  as  its 
President  from  1856  to  1860.  He  was  for  several 
years  a member  of  the  Publications  Committee  of 
the  Communications  of  the  Rhode  Island  Medical 
Society,  the  predecessor  of  this  Journal , and  also 
chairman  of  the  Committee  of  the  Rhode  Island 
Medical  Society  on  the  Plan  of  the  Rhode  Island 
Hospital,  organized  in  December  1863  to  consult 
with  the  Trustees  of  that  new  institution  regarding 
architectural,  building,  and  professional  problems. 

Copies  of  the  five  editions  of  his  influential  Trea- 
tise published  during  his  life-time  may  be  found  in 
the  collections  of  our  amazing  library.  During  1865 
Ray  submitted  his  resignation  to  Butler  for  reasons 
of  ill  health,  and  stepped  aside  in  favor  of  his  suc- 
cessor at  the  close  of  1866.  He  then  removed  to 
Philadelphia  where  he  practiced  for  a number  of 
years,  although  he  occasionally  returned  to  his  old 
haunts  to  renew  friendships  and  to  lend  his  counsel. 
In  1879  he  was  awarded  an  honorary  LL.D.  by 
Brown  University.  On  his  last  visit  to  Providence 
in  1881,  he  suggested  the  need  of  a new  barn  at  the 
Hospital  to  house  horses  and  carriages,  and  also 
farm  machinery,  and  contributed  $1000  to  this  en- 
terprise. Shortly  thereafter  on  March  31,  1881,  he 
joined  his  Yankee  forebears. 


Health  Insurance  Coverage  Figures 

The  health  insurance  coverage  figures  for  all  insuring  organizations  for  December  31, 
1961,  and  December  31,  1962,  and  the  estimated  figures  for  June  1,  1963,  follow : 


Type  of  Coverage  1961  1962  June  1, 1963  (Est.) 

Hospital  Expense  136,522,000  141,151,000  143,000,000 

Surgical  Expense  126,940,000  131,185,000  133,000,000 

Regular  Medical  Expense  94,209,000  98,204,000  100,000,000 

Major  Medical  Expense 34,138,000  38,250,000  40,000,000 

Loss  of  Income 43,055,000  44,902,000  45,000,000 
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Fiske  Fund  Prize  Dissertation 


The  Trustees  of  the  Fiske  Fund  of  The  Rhode  Island  Medical 
Society  announce  the  following  subject  for  the  Prize  Dissertation 


For  the  best  dissertation  on  the  subject  worthy  of  a premium 
they  offer  the  sum  of  five  hundred  dollars  ($500.00).  The  disser- 
tation will  be  particularly  graded  on  the  basis  of  original  work  by 
the  author.  Each  competitor  for  the  premium  is  expected  to  conform 
with  the  following  regulations : 

To  forward  to  the  secretary  of  the  Trustees  on  or  before  the 
eleventh  day  of  December  1963,  free  of  all  expense,  a copy  of  his 
dissertation  with  a motto  thereon,  and  also  accompanying  it  a sealed 
envelope  bearing  the  same  motto,  inscribed  on  the  outside,  with  his 
name  and  address  within. 

Previous  to  receiving  the  premium  awarded,  the  author  of  the 
successful  dissertation  must  transfer  to  the  Trustees  all  his  right,  title 
and  interest  in  and  to  the  same,  for  the  use,  benefit,  and  advantage 
of  the  Fiske  Fund. 

Dissertations,  other  than  the  successful  one,  will  be  returned  to 
the  authors. 

The  dissertations  must  be  typewritten,  double  spaced  on  stand- 
ard typewriter  paper  and  should  not  exceed  10,000  words. 


19G3 


of  1963: 


TRUSTEES,  CALEB  FISKE  FUND 


Secretary 

John  E.  Farrell,  Sc.D. 

106  Francis  Street 
Providence  3,  Rhode  Island 


Thomas  Perry,  Jr.,  M.D. 
Samuel  Nathans,  M.D. 
John  C.  Ham,  M.D. 
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MORBIDITY  REPORTING 


Joseph  E.  Cannon,  m.d.,  m.p.h.,  Director,  Department  of  Health,  State  of  Rhode  Island 


Tt  has  long  been  recognized  that  one  of  the 
foundations  of  effective  preventative  medicine 
is  good  disease  morbidity  reporting.  It  is  also  well 
known  that  good  morbidity  reporting  is  a rare 
phenomenon.  The  Department  of  Health  has  re- 
cently re-examined  its  disease  morbidity  reporting 
laws  and  regulations  and  has  in  several  instances 
drastically  revised  procedures  in  an  effort  to  pro- 
duce an  efficient,  realistic  system  which  minimizes 
the  demands  on  the  attending  physician. 

Below  are  published  the  amendment  to  the  law 
effected  this  year,  and  also  the  new  regulations  of 
the  Department.  Comparison  with  the  old  law  will 
reveal  the  latter  to  be  inflexible  and  arbitrary  in  its 
specificity.  Inaccuracies,  such  as  the  inclusion  of 
pellagra  with  the  communicable  diseases,  could  only 
be  corrected  by  an  act  of  the  State  Legislature.  The 
new  law,  written  in  more  general  terms,  permits 
rapid  up-dating  of  procedures  to  conform  with  and 
take  advantage  of  the  rapidly  changing  concepts  of 
disease  etiology  and  treatment.  Regulations  cover- 
ing reporting  procedures  have  been  simplified  and 
made  more  realistic.  Many  diseases  which  occur 
with  high  frequency  are  now  reported  simply  by 
total  number  of  cases  seen  during  a given  period  of 
time.  Specific  identity  of  cases  is  requested  only  for 
diseases  of  low  frequency  but  of  high  epidemiolog- 
ical interest  or  in  situations  presenting  an  epidemic 
threat  to  the  community.  The  new  regulations  spe- 
cifically guarantee  the  confidentiality  of  this  infor- 
mation. Reporting  physicians  are  free  to  choose  the 
most  convenient  means  of  reporting  (e.g.  telephone, 
letter,  etc.).  The  overall  aim  has  been  to  produce  a 
realistic,  rational  system  which,  although  charging 
the  physician  directly  with  the  responsibility  of  re- 
porting, takes  cognizance  of  his  already  busy  sched- 
ule by  minimizing  its  demands  for  his  time  and  at 
the  same  time  establishes  a simple,  direct  course  of 
action  to  be  taken  in  serious,  potentially  epidemic 
situations. 

A corollary  responsibility  of  the  Department  of 
Health  is  not  only  to  collect  information  via  mor- 
bidity reporting  laws  and  regulations  but  also  to 
make  this  information  available  for  use  by  the  phy- 
sicians who  are  charged  with  the  responsibility  of 
reporting.  Prior  to  December  1962,  this  was  not 
done  with  any  regularity.  Since  then,  however,  the 
Division  of  Epidemiology  has  published  a bi-weekly 


Communicable  Disease  Report  which  is  mailed  free 
of  charge  to  all  licensed  physicians  and  other  ancil- 
lary health  personnel  in  the  State,  other  State  health 
departments,  medical  centers  and  Federal  health 
agencies.  This  report  summarizes  morbidity  data 
and  presents  additional  information  of  current  im- 
portance. The  accuracy  of  the  data  it  presents  is  a 
reflection  of  the  degree  of  participation  of  the 
physicians  of  this  State  in  the  disease  morbidity 
reporting  program. 

jk  H1 

NEW  LAW 

IX  AMENDMENT  OF  SECTION  23-8-1 
OF  THE  GENERAL  LAWS,  IN 
CHAPTER  23-8  ENTITLED. 
“QUARANTINE  GENERALLY.” 

SECTION  1 — Section  23-8-1  of  the  general 
laws  in  chapter  23-8  entitled,  “Quarantine  Gen- 
erally”, is  hereby  amended  to  read  as  follows : 

“23-8-1.  Reports  of  Communicable  Diseases.  — 
In  addition  to  the  provisions  of  chapters  10  and  11 
of  this  title,  the  director  of  the  department  of  health 
may  by  regulation  declare  any  disease  to  be  a re- 
portable disease  and  every  physician  or  other  person 
having  knowledge  of  a case  or  suspected  case  of  a 
reportable  disease  shall  give  notice  to  the  depart- 
ment of  health  in  a manner  prescribed  by  the 
director.  The  director  may  add  or  remove,  at  any 
time,  the  name  of  any  disease  to  or  from  the  list  of 
diseases  which  he  shall  declare  to  be  reportable  and 
may,  at  any  time,  revise  the  manner  of  reporting. 
The  regulations  in  respect  to  the  reportable  diseases 
shall  state  the  time  within  which  the  notification  to 
the  department  of  health  must  be  made,  the  indi- 
vidual by  whom  it  is  to  be  made,  the  method, 
whether  by  writing,  telegraph  or  telephone,  in 
which  it  shall  be  made,  and  whether  the  case  or 
suspected  case  is  to  be  identified  by  name,  address 
and  date  of  onset  of  illness. 

Section  2.  This  act  shall  take  effect  upon  its 
passage  and  all  acts  and  parts  of  acts  inconsistent 
herewith  are  hereby  repealed. 

^ Hs 

Department  of  Health 
Rules  and  Regulations 

In  accordance  with  the  provisions  of  Section 
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1.  Chapter  8,  in  Title  23,  in  the  General  Laws  of 
1956  as  amended  by  Chapter  88  of  the  Public  Laws 
of  1963,  the  following  rules  and  regulations  are 
promulgated  by  the  Director  of  Health. 


REPORTIXG  OF  COMMUNICABLE 
DISEASES 

1.  Responsibility  for  Reporting. 

The  basic  responsibility  for  reporting  the  below 
listed  diseases  lies  with  those  individuals  licensed 
to  practice  the  healing  arts,  as  defined  in  Section 

2.  Chapter  28.  Title  5 of  the  General  Laws  of  1956. 
attending  the  case  or  suspected  case.  When  diag- 
nosis or  suspected  diagnosis  of  a case  is  made  within 
a hospital,  the  hospital  superintendent  is  addition- 
ally charged  with  the  responsibility  of  insuring  the 
reporting  of  the  case  in  accordance  with  the  below 
outlined  procedures.  Local  health  officers  and  the 
State  Department  of  Health  shall  do  all  in  their 
power  to  insure  that  the  above-named  individuals 
are  aware  of  their  responsibilities  and  that  the  re- 
porting procedures  shall  be  made  known  to  those 
concerned  therewith  and  that  they  are  observed. 

The  reportable  diseases  listed  below  fall  into  one 
of  three  categories.  The  first  category  are  those 
diseases  which  are  reportable  but  in  which  the  iden- 
tity of  the  case  is  not  required.  The  second  category 
are  those  diseases  which  are  reportable  and  in  which 
the  identity  of  the  case  is  required.  The  third  cate- 
gory are  those  diseases  in  which  the  procedure  for 
their  reporting  and  the  ramifications  thereof  are 
more  explicitly  covered  in  chapters  10.  11.  and  13. 
in  Title  23,  of  the  General  Laws  of  1956. 


II.  Reportable  Diseases;  Category  1:  Identity  of 
case  not  required 

Animal  bites  Measles  Staphylococcal  Infections 

Chickenpox  Mumps  Streptococcal  Infections 

Influenza  Rubella  (German  Whooping  Cough 

Measles) 

These  diseases  are  to  be  reported  at  weekly  Inter- 
vals to  the  local  health  officer  by  the  total  number 
of  cases  or  suspected  cases  of  each  disease  attended 
during  the  preceding  seven  day  period.  Reporting 
to  the  local  health  officer  may  be  made  by  any  con- 
venient communications  medium.  It  is  suggested 
that  reports  to  the  health  officers  be  submitted  on 
Fridays. 


III.  Reportable  Diseases;  Categorv  2:  Identitv  of 


case  required 

Anthrax 
Amebiasis 
Brucellosis 
Botulism 
*Cholera 
Dengue 
Diphtheria 
Encephalitis 
Epidemic  diarrhea 


Ornithosis  (Psittacosis) 
Poliomyelitis 
*Plague 
Rabies 

* Relapsing  fever 
Rheumatic  fever 
Rickettsioses 
(including  *Tvphus) 
Salmonellosis 


of  the  newborn 
Hepatitis,  infectious 
Hepatitis,  serum 
Histoplasmosis 
Leptospirosis 
Leprosy 
Malaria 

Meningitis,  aseptic 
Meningitis,  bacterial 


(inc.  typhoid) 
Shigellosis 
* Smallpox 
Tetanus 
Trachoma 
Trichinosis 
Tularemia 
* Yellow  Fever 


^Internationally  quarantinable  diseases. 


These  diseases  are  to  be  reported  by  the  most 
convenient  means  within  twenty-four  hours  of  diag- 
nosis or  suspected  diagnosis  to  the  local  health 
officer,  giving  the  name  of  the  case,  or  suspected 
case,  usual  address,  age,  and  sex.  If  for  any  reason 
it  is  not  possible  to  notify  the  local  health  officer, 
the  State  Health  Department  should  be  notified.  In 
addition,  where  there  is  an  epidemic  threat  to  the 
community,  either  the  original  reporting  agent  or 
agency  or  the  local  health  officer  shall  immediately 
notify  the  State  Health  Department  of  the  existence 
of  the  case  or  suspected  case.  These  reports  are  to 
be  considered  confidential  and  not  open  to  public 
inspection. 


IV.  Reportable  Diseases  : Category  3 : Tuberculo- 
sis, Venereal  Diseases 

Tuberculosis  (all  forms)  Syphilis  (all  stages) 

Gonorrhea 

Chancroid 

Lymphogranuloma  venereum 
Granuloma  inguinale 

Reporting  of  these  diseases  is  detailed  in  Chap- 
ters 10.  11,  and  13  in  Title  23,  of  the  General  Laws 
of  Rhode  Island.  Briefly,  reporting  is  by  confiden- 
tial morbidity  cards  mailed  by  the  attending  physi- 
cian directly  to  the  State  Health  Department  by 
first  class  mail.  No  report  is  made  to  the  local  health 
officer.  Morbidity  report  cards  are  supplied  by  the 
State  Health  Department.  A different  form  is  used 
for  tuberculosis  and  for  venereal  diseases.  All  infor- 
mation concerning  cases  or  suspected  cases  is  con- 
sidered confidential  and  not  open  to  public  inspec- 
tion. 


Y.  Reporting  Duties  of  the  Local  Health  Officer 
At  weekly  intervals,  preferably  at  the  close  of 
each  week,  the  local  health  officer  must  submit  a 
report  of  all  diseases  reported  to  him  during  the 
preceding  week,  on  forms  supplied  by  the  State 
Health  Department.  This  report  shall  include  all 
cases,  if  any,  previously  reported  directly  to  the 
State  Health  Department  as  epidemic  threats.  A 
weekly  report  must  be  made  even  if  no  diseases 
have  been  reported  to  the  local  health  officer.  The 
report  forms  provide  for  this  contingency.  Report 
forms  are  to  be  mailed  to  the  State  Health  Depart- 
ment by  first  class  mail  and  the  information  con- 
tained therein  shall  be  considered  confidential  and 
not  open  to  public  inspection. 
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Baby  Crop  Reaches  Peak  In  Summer 

With  the  hot  and  humid  summer  months  at  hand, 
America's  version  of  the  population  explosion  is 
due  to  reach  its  peak,  the  Health  Insurance  Institute 
reports 

Obstetricians  and  maternity  ward  nurses  can  ex- 
pect little  rest  in  the  days  ahead  because  the  months 
of  July,  August  and  September  traditionally  are  the 
time  when  more  babies  are  born  in  the  United 
States  than  during  any  like  period. 

Last  year  was  no  exception,  July,  August,  and 
September  were  the  top  three  months  in  births 
during  1962.  August  was  first  with  373,000  births, 
September  followed  with  367,000  and  July  was 
third  with  366,000,  said  the  Institute.  Combined 
they  accounted  for  1,106,000  births,  or  26.5  per 
cent  of  the  year’s  total.  The  low  month  was  Febru- 
ary with  318,000  births. 

There  were  4,167,000  births  throughout  the  na- 
tion last  year,  the  lowest  total  since  1955.  The 
Institute  said  approximately  65  per  cent  of  these 
babies  had  part  of  the  initial  medical  expenses  paid 
through  health  insurance. 

Thus,  the  delivery  of  some  2.7  million  infants 
was  covered  by  health  insurance.  The  Institute  esti- 
mated that  the  total  maternity  benefit  payments 
made  by  all  insuring  organizations  were 
$680,000,000  last  year. 

This  works  out  to  an  average  of  $250  paid  by 
health  insurance  toward  the  hospital,  surgical  and 
medical  care  connected  with  each  of  the  insured 
births. 

Today  the  average  pre-natal  and  delivery  cost  of 
having  a baby  is  about  $300,  nearly  double  30  years 
ago. 

Enzyme  Resource  Center  To  Be  Located  At  Tufts 

A contract  for  establishment  of  a New  England 
Enzyme  Resource  at  Tufts  University  School  of 
Medicine  has  been  negotiated  with  Tufts  University 
by  the  U.  S.  Public  Health  Service,  it  has  been  an- 
nounced by  Dr.  Luther  L.  Terry,  U.  S.  Public 
Health  Service  Surgeon  General.  The  contract  in- 


volves $644,900  for  the  first  18  months  operation, 
with  program  administration  assigned  to  the  NIH 
Division  of  Research  Facilities  and  Resources. 

The  new  facility,  established  to  provide  a much 
needed  special  resource,  primarily  to  medical  re- 
search in  New  England,  will  be  located  in  a building 
adiacent  to  Tufts  University  School  of  Medicine 
within  the  Tufts- New  England  Medical  Center 
complex  in  downtown  Boston,  Mass. 

The  NIH  project  officer  will  work  with  a scien- 
tific advisory  committee  composed  of  scientists  from 
leading  universities  in  the  area,  as  well  as  with  two 
representatives  of  the  scientific  community  outside 
the  New  England  region. 

Primary  emphasis  will  be  placed  on  materials 
directly  involved  in  the  synthesis  and  metabolism 
of  proteins,  amino  acids,  nucleic  acids,  polynucleo- 
tides, subcellular  particulates  and  fractions,  and 
concentrates  and  extracts  of  these  substances. 

1 41  Million  Persons  Have  Health  Insurance 

More  than  141  Million  Americans  — 76  per  cent 
of  the  civilian  population  — had  some  form  of  health 
insurance  at  the  end  of  1962,  the  Health  Insurance 
Council  said  today  in  reporting  on  its  17th  annual 
survey  of  the  extent  of  voluntary  health  insurance 
coverage  in  the  United  States.  The  survey  is  based 
on  reports  from  insurance  companies,  government 
agencies,  and  medical  societies,  and  conservative 
Council  estimates  for  Blue  Cross,  Blue  Shield 
organizations. 

The  Council  said  both  the  number  of  persons 
covered,  and  the  amount  of  benefits  paid  by  health 
insurance,  reached  new  highs  last  year.  Coverage 
increased  4.6  million  during  1962  to  reach  a total 
of  141,151,000. 

U of  Rhode  Island  Gets  USPHS  Award 

Award  of  $131,814  to  three  universities  for  the 
constructing  and  equipping  of  Health  Research 
Facilities  has  been  announced  by  Dr.  Luther  L. 
Terry,  Surgeon  General  of  the  U.  S.  Public  Health 
Service. 


continued  on  page  432 


throughout  the  wide 
middle  range  of  pain 
control  with  one 
analgesic  formula 


PERCODAN 


Each  scored  ye//ow  Percodan* 
Tablet  contains  4.50  mg. 
dihydrohydroxycodeinone  HCI 
C Warning : May  be  habit-forming), 
0.38  dihydrohydroxycodeinone 
terephthalate  (Warning:  May  be 
habit- forming),  0.38  mg. 
homatropine  terephthalate,  224 
mg.  aspirin,  160  mg.  phenacetin, 
and  32  mg.  caffeine. 


In  a comprehensive  range  of 
indications  marked  by  moderate 
to  moderately  severe  pain, 
Percodan  assures  speed,  duration 
and  depth  of  analgesia  by  the 
oral  route . . . acts  within  5 to  15 
minutes . . . usually  provides 
uninterrupted  relief  for  <5  hours 
or  longer  with  just  Jf  tablet . . . 
rarely  causes  constipation. 


Average  Adult  Dose— 1 tablet  every  6 hours.  Side  Effects  and  Contraindications-Although  generally  well  tolerated,  PERCODAN 
may  cause  nausea,  emesis,  or  constipation  in  some  patients.  PERCODAN  should  be  used  with  caution  in  patients  with  known 
idiosyncrasies  to  aspirin  or  phenacetin,  and  in  those  with  blood  dyscrasias.  Also  available.-  PERCODAN®-DEMI, 
containing  the  complete  PERCODAN  formula  but  with  only  half  the  amount  of  salts  of  dihydrohydroxy- 
codeinone and  homatropine.  Both  products  are  on  oral  Rx  in  all  states  where  laws  permit.  Narcotic  order 
required.  Literature  on  request.  ENDO  LABORATORIES  Richmond  Hill  18,  New  York 
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LIFE  DEATH 

INSURANCE  or  INSURANCE? 

SOME  Medical  men  need  DEATH  Insurance 
ONLY. 

Others  need  accumulating,  guaranteed 
dollar  values  to  meet  their  LIVING  needs  in 
the  future  - DEPRESSION  - EMERGENCY - 
RETIREMENT,  etc. 

In  any  event,  our  new  "CHEAPER-THAN- 
TERM"  DEATH  INSURANCE  is  the  first  step 
in  the  right  direction! 

Don't  make  any  important  changes  in  your 
Life  Insurance  or  Estate  plans  without  inves- 
tigating "CHEAPER-THAN-TERM"! 

For  further  information  about  this  sensational 
new  development  in  DEATH  INSURANCE, 
write  or  phone: 

ROLAND  A.  DEROSIER 

54  Custom  House  Street 
Providence  3,  Rhode  Island 
TE  1-4833 
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University  of  Rhode  Island  in  Kingston  will  re- 
ceive $79,015  with  which  to  complete  an  additional 
floor  in  its  Health  Sciences  Research  Building. 

The  Public  Health  Service  health  research  con- 
struction program  awards  matching  funds  to  med- 
ical and  dental  schools,  schools  of  public  health, 
non-profit  hospitals  and  other  research  institutions, 
to  build  and  equip  research  facilities.  It  is  admin- 
istered by  the  Division  of  Research  Facilities  and 
Resources  at  the  National  Institutes  of  Health. 
Bethesda,  Maryland.  Recommendations  for  grants 
are  made  by  the  National  Advisory  Council  on 
Health  Research  Facilities.  Grants  are  awarded 
following  approval  by  the  Surgeon  General. 

Since  the  health  research  facilities  construction 
program  began  in  1956,  1051  awards  totaling 
$229,997,371  have  been  made.  Until  recently,  funds 
for  this  program  for  Fiscal  Year  1963  were  thought 
to  have  been  wholly  expended  and  a backlog  of 
more  than  $61,000,000  in  approved  but  unpaid 
awards  still  exists.  Three  current  awards  have  been 
made  possible  because  staff  negotiations  with  pre- 
vious grantees  resulted  in  sufficient  savings. 

Golden  Anniversary  Meeting  Scheduled 
For  Surgeons 

The  largest  and  most  widely  instructive  meeting 
of  surgeons  in  the  world,  the  annual  Clinical  Con- 
gress of  the  American  College  of  Surgeons,  will  be 
held  during  the  College’s  semicentennial  year  in 
San  Francisco,  Oct.  28  through  Nov.  1.  More  than 
11,000  Fellows  of  the  College  and  guests  from  all- 
over  the  world  will  gather  to  discuss  surgical  devel- 
opments of  benefit  to  thousands  of  patients. 

Every  phase  of  surgery  will  be  presented  during 
the  five-day  program,  through  258  research  reports, 
ten  postgraduate  courses,  42  panels  in  general  and 
specialty  fields,  21  cine  clinics,  57  medical  films,  12 
operative  telecasts,  and  329  exhibits. 

Continuing  The  War  On  "Quacks” 

A total  of  1,168  Micro-Dynameters  and  Neuro- 
linometers  (sometimes  labeled  as  Research  Model 
devices)  have  been  seized  by  the  Government  or 
voluntarily  destroyed  by  practitioners  since  last 
summer,  the  Food  and  Drug  Administration 
reported  recently. 

The  two  “scientific”  looking  but  worthless  ma- 
chines were  falsely  promoted  for  diagnosing  or 
curing  many  diseases  and  conditions. 

FDA  said  it  has  accounted  for  a substantial  part 
of  the  total  number  of  the  devices  formerly  in  the 
hands  of  practitioners,  but  there  may  be  others  still 
in  use. 

The  seizures  and  voluntary  destructions  of  the 
devices  are  the  result  of  two  nation-wide  seizure 
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programs  announced  by  FDA  last  summer.  Both 
the  Micro-Dynameter  and  the  Neurolinometer  had 
been  found  worthless  by  the  courts  and  hazardous 
to  health  when  relied  upon  by  patients. 

Malcolm  R.  Stephens,  Director  of  FDA’s  Bureau 
of  Enforcement,  said  reports  from  the  Agency’s  18 
District  Offices  show  a total  of  282  Micro-Dynam- 
eters  seized  and  811  voluntarily  destroyed  since 
June,  1962.  Since  August,  1962,  he  said,  54  Neuro- 
linometer s or  Research  Model  devices  have  been 
seized  and  21  voluntarily  destroyed. 

Postgraduate  Course  In  Gastroenterology 
In  October 

The  Annual  Course  in  Postgraduate  Gastroen- 
terology of  the  American  College  of  Gastroenter- 
ology will  be  given  at  the  Shoreham  Hotel  in  Wash- 
ington, D.  C.,  24,  25,  26  October  1963. 

This  year  the  Moderators  for  the  Course  will  be 
Dr.  I.  Snapper.  Director  of  Medical  Education, 
Beth-El  Hospital,  Brooklyn,  N.  Y.  and  Dr.  Robert 
J.  Coffey,  Professor  of  Surgery,  Georgetown  ETni- 
versity  School  of  Medicine,  Washington,  D.  C. 

The  Faculty  or  the  Course  will  be  drawn  from 
the  Medical  Schools  in  and  around  Washington. 
The  subject  matter  to  be  covered,  from  the  medical 
as  well  as  the  surgical  viewpoint,  will  be  essentially, 
the  diagnosis  and  treatment  of  gastrointestinal 
diseases  and  comprehensive  discussions  of  diseases 
of  the  mouth,  esophagus,  stomach,  Pancreas,  spleen, 
liver  and  gallbladder,  colon  and  rectum.  A clinical 
session  will  be  held  at  one  of  the  hospitals  in  Wash- 
ington in  addition  to  the  several  individual  papers 
to  be  presented. 

For  further  information  and  enrollment,  write  to 
the  American  College  of  Gastroenterology,  33  West 
60th  Street,  New  York  23,  N.  Y. 


X-RAY  DIAGNOSIS 
( See  Page  424. ) 

Splenic  Artery  aneurysm 

Note  the  typical  ring-like  calcifica- 
tion partially  obscured  by  the  barium  filled 
stomach.  The  lesion  is  in  characteristic  loca- 
tion and,  as  one  might  expect,  produces  no 
deformity  of  the  stomach.  On  surgical 
excision,  the  aneurysm  measured  2 cm.  in 
diameter  and  microscopically  proved  to  be 
arteriosclerotic  in  nature. 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  livingskin.  ‘Neosporin’  (polymyxin  B 
-bacitracin-neomycin)  Antibiotic  Ointment  has  consistently  proven  its  effective- 
ness in  thousands  of  cases  of  bacterial  skin  infection.  The  spectra  of  the  three  anti- 
biotics overlap  in  such  a way  as  to  provide  bactericidal  action  against  most  pathogenic 
bacteria  likely  to  be  found  topically.  Diffusion  of  the  antibiotics  from  the  special 
petrolatum  base  is  rapid  since  they  are  insoluble  in  the  petrolatum,  but  readily  soluble 
in  tissue  fluids.  The  Ointment  is  bland  and  rarely  sensitizes. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 
Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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In 

strains 

and 

sprains 


reduce 
days 
away 
from 
work 


Orenzyme 

reduces  inflammation  leases  pain 

saves  days  in  healing 


(oral,  enteric  coated 
enzyme  tablet*  'National') 


Accelerate  healing  in  your  patients: 

In  sprains,  strains  and  other  traumatic  injuries, 
oral  Orenzyme  helps  resolve  the  impediments  to 
healing  due  to  acute  inflammation.1’2  This 
. . direct  facilitation  of  drainage  from  the  in- 
flamed area”3  permits  speedier  recovery.  Oral 
Orenzyme,  the  original  enzyme  tablet  for  faster 
tissue  repair,  saves  days  in  healing  in  all  these  con- 
ditions: ocular  inflammation  • fractures  • sprains 
• strains  • dislocations  • lacerations  • thrombo- 
phlebitis • ulcerations  • also  helps  liquefy  tena- 
cious bronchial  mucous  secretions. 

Side  Effects:  Side  effects  are  rare.  If  they  occur, 
discontinuation  of  the  drug  is  recommended. 
Composition:  Each  tablet  contains  trypsin  68%, 
chymotrypsin  30% , ribonuclease  2% , equivalent 


in  proteolytic  activity  to  20  mg.  of  crystalline 
trypsin.  Compatibilities:  There  are  no  known  in- 
compatibilities. Other  medications  may  be  given 
with  Orenzyme  if  indicated.  In  infection,  appro- 
priate antibiotic  therapy  should  be  used  concur- 
rently. Dosage:  Adequate  dosage  is  important. 
Initially  2 tablets  q.i.d.  When  Orenzyme  is  ad- 
ministered concurrently  with  parenteral  trypsin, 
or  for  maintenance  dosage,  1 tablet  q.i.d.  is  rec- 
ommended. Supplied:  Bottles  of  48  and  500  red, 

enteric  coated  tablets.  *u  . S.  PATENT  NO.  3,004,893 

References:  1.  Lichtman,  A.  L.:  Delaware  M.J.  35:11,  1961. 
2.  Coleman,  J.  M.;  Vaughn,  A.  M.;  Annan,  C.  M.,  and  Caserta, 
J.  A.:  South.  M.J.  53:1467,  1960.  3.  Tuttle,  E.:  Exper.  Med. 

& Surg.  77:210,  1959.  6/63  0-5234/63 
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BOOKS  RECEIVED  FOR  REVIEW 
The  Rhode  Island  Medical  Society  Library 


We  acknowledge  the  receipt  of  the  following- 
hooks  and  thank  the  publishers  for  sending 
them.  Some  of  these  volumes  will  be  reviewed  from 
time  to  time.  We  shall  be  happy  to  furnish  our 
readers  with  additional  information  on  all  books 
included  on  this  list. 

PERIPHERAL  VASCULAR  DISEASES  by 
Edgar  V.  Allen,  m.d.  ; Nelson  W.  Barker,  m.d.  ; 
Edgar  A.  Hines,  Jr.,  m.d.,  and  others.  3rd  ed. 
1044  pp.  illus.  $18.00.  W.  B.  Saunders  Co.,  West 
Washington  Sep,  Philadelphia  5,  1962. 

THE  MANAGEMENT  OF  FRACTURES 
AND  SOFT  TISSUE  INJURIES  by  the 
Committee  on  Trauma,  American  College  of 
Surgeons.  372  pp.  illus.  $5.00.  W.  B.  Saunders 
Co.,  West  Washington  Sep,  Philadelphia  5,  1960. 
MOVING  INTO  MANHOOD  by  W.  W.  Bauer, 
m.d.  Foreword  by  Morris  Fishbein,  m.d.  107  pp. 
$2.95.  Doubleday  & Co.,  Inc.,  Garden  Citv,  N.Y., 
1963. 

ELECTROCARDIOGRAPHY  by  Michael  Berm 
reiter,  m.d.  2nd  ed.  202  pp.  illus.  $7.50.  J.  B. 
Lippincott  Co.,  East  Washington  Sq.,  Philadel- 
phia 5,  1963. 

CLINICAL  METABOLISM  OF  BODY 
WATER  AND  ELECTROLYTES  by 
John  H.  Bland,  m.d.  623  pp.  illus.  $16.50.  W.  B. 
Saunders  Co.,  West  Washington  Sq.,  Philadel- 
phia 5,  1963. 

GASTROENTEROLOGY . Volume  I — Exam- 
ination of  the  Patient.  The  Esophagus  and  the 
Stomach,  by  Henry  L.  Bockus,  m.d.  2nd  ed.  958 
pp.  illus.  $25.00.  W.  B.  Saunders  Co.,  West 
Washington  Sq.,  Philadelphia  5,  1963. 
CURRENT  DIAGNOSIS  & TREATMENT 
by  Henry  Brainerd,  m.d.  ; Sheldon  Margen,  m.d.  ; 
Milton  J.  Chatton,  m.d.,  and  Associate  Authors. 
843  pp.  $9.50.  Lange  Medical  Publications,  Los 
Altos,  1963. 

CLINICAL  BIOCHEMISTRY  by  Abraham 
Cantarow,  m.d.,  and  Max  Trumper,  ph.d.  6th 
ed.  776  pp.  illus.  $13.00.  W.  B.  Saunders  Co., 
West  Washington  Sq.,  Philadelphia  5,  1963. 
CHARLES  V.  CHAPIN  AND  THE  PUBLIC 
HEALTH  M0J/7EMENT  by  James  H.  Cas- 
sedy.  310  pp.  $5.75.  Harvard  University  Press, 
Cambridge  38,  1962. 


CORRELATIVE  NEUROANATOMY  AND 
FUNCTIONAL  NEUROLOGY  by  Joseph  G. 
Chusid,  m.d.,  and  Joseph  McDonald,  m.d.  11th 
ed.  384  pp.  illus.  $5.50.  Lange  Medical  Publi- 
cations, Los  Altos,  1962. 

CIBA  FOUNDATION  COLLOQUIA  ON 
ENDOCRINOLOGY . Volume  14  — Immuno- 
assay of  Hormones.  Editors  for  the  Ciba  Foun- 
dation : G.  E.  W.  Wolstenholme  and  Margaret 
P.  Cameron.  419  pp.  illus.  $10.75.  Little,  Brown 
& Co.,  34  Beacon  St.,  Boston  6,  1962. 

CIBA  FOUNDATION  STUDY  GROUP 
No.  14.  Intestinal  Biopsy.  In  Honour  of  Pro- 
fessor C.  Jiminez  Diaz.  Editors  : G.  E.  W.  Wol- 
stenholme and  Margaret  P.  Cameron.  120  pp. 
illus.  $2.95.  J.  & A.  Churchill,  Ltd.,  London, 
W.  1,1962. 

CIBA  FOUNDATION  STUDY  GROUP 
No.  13.  Resistance  of  Bacteria  to  the  Penicillins. 
In  Honour  of  Sir  Charles  Harington.  Editors : 
A.  V.  S.  de  Reuck  and  Margaret  P.  Cameron. 
125  pp.  illus.  $2.95.  Little,  Brown  & Co., 
34  Beacon  St.,  Boston  6,  1962. 

CIBA  FOUNDATION  SYMPOSIUM  ON 
BILHARZIASIS.  Held  in  Commemoration 
of  Theodor  Maximilian  Bilharz.  Editors : 
G.  E.  W.  Wolstenholme  and  Maeve  O’Connor. 
433  pp.  illus.  $11.50.  Little,  Brown  & Co., 
34  Beacon  St.,  Boston  6,  1962. 

CIBA  FOUNDATION  SYMPOSIUM  ON 
THE  EXOCRINE  PANCREAS.  Normal 
and  Abnormal  Functions.  Editors:  A.  V.  S. 
de  Reuck  and  Margaret  P.  Cameron.  390  pp. 
illus.  $11.50.  Little,  Brown  & Co.,  34  Beacon  St., 
Boston  6,  1962. 

CIBA  FOUNDATION  SYMPOSIUM  ON 
PULMONARY  STRUCTURE  AND 
FUNCTION.  Editors:  A.  V.  S.  de  Reuck  and 
Maeve  O’Connor.  403  pp.  illus.  $11.50.  Little. 
Brown  & Co.,  34  Beacon  St.,  Boston  6,  1962. 

CIBA  FOUNDATION  SYMPOSIUM  ON 
TRANSPLANTATION.  Editors:  G.  E.  W. 
Wolstenholme  and  Margaret  P.  Cameron.  426 
pp.  illus.  $12.00.  Little,  Brown ■&  Co.,  34  Beacon 
St.,  Boston  6,  1962. 

PROTEIN  METABOLISM.  Influence  of 
Growth  Hormone,  Anabolic  Steroids,  and  Nutri- 
tion in  Health  and  Disease.  An  International 

continued  on  page  438 
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31  CANAL  STREET, 
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SURGICAL-MEDICAL  SERVICE  REPORT 
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(SPACE  ABOVE  FOR  PHYSICIAN  SERVICE  OFFICE  USE  ONLY) 


TO  BE  FILLED  OUT  BY  APPLICANT  OR  SUBSCRIBER 

1.  NAME  OF 

PATIENT  

NAME  OF 

APPLICANT  

STREET 

ADDRESS  

CITY  & 

STATE  


2.  AGE 


3.  LATEST 

MEMBERSHIP  NUMBER(S) 


4.  APPLICANT'S  PLACE  OF  EMPLOYMENT 


5.  IS  THIS  A JOB  CONNECTED  INJURY?  YES  □ NO  □ DON'T  KNOW  □ 

6.  IF  INJURY,  DID  ACCIDENT  OCCUR  AT  WORK  □ AT  HOME  □ ON  HIGHWAY  □ OTHER  □ 

7.  ARE  YOU  COVERED  BY  OTHER  SURGICAL-MEDICAL  YES  □ 

NO  □ 


8. 


10. 


HEALTH  INSURANCE? 

I AM  ENROLLED  UNDER: 
PLAN  A □ 
PLAN  B □ 


9.  TYPE  OF  MEMBERSHIP: 
INDIVIDUAL  □ 

FAMILY  □ 


MY  TOTAL  ANNUAL  GROSS  INCOME  FROM  ALL  SOURCES  BEFORE 
DEDUCTIONS  (INCLUDING  INCOME  OF  HUSBAND  OR  WIFE)  IS: 

CHECK  ONE  OF  THE  FOLLOWING  BLOCKS 
UNDER  $2800  $2801  TO  $4000  $4001  TO  $6000  OVER  $6000 

□ □ □ □ 

11.  I HAVE  READ  THE  ''FULL  PAYMENT"  DESCRIPTION  AT  RIGHT 
AND  UNDERSTAND  WHEN  IT  APPLIES. 

I HEREBY  CERTIFY  THAT 

I AM  □ ENTITLED  TO  THE  "FULL  PAYMENT" 

I AM  NOT  □ PROVISION 

12.  SIGNATURE  OF  APPLICANT  OR 
SUBSCRIBER  FOR  APPLICANT 

DATE 


YOU  MAY  BE  ELIGIBLE  FOR  "FULL  PAYMENT" 
(Surgical  cases  only) 

Participating  physicians  will  accept  the  Physicians  Service  Surgical 
benefit  as  full  payment  if  you  meet  the  following  requirements: 

1 . Income:  If  the  total  gross  annual  income  from  all  sources  before 

deductions  (including  income  of  husband  and  wife)  is  less  than 
the  amounts  below: 

When  You  Are  Enrolled  Under  PLAN  A PLAN  B 

Individual  (yourself  only)  $2,800  $4,000 

Family  (one  or  more  family  members)  $4,000  $6,000 

2.  Other  Surgical-Medical  Insurance:  If  you  do  not  have  other 

surgicbl-medical  health  insurance.  (Example:  Two  or  more 
Physicians  Service  memberships,  or  commercial  surgical-medi- 
cal insurance,  etc.) 

3.  Private  Hospital  Room:  If  you  did  not  select  a private  hospi- 

tal room  (unless  your  physician  recommended  a private  room 
for  medical  reasons.) 


PLEASE  NOTE: 


IN  ORDER  FOR  YOUR  PHYSICIAN  TO  DETERMINE  WHETHER  OR  NOT  YOU  ARE  ENTITLED  TO  THE  "FULL  PAYMENT" 
PROVISION,  YOU  MUST  FULLY  COMPLETE  THE  ABOVE  SECTION  AND  RETURN  THE  FORM  TO  YOUR  DOCTOR  PROMPTLY. 


TO  BE  FILLED  OUT  BY  PHYSICIAN  (incomplete  forms  will  be  returned) 


1.  PHYSICIAN'S 
SERVICE 
NUMBER 

2.  NAME 

3.  ADDRESS 

4.  PHYSICIAN'S 
FEE 

5.  PHYSICIAN 
SERVICE 
PAYMENT 

SURGEON  OR  ATTENDING  PHYSICIAN 

ASSISTING  SURGEON 

ANESTHETIST 

6.  DIAGNOSIS 

7.  PROCEDURE  PERFORMED 

8.  CODE 

NO.(S) 


9.  HOW  LONG  HAS  CONDITION  EXISTED? IS  IT  ACUTE? 

10.  WERE  SERVICES 

PERFORMED  AT:  HOME?  □ OFFICE?  □ HOSPITAL?  □ ACCIDENT  ROOM  □ 

11.  TYPE  OF  WHAT 

ACCOMMODATIONS:  WARD  □ SEMI-PRIVATE  □ PRIVATE  □ HOSPITAL?  


12.  DATES  OF  SURGERY 13.  DATES  OF  MEDICAL  SERVICE 


14. 


I DID  □ 

I DID  NOT  □ 


ACCEPT  THIS  PATIENT  UNDER  THE  "FULL  PAYMENT"  PROVISION. 


REASON  FOR  NON-ACCEPTANCE 
OF  "FULL  PAYMENT" 


□ OVER  INCOME 

□ OTHER  SURGICAL-MEDICAL  INS. 

□ PRIVATE  ROOM  ELECTED  BY  PATIENT 


15.  I,  A DULY  LICENSED  PHYSICIAN,  PERFORMED,  SUPERVISED/OR  DIRECTED  THE  ABOVE  SERVICES. 
PHYSICIAN'S 

SIGNATURE  16.  DATE 


YES  □ NO  □ 
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> 
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AUGUST,  1963 
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THE  AMERICAN  ASSOCIATION 
DF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

H.  P.  HOOD  & SONS,  135  Harris  Ave.,  Providence,  DE  1-3024 

Produced  at  Hood  Certified  Farm,  Beverly,  Mass. 
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continued  from  page  436 

Symposium,  Leyden,  25th-29th  June,  1962, 
sponsored  by  CIBA.  Chairman,  A.  Querido. 
Edited  by  F.  Gross.  521  pp.  illus.  Springer- 
Verlag,  Berlin,  1962.  Ciba  Pharmaceutical  Co., 
Summit,  N.J. 

CURRENT  THERAPY,  1963.  Latest  Approved 
Methods  of  Treatment  for  the  Practicing  Physi- 
cian. Edited  by  Howard  F.  Conn,  m.d.  77 5 pp. 
$12.50.  W.  B.  Saunders  Co.,  West  Washington 
Sq.,  Philadelphia  5,  1963. 

MALPRACTICE  LAW  DISSECTED  FOR 
QUICK  GRASPING  by  Charles  L.  Cusumano. 
132  pp.  $10.00.  Medicine-Law  Press,  Inc., 
42  Broadway,  New  York  4,  1962. 
FUNDAMENTALS  OF  VOLUNTARY 
HEALTH  CARE.  Edited  by  George  B.  de 
Huszar.  457  pp.  $6.00.  Caxton  Printers,  Ltd., 
Caldwell,  Idaho,  1962. 

SYNOPSIS  OF  GENITOURINARY  DIS- 
EASE by  Austin  I.  Dodson,  Jr.,  m.d.,  and 
|.  Edward  Hill,  m.d.  7th  ed.  384  pp.  illus.  $7.75. 
The  C.  V.  Mosby  Co.,  3207  Washington  Blvd., 
St.  Louis  3,  1962. 

DIAGNOSIS  AND  MANAGEMENT  OF 
PAIN  SYNDROMES  by  Bernard  E.  Finne- 


RHODE  ISLAND  MEDICAL  JOURNAL 

son,  m.d.  Illustrations  by  Barbara  R.  Finneson. 
261  pp.  illus.  $8.50.  W.  B.  Saunders  Co.,  West 
Washington  Sq.,  Philadelphia  5,  1962. 

YOUR  WEIGHT  AND  HOW  TO  CONTROL 
IT.  Edited  by  Morris  Fishbein,  m.d.  Revised  ed. 
206  pp.  $3.95.  Doubleday  & Co.,  Inc.,  Garden 
City,  N.Y.,  1963. 

THE  CARE  OF  MINOR  HAND  INJURIES 
by  Adrian  E.  Flatt,  m.d.  With  Forewords  by 
Carroll  B.  Larson  and  Sir  Reginald  Watson- 
Jones.  2nd  ed.  274  pp.  illus.  $10.50.  The  C.  V. 
Mosby  Co.,  3207  Washington  Blvd.,  St.  Louis  3, 
1963.' 

SYNOPSIS  OF  NEU ROLOGY  by  Francis  M. 
Forster,  m.d.  223  pp.  $6.75.  The  C.  V.  Mosby 
Co.,  3207  Washington  Blvd.,  St.  Louis  3,  1963. 
SURGERY  OF  THE  CHEST.  Edited  by  John 
H.  Gibbon,  Jr.,  m.d.  902  pp.  illus.  $27.00.  W.  B. 
Saunders  Co.,  West  Washington  Sq.,  Philadel- 
phia 5,  1962. 

THE  ACHILLES  REFLEX  TEST  (A.R.T.) 
IN  THE  DIAGNOSIS  OF  THYROID 
FUNCTION  by  Maurice  Bear  Gordon,  m.d. 
Reprinted  from  Medical  Times  90  :9 1 3-33,  1962. 
$1.00.  Ventnor  Publishers,  P.O.  Box  2078, 
Ventnor,  N.J.,  1962. 


tablets  25  mg, 


timed-disintegration  capsules  50  mg 
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THE  CONSUMERS  UNION  REPORT  ON 
FAMILY  PLANNING.  Prepared  by  the  Edi- 
tors of  Consumer  Reports  and  Alan  F.  Gutt- 
macher,  m.d.  146  pp.  illus.  $1.00  for  subscribers  ; 
$1.75  for  non-subscribers.  Consumer  Union, 
Mount  Vernon,  N.Y.,  1962. 

THE  SURGEON  by  W.C.  Heinz.  245  pp.  $3.95. 

Doubleday  & Co.,  Inc.,  Garden  City,  N.Y.,  1963. 
GYNECOLOGY  AND  OBSTETRICS  by  John 
William  Huffman,  m.d.  1190  pp.  illus.  $28.00. 
W.  B.  Saunders  Co.,  West  Washington  Sep, 
Philadelphia  5,  1962. 

SYNOPSIS  OF  PEDIATRICS  by  James  G. 
Hughes,  m.d.  With  the  Collaboration  of  Twenty 
Faculty  Members  of  the  University  of  Tennessee 
College  of  Medicine.  1031  pp.  illus.  $9.85.  The 
C.  V.  Mosby  Co.,  3207  Washington  Blvd.,  St. 
Fouis  3,  1963. 

THE  GROWTH  OF  MEDICAL  THOUGHT 
by  Lester  S.  King,  m.d.  254  pp.  $5.50.  The 
University  of  Chicago  Press,  5750  Ellis  Avenue, 
Chicago  37,  1963. 

HANDBOOK  OF  PSYCHIATRIC  TREAT- 
MENT IN  MEDICAL  PRACTICE  by 
Nathan  S.  Kline,  m.d.,  and  Heinz  Lehmann,  m.d. 
124  pp.  $3.50.  W.  B.  Saunders  Co.,  West  Wash- 
ington Sq.,  Philadelphia  5,  1962. 


THE  RELUCTANT  SURGEON.  A Biography 
of  John  Hunter  by  John  Kobler.  439  pp.  $1.45. 
Dolphin  Books.  Doubleday  & Co.,  Inc.,  Garden 
City,  N.Y.,  1962. 

AN  INTRODUCTION  TO  PSYCHIATRY 
by  Kurt  Kolle,  m.d.  71pp.  $3.00.  Philosophical 
Library,  Inc.,  15  East  40th  St.,  N.Y.,  1963. 

SURGICAL  PRACTICE  OF  THE  LAHEY 
CLINIC  by  Members  of  the  Staff.  3rd  ed.  872 
pp.  illus.  $17.00.  W.  B.  Saunders  Co.,  West 
Washington  Sq.,  Philadelphia  5,  1962. 

THE  SPECIFICITY  OF  SEROLOGICAL 
REACTIONS  by  Karl  Landsteiner.  With  a 
Bibliography  of  Dr.  Landsteiner’s  Works  and  a 
New  Preface  by  Merrill  W.  Chase.  With  a 
Chapter  on  Molecular  Structure  and  Inter- 
molecular  Forces  by  Linus  Pauling.  330  pp. 
$2.00.  Dover  Publications,  Inc.,  180  Varick  St., 
N.Y.  14,  1962. 

MEDICAL  LABORATORY  TECHNOLOGY 
by  Matthew  J.  Lynch,  m.d.  ; Stanley  S.  Raphael, 
m.d.  ; Leslie  D.  Mellor,  Peter  D.  Spare,  Peter 
Hills  and  Martin  J.  H.  Inwood.  735  pp.  illus. 
$12.00.  W.  B.  Saunders  Co.,  West  Washington 
Sq.,  Philadelphia  5,  1963. 

THE  RISK  TAKERS  by  Hugh  McLeave.  208 
pp.  illus.  $4.50.  Holt,  Rinehart  and  Winston, 

continued  on  next  page 


DBI  and  DBI-TD  (phenformin  HCI), 

administered  to  ketoacidosis-resistant  diabetics  requiring  hypoglycemic 
therapy-.  A.  act  to  reduce  high  blood  sugar  without  increasing  fat  synthesis 
or  weight  gain  as  insulin  and  sulfonylureas  tend  to  do.  B.  do  not  increase 
already  elevated  endogenous  insulin  levels;  may,  indeed,  act  to  restore 
more  normal  insulin  levels.  C.  favor  reduction  of  weight  towards  normal. 

Insulin  is  still  the  essential  hypoglycemic  agent  for  the  ketoacidosis- 
prone  diabetic.  However,  in  the  ketoacidosis-resistant  obese  diabetic 
phenformin  appears  to  be  the  hypoglycemic  of  choice  to  help  avoid  weight 
gain  or  reduce  adiposity,  a factor  tending  to  make  control  more  difficult 
and  to  increase  the  likelihood  of  complications. 

Summary:  Indicated  in  stable  adult  diabetes,  sulfonylurea  failures  and 
unstable  diabetes.  Gastrointestinal  side  effects  occurring  more  often  at 
higher  dosage  levels  abate  promptly  upon  dosage  reduction  or  temporary 
withdrawal.  Occasionally  an  insulin-dependent  patient  will  show  “starva- 
tion” ketosis  (acetonuria  without  hyperglycemia)  which  must  be  differen- 
tiated from  “insulin-lack"  ketosis,  and  treated  accordingly.  Use  with 
caution  in  severe  liver  disease.  Not  recommended  without  insulin  in 
acute  complications  (acidosis,  coma,  infections,  gangrene,  surgery).  Con- 
sult product  brochure  for  full  information. 

Bibliography;  1.  Williams,  R.  H.:  Textbook  of  Endocrinology,  Ed.  3,  Saunders, 
Philadelphia,  1962,  p.  610.  2.  Gordon,  E.  S.:  Metabolism  11:819,  1962.  3.  Grod- 
sky,  G.  M.  et  al.:  Metabolism  12:278,  1963.  4.  Sadow,  H.  S.:  Metabolism  12:333, 
1963.  5.  West,  K.  M.  and  Tophoj,  E.:  Metabolism  10:689,  1961.  6.  Yalow,  R.  S. 
and  Berson,  S.  A.:  Diabetes  9:254,  1960.  7.  Weller,  C.  et  al.:  Scientific  Exhibit, 
A.M.A.,  June  1962.  8.  Weller,  C.  et  al.:  Metabolism  11:1134,  1962.  9.  Radding, 
R.  S.  et  al.:  Metabolism  11:404,  1962. 

U.S.  VITAMIN  & PHARMACEUTICAL  CORP. 

800  SECOND  AVENUE,  NEW  YORK  17,  N.Y. 
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Inc.,  383  Madison  Ave.,  N.Y.  17,  1963. 

SYNOPSIS  OF  OBSTETRICS  by  Charles  E. 
McLennan,  m.d.  6th  ed.  464  pp.  illus.  $6.75. 
The  C.  V.  Mosby  Co.,  3207  Washington  Blvd., 
St.  Louis  3,  1962. 

THE  MANAGEMENT  OF  THE  ANXIOUS 
PATIENT  by  Ainslie  Meares,  m.d.  493  pp. 
$9.00.  W.  B.  Saunders  Co.,  West  Washington 
Sq.,  Philadelphia  5,  1963. 

SYNOPSIS  OF  ROENTGEN  SIGNS  by 
Isadore  Meschan,  m.d.  With  the  Assistance  of 
R.  M.  F.  Farrer-Meschan,  m.d.  436  pp.  illus. 
$11.00.  W.  B.  Saunders  Co.,  West  Washington 
Sq.,  Philadelphia  5,  1962. 

A MANUAL  OF  SIMPLE  BURIAL.  Edited 
by  Ernest  Morgan  and  others.  64  pp.  $1 .00.  The 
Celo  Press,  Burnsville,  N.C.,  1962. 

THE  CLINICAL  APPRENTICE.  A Handbook 
of  Bedside  Methods  by  John  M.  Naish,  m.d.,  and 
John  Apley,  m.d.  2nd  ed.  199  pp.  illus.  $3.50. 
Williams  & Wilkins  Co.,  428  East  Preston  St., 
Baltimore  2,  1960. 

FUNDAMENTAL  SKILLS  IN  SURGERY 
by  Thomas  F.  Nealon,  Jr.,  m.d.  Illustrated  by 
Ellen  Cole.  289  pp.  illus.  $8.50.  W.  B.  Saunders 
Co.,  West  Washington  Sq.,  Philadelphia  5,  1962. 

STRABISMUS.  Symposium  of  the  New  Orleans 
Academy  of  Ophthalmology.  Edited  by  George 
M.  Haik,  m.d.  369  pp.  illus.  $18.00.  The  C.  V. 
Mosby  Co.,  3207  Washington  Blvd.,  St.  Louis  3, 
1962/ 

Novak’s  GYNECOLOGIC  AND  OBSTETRIC 
PATHOLOGY . With  Clinical  and  Endocrine 
Relations  by  Edmund  R.  Novak,  m.d.,  and 
J.  Donald  Woodruff,  m.d.  713  pp.  illus.  $16.00. 
W.  B.  Saunders  Co.,  West  Washington  Sq., 
Philadelphia  5,  1962. 

MODERN  CLINICAL  PSYCHIATRY  by 
Arthur  P.  Noyes,  m.d.,  and  Lawrence  C.  Kolb, 
m.d.  6th  ed.  586  pp.  $8.00.  W.  B.  Saunders  Co., 
West  Washington  Sq.,  Philadelphia  5,  1963. 

TREATMENT  OF  INJURIES  TO  ATH- 
LETES by  Don  H.  O’Donoghue,  m.d.  649  pp. 


rU/e  Offer  tlte  finest  CJacili  ties  for 

CONVENTIONS,  SEMINARS,  CONFERENCE  MEETINGS 

1 to  400  p ersons 

NEW  MOTOR  INN  and  ALL  FUNCTION  ROOMS 

FULLY  AIR-CONDITIONED 

Outdoor  Swimming  Pool,  Boating,  Fishing,  Golfing, 
Historic  Mansions,  World  Famous  Ocean  Drive 

TiL  ina  and <y\//lotoy  <&nn 


(( 


ingr 

in  the  center  of  everything 
NEWPORT,  RHODE  ISLAND 
Telephone  847-3300 
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illus.  $18.50.  W.  B.  Saunders  Co.,  West  Wash- 
ington Sq.,  Philadelphia  5,  1962. 
GYNECOLOGY  by  Langdon  Parsons,  m.d.,  and 
Sheldon  C.  Sommers,  m.d.  1250  pp.  illus.  $20.00. 
A . B.  Saunders  Co.,  West  Washington  Sq., 
Philadelphia  5,  1962. 

COUNSELING  IN  MEDICAL  GENETICS 
by  Sheldon  C.  Reed,  ph.d.  2nd  ed.  278  pp. 
$5.50.  W.  B.  Saunders  Co.,  W est  Washington 
Sq.,  Philadelphia  5,  1963. 

SPECIFIC  AND  NON-SPECIFIC  FACTORS 
IN  PSYCHOPHARMACOLOGY.  Proceed- 
ings of  a Symposium  held  at  the  Third  World 
Congress  of  Psychiatry,  in  Montreal,  Canada, 
June  4-10,  1961.  Edited  by  Max  Rinkel.  m.d. 
174  pp.  $3.75.  Philosophical  Librarv,  Inc., 
15  East  40th  St.,  N.Y.,  1963. 

From  the  Ciba  Foundation:  CURARE  AND 
CURARE-LIKE  AGENTS  in  Honour  of  Profes- 
sor C.  Chagas.  Editor  for  the  Ciba  Foundation: 
A.V.S.  deReuck.  Study  Group  No.  12.  Little, 
Brown  & Co.,  Bost.,  1962. 

BILHARZIASIS.  Symposium  Held  in  Com- 
memoration of  Theodor  Maximilian  Bilharz. 
Edited  by  G.  E.  W.  W olstenholme  and  Maeve 
O'Connor.  Little,  Brown  & Co.,  Bost.,  1962. 

ENZYMES  AND  DRUG  ACTION.  Ciba 
Foundation  Symposium  Jointly  with  Co-ordinat- 
ing Committee  for  Symposia  on  Drug  Action.  Edi- 
tor for  Co-ordinating  Committee:  J.  L.  Mongar. 
Editor  for  the  Ciba  Foundation:  A.V.S.  deReuck. 
Little,  Brown  & Co.,  Bost.,  1962. 

From  Electrologist  Digest:  DIRECTORY  OF 
PROFESSIONAL  ELECTROLOGISTS,  1962. 
From  Geigy  Pharmaceuticals:  DOCUMENTA 
GEIGY— SCIENTIFIC  TABLES.  Edited  by 
Konrad  Diem.  Ardsley,  N.Y.,  1962. 

From  Mead  Johnson  Laboratories : YOUR  PHY- 
SICIAN IS  MANY  THINGS  TO  MANY 
PEOPLE.  Evansville,  n.d. 

From  the  Nassau  County  Medical  Society,  Inc.: 
A BRIEF  HISTORY  OF  THE  NASSAU 
COUNTY  MEDICAL  SOCIETY,  INC.  by 
Everett  C.  Jessup,  M.D.  Rockville  Centre,  N.Y., 

1961. 

From  the  National  Library  of  Medicine:  DISIN- 
FECTED MAIL.  Historical  Review  and  Tentative 
Listing  of  Cachets,  Handstamp  Markings,  Wax 
Seals,  Wafer  Seals  and  Manuscript  Certifications 
Alphabetically  Arranged  According  to  Countries, 
by  K.  F.  Meyer,  M.D.  and  Others.  Holton,  Kansas, 

1962. 

From  the  National  Medical  Library,  Praha,  Czech- 
oslovakia: THE  ANNUAL  OF  CZECHOSLO- 
VAK MEDICAL  LITERATURE  1960.  Statni 
Zdravotnicke  Nakladatelstvi,  Praha,  1962. 

From  the  New  York  Academy  of  Medicine 
Library:  Two  pamphlets  — DESCRIPTION  OF 

continued  on  page  442 


there  is 
nothing 
“new"  about 
Thorazine 

brand  of 

chlorpromazine 

In  the  nine  years  since  it  became 
available  to  American  physicians,  Thor- 
azine (chlorpromazine,  sk&f)  has  been 
more  widely  used,  more  thoroughly  in- 
vestigated and  more  extensively  docu- 
mented than  any  other  agent  of  its  type. 

Its  actions,  effects— and  side  effects— 
are  well  known  throughout  the  medical 
profession.  Its  efficacy  has  been  clearly 
demonstrated.  And  when  properly  used, 
its  advantages  far  outweigh  any  possible 
disadvantages. 

This  is  why  there  is  nothing  “new” 
about  Thorazine  (chlorpromazine,  sk&f)  . 
This  is  why  it  remains  the  first  choice  in 
many  conditions— and  the  standard 
against  which  other  agents  are  inevita- 
bly compared 

This  is  why  it  is  one  of  the  funda- 
mental drugs  in  medicine. 


SMITH  KLINE  & FRENCH 
LABORATORIES,  PHILADELPHIA 
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THE  BUTLER  HOSPITAL  FOR  THE  IN- 
SANE by  Isaac  Ray,  M.D.  and  HISTORY  OF 
THE  PROVIDENCE  LYING-IN  HOSPITAL 
by  Herbert  G.  Partridge,  M.D. 

From  Parke,  Davis  & Company:  GREAT  MO- 
MENTS IN  MEDICINE.  A Collection  of  the 
First  Thirty  Stories  and  Paintings  in  the  Continu- 
ing Series  “A  History  of  Medicine  in  Paintings”  by 
George  A.  Bender.  Pantings  by  Robert  A.  Thom. 
Detroit,  1961. 

From  the  Pathfinder  Fund:  THE  COMPLETE 
BOOK  OF  BIRTH  CONTROL  by  Alan  F.  Gutt- 
macher,  M.D.  With  Winfield  Best  and  Frederick 
S.  Jaffe.  Foreword  by  the  Rev.  William  H.  Genne. 
Ballantine  Books,  N.Y.,  1961. 

From  Chas.  Pfizer  & Company,  Inc.:  YOUR 
CAREER  OPPORTUNITIES  IN  MEDICINE. 
6 copies. 

From  the  Rhode  Island  Tuberculosis  and  Health 
Association:  NATIONAL  TUBERCULOSIS 
ASSOCIATION  1904-1954.  A Study  of  the  Vol- 
untary Health  Movement  in  the  United  States  by 
Richard  Harrison  Shryock.  National  Tuberculosis 
Association,  N.Y.,  1957. 

From  the  St.  Louis  Medical  Society:  SUSCEPTI- 
BILITY TO  DISEASE  AND  THE  BLOOD 
GROUPS  by  Joseph  A.  Buckwalter,  M.D.  The 


Qflemariat  Sanitarium 


Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conven- 
iently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

W.  H.  Lesovsky,  M.D.,  Ph.D. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 
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Second  Biennial  William  Washington  Graves  Lec- 
ture on  the  Human  Constitution.  St.,  L.,  1962. 
From  the  VC.  B.  Saunders  Company  — Author  s 
Request:  COMMUNITY  HEALTH  SERV- 
ICES by  Muriel  Bliss  Wilbur,  Ph.D.  W.  B.  Saun- 
ders Co.,  Phil.,  1962. 

From  SEATO:  SEATO  Conference  on  Cholera. 
Papers  Presented  and  Summaries  of  Discussions. 
Sponsored  by  SEATO  and  the  National  Institutes 
of  Health.  East  Pakistan  Assembly  House.  Dacca, 
East  Pakistan,  Dec.  5-8,  1960. 

From  the  United  States  Government : BIBLIOG- 
RAPHY OF  MEDICAL  TRANSLATIONS, 
January  1959  — June  1962,  National  Library  of 
Medicine.  Wash.,  1963. 

From  the  Veterans  Administration  Hospital,  Prov- 
idence: A TEXT-BOOK  OF  MEDICAL  PSY- 
CHOLOGY by  Ernst  Kretschmer,  M.D.  Trans- 
lated, With  an  Introduction,  by  E.  B.  Strauss. 
Hogarth  Press,  Lond.,  1952. 

From  Winthrop  Laboratories:  PHYSICIAN’S 
HANDBOOK.  1962. 

Gifts  other  than  books  were: 

From  William  A.  Coleman:  Instrument  Collection. 
“The  New  No.  4 D.D.  Home  Medical  Apparatus 
With  Dry  Cell  Battery”. 

From  Mrs.  Joseph  Warren  Greene:  Advertisement 
for  MEDICAMENTUM  GRATIA  PROBA- 
TUM.  Made  and  Sold  in  the  City  of  Haarlem  in 
the  Province  of  Holland,  at  the  House  of  Nicolaas 
de  Koning  Tilly. 

From  Chris  Mer curio,  through  John  Ward  of  the 
Providence  Journal:  Two  Photographs  — Charles 
H.  French,  M.D. ; William  A.  Cameron. 

From  Francesco  Ronchese:  Instrument  Collection. 
A large  assortment  of  many  types  of  instruments. 
The  complete  list  is  available  at  the  Library. 

From  the  Veterans  Administration  Hospital,  Prov- 
idence: REPRODUCTIONS  FROM  THE 

ABBOTT  COLLECTION.  Paintings  of  Naval 
Medicine.  Paintings  of  Army  Medicine. 
TEXTBOOK  OF  PATHOLOGY.  With  Clin- 
ical Application  by  Stanley  L.  Robbins,  m.d.  2nd 
ed.  1190  pp.  illus.  $19.00.  W.  B.  Saunders  Co., 
West  Washington  Sq.,  Philadelphia  5,  1962. 
ENDOCRINE  AND  METABOLIC  ASPECTS 
OF  GYNECOLOGY  by  Joseph  Rogers,  m.d. 
189  pp.  illus.  $8.00.  W.  B.  Saunders  Co.,  West 
Washington  Sq.,  Philadelphia  5,  1963. 

PUBLIC  HEALTH  FOR  RELUCTANT 
COMMUNITIES . An  Anthropological  Inter- 
pretation of  Community  Health  for  the  Laity  by 
James  G.  Roney,  Jr.,  m.d.  71  pp.  N.Y.,  1961. 
PHYSIOLOGY  OF  THE  CIRCULATION 
IN  HUMAN  LIMBS  IN  HEALTH  AND 
DISEASE  by  John  T.  Shepherd,  m.d.  416  pp. 
illus.  $12.00.  W.  B.  Saunders  Co.,  West  Wash- 
ington Sq.,  Philadelphia  5,  1963. 
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BOOKS  RECEIVED 

continued  from  page  442 

HANDBOOK  OF  PEDIATRICS  by  Henry  K. 
Silver,  m.d.  ; C.  Henry  Kempe,  m.d.,  and  Henry 
B.  Bruyn,  m.d.  602  pp.  illus.  $4.00.  Lange 
Medical  Publications,  Los  Altos,  1963. 
DOCTORS,  PATIENTS,  AND  HEALTH 
INSURANCE.  The  Organization  and  Financ- 
ing of  Medical  Care  by  Herman  Miles  Somers 
and  Anne  Ramsay  Somers.  Abridged  ed.  544 
pp.  $1.95.  Anchor  Books,  Doubleday  & Co., 
Inc.,  Garden  City,  N.Y.,  1962. 

DOCTOR  AND  PATIENT  AND  THE  LAW 
by  C.  Joseph  Stetler,  ll.b.,  ll.m.,  and  Alan  R. 
Moritz,  m.d.  4th  ed.  529  pp.  $14.75.  The  C.  V. 
Mosby  Co.,  3207  Washington  Blvd.,  St.  Louis  3, 
1962. 

Todd-Sanford  CLINICAL  DIAGNOSIS  BY 
LABORATORY  METHODS.  Edited  by 
Israel  Davidsohn,  m.d.,  and  Benjamin  B.  Wells, 
m.d.  13th  ed.  1020  pp.  illus.  $16.50.  W.  B. 
Saunders  Co.,  West  Washington  Sq.,  Philadel- 
phia 5,  1962. 

INTERNAL  MEDICINE  IN  WORLD  WAR 
II.  Volume  2.  Infectious  Diseases.  Medical 
Department,  United  States  Army.  649  pp.  illus. 
$6.75.  U.  S.  Government  Printing  Office,  Wash. 
25,  1963. 

SURGERY  IN  WORLD  WAR  II.  Activities 
of  Surgical  Consultants.  Medical  Department, 
United  States  Army.  621  pp.  illus.  $6.50.  U.S. 
Government  Printing  Office,  Wash.  25,  1962. 
SURGERY  IN  WORLD  WAR  II.  Thoracic 
Surgery.  Volume  1.  Medical  Department, 
United  States  Army.  394  pp.  illus.  $4.25.  U.S. 
Government  Printing  Office,  Wash.  25,  1963. 
WOUND  BALLISTICS.  The  Medical  Depart- 
ment, United  States  Army  in  World  War  II. 
Edited  by  Major  James  C.  Beyer,  M.C.,  U.S. A. 
883  pp.  illus.  $7.50.  U.S.  Government  Printing 
Office,  Wash.  25,  1962. 

SURGERY  by  Richard  Warren,  m.d.,  in  Collabo- 
ration with  Members  of  the  Department  of 
Surgery  of  the  Harvard  Medical  School.  With 
Illustrations  by  Janis  Circulis.  1397  pp.  illus. 
$19.50.  W.  B.  Saunders  Co.,  West  Washington 
Sq.,  Philadelphia  5,  1963. 


LICENSURE  RENEWAL 

All  members  of  the  Society  are  reminded  that 
under  the  Rhode  Island  law  physicians  must  renew 
their  licensure  annually.  Notice  of  renewal  and 
fee  of  $5  is  sent  out  by  the  State  Health  Department 
in  September.  To  avoid  payment  of  a fine  for  late 
renewal,  every  doctor  should  give  the  initial  mail- 
ing prompt  attention. 
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DICTIONARY  OF  EROTIC  LITERATURE 
by  Harry  E.  Wedeck.  556  pp.  $10.00.  Philo- 
sophical Library,  Inc.,  15  East  40th  St.,  N.Y., 
1962. 

CLINICAL  PATHOLOGY.  Application  and 
Interpretation  by  Benjamin  Wells,  m.d.  3rd  ed. 
541  pp.  illus.  $9.00.  W.  B.  Saunders  Co.,  West 
Washington  Sq.,  Philadelphia  5,  1962. 

THE  FAT  BOY  GOES  POLY-UNSATU- 
RATED  by  Elmer  Wheeler.  156  pp.  illus.  $3.50. 
Doubleday  & Co.,  Inc.,  Garden  City,  N.Y.,  1963. 
TEXTBOOK  OF  ENDOCRINOLOGY.  Edited 
by  Robert  H.  Williams,  m.d.  3rd  ed.  1204  pp. 
illus.  $21.00.  W.  B.  Saunders  Co.,  West  Wash- 
ington Sq.,  Philadelphia  5,  1962. 

NUTRITION  IN  A NUTSHELL  by  Roger  J. 
Williams.  With  Illustrations  by  Nell  Taylor. 
171  pp.  illus.  95  G Dolphin  Books,  Doubleday  & 
Co.,  Inc.,  Garden  City,  N.Y.,  1962. 

OFFICE  PROCEDURES  by  Paul  Williamson, 
m.d.  Illustrated  by  Ann  Williamson.  2nd  ed. 
448  pp.  illus.  $13.50.  W.  B.  Saunders  Co.,  West 
Washington  Sq.,  Philadelphia  5,  1962. 
MARGIN  OF  SAFETY  by  John  Rowan  Wilson. 
258  pp.  illus.  $4.95.  Doubleday  & Co.,  Inc., 
Garden  City,  N.Y.,  1963. 

ELECTROCARDIOGRAPHY.  Fundamentals 
and  Clinical  Application  by  Louis  Wolff,  m.d. 
351  pp.  illus.  $8.50.  W.  B.  Saunders  Co.,  West 
Washington  Sq.,  Philadelphia  5,  1962. 
PROTECTING  THE  BATTERED  CHILD 
by  Edgar  J.  Merrill;  Irving  Kaufman,  m.d.; 
Philip  R.  Dodge,  m.d.,  and  Arthur  E.  Schoepfer. 
Children’s  Division,  American  Humane  Asso- 
ciation. P.O.  Box  1266,  Denver,  1962.  30  pp. 


The  following  is  a published  abstract  of  a 
paper  appearing  in  a recent  issue  of  a Psychi- 
atric Journal.  We  reprint  it  without  comment : 

This  paper  attempts  a review  of  the  concept 
"paranoid”  in  terms  of  the  different  contexts  in 
which  it  is  used.  The  paranoid  view  of  life,  as  an 
existential  entity,  is  discussed,  and  a paranoid- 
depressive  existential  continuum  is  postulated,  on 
the  basis  of  the  tendency  to  refer  responsibility  to 
others  or  to  the  self,  respectively.  The  paranoid 
person’s  incapacity  to  refer  meaningfulness  to  the 
self  is  related  to  projective  defense  and  to  the  para- 
noid tendency  to  create  others  in  a meaningful 
context,  where  they  do  not  exist  in  reality.  This  is 
contrasted  with  schizophrenic  autism  which  repre- 
sents a denial  of  the  meaningfulness  of  others. 
"Centrality”  is  suggested  as  the  clinical  expression 
of  the  paranoid  person’s  need  to  secure  recognition 
from  others,  and  delusion  formation  is  related  to 
this  construction.  The  relationship  of  paranoid 
illness  to  homosexuality  is  examined. 


Relieves  Anxiety  and  Anxious  Depression 


The  outstanding  effectiveness  and  record  of 
safety  with  which  ‘Miltown’  (meprobamate) 
relieves  anxiety  and  anxious  depression  has 
been  clinically  authenticated  time  and  again 
during  the  past  eight  years.  This,  undoubtedly, 
is  one  reason  why  physicians  still  prescribe 
meprobamate  more  than  any  other  tranquilizer 
in  the  world. 

Slight  drowsiness  may  occur  with  meproba- 
mate and,  rarely,  allergic  reactions.  Mepro- 
bamate may  increase  effects  of  excessive 
alcohol.  Use  with  care  in  patients  with  suicidal 
tendencies.  Massive  overdosage  may  produce 
coma,  shock,  vasomotor  and  respiratory  col- 
lapse. Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or 


alcohol  addiction.  Withdraw  gradually  after 
prolonged  use  at  high  dosage. 

Usual  dosage:  1 or  2 400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg. 
sugar-coated  tablets;  bottles  of  50. 
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BOOK  REVIEWS 


OFFICE  PROCEDURES  by  Paul  Williamson, 

m.d.  Second  Edition.  W.  B.  Saunders  Co., 
Phil,  1962.  $13.50 

This  is  the  second  edition  of  a quite  remarkable 
book  — full  of  ideas,  suggestions,  techniques,  hints, 
with  copious  illustrations.  It  covers  literally  hun- 
dreds of  procedures,  involving  the  surgical  and 
medical  specialties,  described  in  a succinct  manner. 
If  one  were  suddenly  faced  with  the  necessity  of 
doing  an  emergency  tracheotomy,  he  could  find  out 
how  to  do  it  in  about  15  seconds.  Included  are  sec- 
tions on  the  eyes,  ears,  musculoskeletal  system, 
gynecology,  obstetrics,  urology,  minor  surgery,  and 
anesthesia,  to  mention  a few.  The  emphasis  through 
the  entire  book  is  on  a simple,  practical  approach  to 
office  problems,  utilizing  common  office  equipment, 
such  as  paper  clips. 

This  edition  has  added  two  new  sections  — one 
on  geriatrics,  and  one  on  psychiatry.  The  former 
includes  some  discussion  on  treatment  of  skin  prob- 
lems, keratosis,  cancers,  and  leucoplakia,  handling 
of  osteoarthritis,  and  some  philosophical  remarks 
about  some  of  the  other  systems.  The  geriatric  sec- 
tion may  be  considered  as  a quite  minor  addition  to 
the  book.  The  psychiatric  chapter  is  a noteworthy 
attempt  to  organize  a practitioner’s  approach  to  a 
complicated  and  often  confusing  subject.  He  brings 
out  the  important  point  that  anyone  practicing  med- 
icine must  practice  minor  psychiatry.  There  is  an 
interesting  list  of  causes  of  minor  psychoses,  a 
description  of  some  testing  techniques,  and  some 
hints  about  treatment. 

Throughout  the  entire  book,  one  cannot  help 
being  impressed  with  the  author’s  resourcefulness, 
breadth  of  knowledge,  and  practical  ability.  It 
deserves  a handy  niche  on  the  bookshelf  of  all  busy 
practitioners. 

Robert  W.  Drew,  m.d. 

ENDOCRINE  AND  METABOLIC  ASPECTS 

OF  GY N ECOLOGY  by  Joseph  Rogers,  m.d. 
W.  B.  Saunders  Co.,  Phil.,  1963.  $8.00 

The  intimate  relationship  between  many  gyne- 
cologic disorders  and  certain  of  the  glands  of  inter- 


nal secretion  is  sharply  pointed  up  in  this  small  but 
comprehensive  volume.  It  is  clear  that  Gynecology 
has  shifted  its  emphasis  from  a purely  surgical 
specialty  to  one  requiring  a broad  understanding 
of  steroid  chemistry,  endocrine  physiology,  cellular 
metabolism,  and  chromosomal  derangements. 

Designed  mainly  for  the  student  and  general 
practitioner,  we  are  treated  to  the  whole  sweep  of 
disorders  related  to  the  reproductive  apparatus, 
from  adolescence  to  the  menopause,  albeit  brieflv. 
Enough  basic  physiology  of  the  menstrual  cycle, 
and  enough  steroid  chemistry  are  included  to  give 
a fairly  solid  footing.  A special  chapter  on  chromo- 
somal aberrations  and  gonadal  defects  is  presented 
and  made  reasonably  clear.  These  concepts  are 
new  and  not  always  easy  to  understand. 

A good  deal  of  space  is  given  to  conflicting  theo- 
ries involving  certain  physiological  mechanisms. 
From  the  student  point  of  view  this  is  a most 
desirable  approach  though  frequently  confusing. 
However,  it  serves  to  point  up  the  great  difficulties 
encountered  in  doing  reliable  research  in  this  fasci- 
nating field. 

The  emphasis  throughout  is  mainly  clinical,  with 
the  various  endocrinopathies  adequately  described. 
Diagnosis  and  management  are  stressed,  employ- 
ing the  most  recent  methods. 

The  chapters  on  Adolescence  and  Amenorrhea 
deserve  special  mention  for  completeness  and 
clarity.  The  bibliographic  references  at  the  chapter 
endings  are  most  complete.  There  is  a great  deal  of 
useful  information  in  this  small  book. 

Charles  Potter,  m.d. 

PHYSIOLOGY  OF  THE  CIRCULATION 
IN  HUMAN  LIMBS  IN  HEALTH  AND 

DISEASE  by  John  T.  Shepherd,  m.d.  W.  B. 
Saunders  Co.,  Phil.,  1963.  $12.00 

Written  by  a Professor  in  Physiology  at  the 
Graduate  School,  University  of  Minnesota,  this 
excellent  basic  textbook  on  peripheral  vascular 
physiology  admirably  accomplishes  the  four- 
pronged purpose  set  forth  by  the  author  in  his 
preface.  “In  the  past  ten  years,  so  much  informa- 
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tion  has  been  added  to  our  knowledge  of  the  circu- 
lation in  human  limbs,  with  its  ramifications  to  the 
cardiovascular  disease  as  a whole,  that  this  seemed 
an  appropriate  time  to  survey  this  increasingly 
complex  field  and  to  analyze  and  correlate  the  avail- 
able data.  In  doing  this,  I have  had  in  mind  espe- 
cially four  groups  of  people : the  graduate  student 
with  a major  interest  in  the  cardiovascular  system  ; 
the  young  investigator  who  is  anxious  to  survey 
the  general  field  in  order  to  be  better  able  to  decide 
on  fruitful  areas  for  study ; the  experienced  investi- 
gator looking  for  a source  book  of  information  ; the 
clinician  whose  interest  is  in  diseases  affecting  the 
vascular  system  and  who  wishes  to  have  a basic 
textbook  on  the  behavior  of  human  blood  vessels  in 
health  and  disease." 

The  main  reasons  for  so  admirably  accomplish- 
ing this  purpose  in  such  a reasonable  span  of  text 
(416  pages)  are  clarity  and  brevity.  The  entire  text 
encompasses  four  sections : nervous  control  of 
blood  vessels ; local  control ; humoral  control ; 
modification  of  blood  vessel  activity  by  disease. 
Each  section  is  clearly  divided  into  succinct  chap- 
ters. each  one  dealing  with  a single  entity  and  its 
relation  to  the  peripheral  vessels.  The  “Humoral 
Control  of  Blood  Vessels,”  for  instance,  has  sepa- 
rate chapters  for  epinephrine,  norepinephrine, 
acetylcholine,  and  histamine,  with  no  chapter  ex- 
ceeding twelve  pages,  and  each  followed  by  a short, 
up-to-date,  alphabetically  arranged  bibliography. 
The  section  on  “Modification  of  Blood  Vessel 
Activity  by  Disease”  (which  occupies  a third  of  the 
book)  is  also  divided  into  succinct  chapters  from 
“Raynaud’s  Disease”  to  “Osteitis  Deformans.” 

A profusion  of  physiological  graphs  are  scattered 
throughout  the  text  and,  for  the  major  part,  are 
simple,  easily  readable,  to  the  point  and  adequately 
explained  by  the  accompanying  footnote  as  well  as 
correlated  with  the  text.  In  addition  to  the  excellent 
internal  organization,  the  Table  of  Contents  and 
the  Index  allow  any  particular  facet  of  a complex 
subject  to  be  pin-pointed  in  a very  brief  time. 

It  is  difficult  to  find  any  areas  which  could  be 
improved.  The  inclusion  of  “Pheochromocytoma" 
under  the  “Humoral  Control”  section  rather  than 
the  more  appropriate  “Disease"  section  is  a minor 
defect  in  an  otherwise  superbly  organized  book.  In 
the  chapter  on  “Effects  of  Sympathetic  Neurec- 
tomy,” the  author  seems  to  have  been  relatively  pre- 
occupied with  the  upper  extremity,  rather  than  the 
much  more  frequently  benefited  lower  extremity. 

With  its  clarity  of  print,  ease  of  readability  and 
pin-point  organization,  this  book  will  be  a valuable 
addition  to  the  reference  shelf  of  any  clinician  inter- 
ested in  peripheral  vascular  disease.  A void  exists 
in  this  area  at  the  present  time  since  this  subject 
matter  exists  only  in  the  depths  of  standard  physi- 


ology texts  where  the  busy  physician  or  surgeon  has 
neither  the  inclination  nor  the  time  to  “dig  it  out.” 
Perhaps  now  the  statement  “that  vasodilator  drugs 
have  no  place  in  the  treatment  of  occlusive  vascular 
disease”  will  receive  wider  acceptance  among  the 
“purists.” 

Stephen  J.  Hoye,  m.d. 

COUNSELING  IN  MEDICAL  GENETICS 

by  Sheldon  C.  Reed,  ph.d.  2nd  Edition.  W.  B. 
Saunders  Co.,  Phil.,  1963.  $5.50 

The  author  has  undertaken  the  formidable  task 
of  acquainting  physicians  with  the  general  scope  of 
medical  counseling  problems  in  the  field  of  medical 
genetics.  He  has  chosen  a “light-hearted”  gun  and 
camera  tour  type  of  presentation,  and  some  readers 
may  find  this  appealing. 

A very  wide  range  of  clinical  material  is  explored 
to  varying  degrees  of  depth,  and  several  chapters 
are  included  on  subjects  not  commonly  encountered 
in  the  general  medical  literature.  Of  these,  the  sec- 
tions on  disputed  paternity,  clubfoot,  and  skin  color 
are  among  the  best.  Medico-legal  aspects,  particu- 
larly with  respect  to  adoption,  should  be  of  interest 
to  many  readers.  Clinicians  should  find  the  discus- 
sions of  genetic  aspects  of  cleft  palate,  congenital 
hip  dislocation,  and  pyloric  stenosis  of  particular 
interest. 

The  chief  risk  of  this  superficial  type  of  presen- 
tation is  in  oversimplification.  In  a field  such  as 
medical  genetics,  where  few  are  qualified  to  speak 
but  nearly  everyone  does,  one  wishes  that  the 
author,  a well  qualified  and  experienced  medical 
genetics  counselor,  had  used  a more  critical 
approach  than  the  one  in  this  book.  Although  he 
emphasizes  that  a good  counselor  must  be  an  expert 
geneticist,  many  of  the  discussions  give  the  impres- 
sion that  medical  genetics  counseling  is,  after  all, 
so  easy  that  nearly  anyone  may  set  up  shop. 

The  treatment  of  chromosomal  abnormalities  is 
marred  by  an  overemphasis  on  morphologic  signifi- 
cance which  leads  to  naive  and  highly  speculative 

continued-  on  next  page 


].  E.  BRENNAN  & COMPANY 

Leo  C.  Clark,  Jr.,  B.S.,  Reg.  Pharm. 

Two  Convenient  Locations 
5 North  Union  Street  Pawtucket,  R.  I. 

140  Central  Avenue  Seekonk,  Mass. 

7 Registered  Pharmacists 

Pharmacy  License  #226 


448 


conclusions  about  the  relationship  of  haenmto- 
poetic  disorders  to  chromosome  21.  One  wishes 
that  the  author  had  taken  this  opportunity  to 
appraise  realistically  recent  morphological  avenues 
of  development  in  the  context  of  the  whole  field  of 
medical  genetics  counseling. 

The  author  has  devoted  two  chapters  to  the  influ- 
ence of  hereditary  factors  in  mental  diseases.  While 
a critical  discussion  of  environmental  factors  is 
lacking,  the  chapters  include  references  to  many 
basic  studies  which  will  he  of  interest  to  physicians 
in  the  fields  of  neurology  and  psychiatry. 

Finally,  a list  of  genetics  counseling  centers  is 
provided  which  may  prove  helpful  in  special  in- 
stances, and  a large  selection  of  reference  material 
on  a wide  variety  of  genetic  diseases  is  included  in 
the  bibliography. 

P.  Farnes,  m.d. 

CURRENT  THERAPY  1963.  Edited  by  How- 
ard F.  Conn,  m.d.  W.  B.  Saunders  Co.,  Phil., 
1963.  $12.50 

This  annual  publication  has  been  in  existence 
since  1949.  The  methods  of  treatment  by  specialists 
in  given  areas  are  of  utmost  assistance  to  those  in 
general  practice  and  of  interest  to  each  and  all  prac- 
titioners of  medicine.  Because  of  the  annual  revi- 
sions the  latest  methods  of  chosen  specialists  are 
specified.  In  many  instances  one  has  the  opportu- 
nity of  selection  in  the  several  methods  stated. 

Conn  Current  Therapy  can  be  endorsed  for 
usage  by  all  in  the  practice  of  medicine.  In  brief 
discussions  and  descriptions  of  disease  as  well  as  in 
a chosen  method  of  treatment  one  can  receive  help- 
ful assistance  from  this  publication. 

I am  still  very  much  impressed  by  the  erudite 
discussion  of  Doctor  Paul  Starr  concerning  hypo- 
thyroidism. A former  professor  of  medicine  at  the 
University  of  Southern  California,  he  outlines  the 
principles  of  treatment  again  and  endorses  sodium 
levo-thyroxine  as  the  hormone  of  choice.  His  admo- 
nition under  general  instructions  to  the  patient  is 
excellent. 

Daniel  Young,  m.d. 
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8Rhode  Island  Division  of  Alcoholism : Personal  Com- 
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9Rhode  Island  Division  of  Alcoholism : Personal  Com- 
munication 

10Chafetz,  M.D.,  and  Demone,  H.  W.,  Jr.:  Alcohol  and 
Society.  Page  118.  Oxford  University  Press,  N.Y.,  1962 
nIvy,  A.  C. : Definition  of  Alcoholism.  Eighth  Session  of 
the  Institute  for  Scientific  Studies,  Loma  Linda,  July 
8-19,  1957.  Published  by  the  Commission  on  the  Preven- 
tion of  Alcoholism,  Wash.,  D.C.,  1957 
12Same  as  #1 

13Smith,  J.  A.:  Psychiatric  Treatment  of  the  Alcoholic. 

J.A.M.A.  163  :734,  March  2,  1957 
14Same  as  #2 

^'Courville,  C.  B. : Effects  of  Alcohol  on  the  Nervous 
System  of  Man.  Chapter  3,  page  11.  San  Lucas  Press, 
University  Publishers,  Inc.,  N.Y.,  1955 
16A.M.A.  New  Measurement  Change.  Med.  Tribune, 
December  1962 

17  Cohen,  J. : Alcohol  and  Road  Accidents.  Triangle  5 :214, 
1962 

18Cited  in  #10.  Chapter  2,  page  21 

19Figures  Compare  the  Number  of  Retailers  in  the  United 
States  in  Various  Businesses.  Department  of  Commerce 
Report.  Listen  Mag.  13  :3,  1960 
2°-28Cited  in  #10.  Chapter  3,  pages  33-61 
29McCarthy:  Alcohol  Education.  What  Does  a Teacher 
Need  to  Know  to  Teach?  Cited  in  #10 
30Cited  in  #10.  Chapter  12,  page  203 
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three  answers  P|  . . .ten  seconds 


DIP 

AND 

READ 


combistix' 

urine  protein  • glucose  • pH 


BASIC  COMBINATION  TEST  FOR  BEDSIDE  AND  OFFICE 


. . . faster  than  taking  temperature.  Detects  glucosuria  (as  in  dia- 
betes), proteinuria  (as  in  renal  disorder),  abnormal  pH  (as  in 
calcinosis  or  GU  infection).  For  routine  screening  of  all  patients. 
Combistix  — basic  as  the  stethoscope. 

Ames  products  are  available  through  your  regular  supplier.  38263 


AMES 

COMPANY  INC 

Elkhart  • Indiono 
Toronto  • Conodo 
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ANNUAL  JOHN  F.  KENNEY  CLINIC  DAY 
WEDNESDAY,  NOVEMBER  6,  1963 
NURSES’  AUDITORIUM 

MEMORIAL  HOSPITAL  PAWTUCKET,  R.  I. 

SPONSORED  BY  THE  MEDICAL  STAFF 


10 :00  a.  m. 
10 :20  a.  m. 


10 :40  a.  m. 


11 :00  a.  m. 


11 :20  a.  m. 
11 :40  a.  m. 


12  :00  noon 


MORNING  SESSION,  10:00  a.m. 

“New  Orthopedic  Entity,  Infantile  Cortical  Hyperostosis” 

Dr.  Edward  Spindell,  Surgeon,  Department  of  Orthopedics 

“Experience  with  Transthoracic  Celiotomy” 

Dr.  J.  John  Yashar,  Junior  Assistant  Surgeon,  Department  of  Surgery 
“Voice  Changes  in  Hypothyroidism” 

Dr.  Nathan  Son  kin,  Physician,  Department  of  Medicine 

“Peritoneal  Dialysis  in  the  Newborn” 

Dr.  John  A.  Tomei,  General  Practice  Resident 

“Pregnancy,  Diabetes  and  Thiazide  Diuretics” 

Dr.  William  N.  Pinault,  Senior  Surgeon,  Department  of  Obstetrics 

“Permanent  Gastrostomy  in  Myasthenia  Gravis : Its  Life-Saving  and 
Life-Sustaining  Use” 

Dr.  Stephen  J.  Hoye,  Junior  Assistant  Surgeon,  Department  of  Surgery,  and 
Dr.  Fredy  P.  Roland.  Senior  Assistant  Physician,  Department  of  General  Practice 

“Diagnosis  and  Treatment  of  Disturbances  of  Rhythm 
Following  Myocardial  Infarction” 

Dr.  Edwin  F.  Lovering,  Physician-in- Chief,  Department  of  Medicine 


LUNCH,  12:30  p.m.-1:30  p.m. 


AFTERNOON  SESSION,  1:30  p.m. 


"RECENT  ADVANCES  IN  THE  DIAGNOSIS  AND  TREATMENT  OF 

PULMONARY  DISEASES” 


1 :30  p.m. 
2 :00  p.  m. 


2 :30  p.  m. 


“Lung  Function  Tests  for  Office  and  Clinic” 

Dr.  Edward  A.  Gaensler,  Associate  Professor  of  Surgery,  Boston  University  School 
of  Medicine  ; Director  of  Thoracic  Services,  Boston  University  Medical  Center 

“Lung  Abscess,  Bronchiectasis  and  Empyema" 

Dr.  James  Bougas,  Associate,  Overholt  Thoracic  Clinic  ; Associate  Director,  Cardio- 
Pulmonary  Laboratory,  New  England  Deaconess  Hospital : Thoracic  Surgeon,  New 
England  Deaconess  Hospital 

“Differential  Diagnosis  of  Miliary  Lung  Disease” 

Dr.  Kenneth  Bird,  Assistant  Physician,  Massachusetts  General  Hospital;  Instruc- 
tor in  Medicine,  Harvard  Medical  School 


3 :00-4:30  p.m.  Panel  on  Problem  Cases  (4)  : 

Hemoptysis 
Pulmonary  nodule 
Dyspnea,  etiology  ? 
Tuberculosis 


Notable  increase  in  vigor,  strength  and  sense  of  well-being 


Jr  Supportive  therapy 
m for  the  aged  and  debilitated 

¥ Physiotonic  benefits 
f with  new  oral  anabolic 

WINSTROL 

brand  of 

STANOZOLOL 


WINSTROL  (stanozolol-Winthrop),  a heterocyclic  steroid, 
combines  potent  anabolic  effects  with  outstanding  tol- 
erance, stimulates  appetite  and  promotes  weight  gain... 
restores  a positive  metabolic  balance.  It  counteracts  the 
catabolic  effects  of  concomitant  corticosteroid  or  ACTH 
therapy.  WINSTROL  (stanozolol-Winthrop)  rebuilds  body 
tissue  while  it  builds  strength,  confidence  and  a sense  of 
well-being  in  conditions  associated  with  excess  protein 
breakdown,  insufficient  protein  intake  and  inadequate  ni- 
trogen and  mineral  retention. 

Side  Effects  and  Precautions:  Prolonged  administration  can 
produce  mild  hirsutism,  acne  or  voice  change.  In  an  occa- 
sional patient,  edema  has  been  observed  and  in  young 
women  the  menstrual  periods  have  been  milder  and 
shorter.  These  side  effects  are  reversible,  and  patients  re- 
ceiving prolonged  treatment  should  be  examined  and  ques- 
tioned periodically  so  that,  should  side  effects  appear,  the 


dosage  may  be  reduced  or  administration  of  the  drug  dis- 
continued for  a time. 

In  patients  with  impaired  cardiac  and  renal  function,  there 
is  the  possibility  of  sodium  and  water  retention.  Liver  func- 
tion tests  may  reveal  an  increase  in  bromsulphalein  reten- 
tion, particularly  in  elderly  patients.  In  such  cases,  therapy 
should  be  discontinued.  Although  it  has  been  used  in  pa- 
tients with  cancer  of  the  prostate,  its  mild  androgenic 
activity  is  considered  by  some  investigators  to  be  a contra- 
indication. 

Dosage:  Usual  adult  dose,  I tablet  t.i.d.  before  or  with 
meals;  young  women,  I tablet  b.i.d.;  children  (school  age): 
up  to  I tablet  t.i.d.;  children  (pre-school  age):  Vz  tablet 
b.i.d.  Available  as  scored  tablets  of  2 mg.  in  bottles  of  100. 
For  best  results,  administer  with  a high  protein  diet. 

WINTHROP  LABORATORIES,  NEW  YORK  18,  N.  Y. 


Marked  improvement  in  appetite/ Measurable  weight  gainf "fflfnfhrop 


More  certain  control  of  blood  pressure,  less 
likelihood  of  complications  with  Ser-Ap-Es 


Progressive  vascular  change,  with  ultimate  damage 
to  the  heart,  brain,  and  kidney  (at  left),  can  often 
be  prevented  by  effectively  treating  high  blood 
pressure.  To  do  this,  more  and  more  physicians  are 
turning  to  Ser-Ap-Es.  Hobbs,1  for  instance,  gave 
Ser-Ap-Es  to  74  hypertensive  patients  and  reduced 
diastolic  pressure  to  90  mm.  Hg  or  less  in  84 
per  cent  of  them.  He  concludes:  “...early  and  more 
general  use  of  a combination  tablet  of  this  type 
which  is  effective  at  several  grades  of  hypertension 
. . . may  well  serve  to  prevent  the  later,  more 
serious  renal,  cardiac,  and  cerebral  complications 
often  seen  in  untreated  hypertensives.” 
References:  1.  Hobbs,  L.  F.:  Virginia  Med.  Monthly 
90:28  (Jan.)  1963.  2.  Dupler,  D.  A.,  Greenwood,  R.  J., 
and  Connell,  J.  T.:  J.A.M.A.  174:123  (Sept.  10)  1960. 
3.  Reubi,  F.  C.:  Proc.  Soc.  Exp.  Biol.  Med.  73:102 
(Jan.)  1950.  4.  Kleh,  J.,  and  Fazekas,  J.  F.:  Amer. 

J.  Med.  Sci.  227:57  (Jan.)  1954. 

Indications:  Moderate  to  severe  hypertension. 
Caution:  Give  cautiously  to  patients  with  coronary 
artery  disease,  advanced  renal  damage, 
cerebral  vascular  accidents. 

Average  dosage:  1 or  2 tablets  t.i.d. 

Side  effects  & precautionary  measures: 
SERPASIL®  (reserpine  CIBA):  Severe  mental 
depression  has  appeared  in  a small  percentage  of 
patients,  primarily  in  a dose  above  1 mg.  daily 
(higher  than  that  contained  in  maximal  daily 
dosage  of  Ser-Ap-Es).  When  the  drug  is 
discontinued,  depression  usually  disappears, 
but  hospitalization  and  shock  therapy  are 
sometimes  required.  Daily  dosage  above  0.25  mg. 
is  contraindicated  in  patients  with  a history  of 
mental  depression  or  peptic  ulcer. 

Withdraw  reserpine  2 weeks  before  surgery, 
if  possible.  For  emergency  surgical  procedures, 
give  vagal  blocking  agents  parenterally  to  prevent 
or  reverse  hypotension  and/or  bradycardia. 

Rare  reactions:  anorexia,  headache,  bizarre 
dreams,  dizziness.  Occasional  side  effects: 
lassitude,  drowsiness,  nasal  congestion,  looseness 
of  stools,  increased  frequency  of  defecation. 


APRESOLINE®  hydrochloride  (hydralazine 
hydrochloride  CIBA):  Occasional  side  effects: 
headache,  dizziness,  faintness,  palpitation, 
skin  rash,  and  drug  fever.  Rare  side  effects: 
Postural  hypotension;  circulatory  collapse; 
an  arthritis-like  syndrome  which  may  rarely,  with 
continued  administration,  lead  to  a clinical  picture 
simulating  acute  systemic  lupus  erythematosus. 
ESIDRIX®  (hydrochlorothiazide  CIBA):  Watch  for 
signs  of  fluid  or  electrolyte  imbalance.  Further 
electrolyte  depletion  may  cause  hypochloremic 
alkalosis  and  hypokalemia.  Since  the  latter  may 
precipitate  digitalis  intoxication,  watch  carefully 
patients  who  are  also  taking  digitalis  or 
its  glycosides. 

Pay  special  attention  to  electrolyte  balance  of 
patients  with  severe  renal  or  hepatic  insufficiency. 
In  patients  with  cirrhosis  and  ascites,  watch 
for  symptoms  of  impending  hepatic  coma. 
Contraindicated  in  patients  with  oliguria  and 
complete  renal  shutdown. 

Rare  reactions:  purpura  with  or  without 
thrombocytopenia,  skin  rash,  photosensitivity, 
urticaria.  Thiazides  may  decrease  glucose 
tolerance;  use  cautiously  in  diabetics. 
Hyperuricemia  may  occur  but  is  readily 
reversed  by  a uricosuric  agent. 

Occasional  side  effects:  nitrogen  retention 
(in  hypertensive  patients),  nausea,  anorexia, 
headache,  restlessness,  constipation. 

Supplied:  Tablets  (salmon  pink),  each  containing 
0.1  mg.  reserpine,  25  mg.  hydralazine 
hydrochloride,  and  15  mg.  hydrochlorothiazide. 

2/3073M  K 

Ser-Ap-Es 

reserpine  0.1  mg. 
hydralazine 

hydrochloride  25  mg. 
hydrochlorothiazide  15  mg. 

CIBA  SUM  MIT,  N . J. 
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MEDICAL  CARE  IN  TOMORROW  S WORLD 

General  Session,  Rhode  Island  Hospital  Centennial  Celebration,  September  27 , 
and  Scientific  Session,  Departments  of  Surgery,  Medicine,  and 
Related  Specialties,  September  26  and  28 


GENERAL  SESSION,  FRIDAY,  SEPTEMBER  27,  1963 


MORNING 

Meehan  Auditorium 
Brown  University 


"MEDICAL  CARE  IN  TOMORROW’S  WORLD" 

Opening  remarks  — Louis  C.  Gerry,  President,  Rhode  Island  Hospital 

Presiding- — Ernest  K.  Landsteiner,  m.d.,  President,  Medical  Staff  Associa- 
tion, Rhode  Island  Hospital 

“ Some  Medical  Aspects  of  Mathematical  Biology ’’ 

Dr.  Nicholas  Rashevsky,  Professor  and  Chairman  of  the  Department  of 
Mathematical  Biology,  University  of  Chicago 

“ Advances  in  Modern  Medicine  and  Pathways  to  Future  Progress” 

Hans  Selye,  m.d.,  Professor  and  Director,  Institute  of  Experimental  Medi- 
cine and  Surgery,  University  of  Montreal 

Recapitulation  by  Dr.  Landsteiner 


AFTERNOON  Opening  remarks  — Mr.  Gerry 

Meehan  Auditorium  Presiding  — Thomas  Perry,  Jr.,  m.d.,  President,  Rhode  Island  Medical 

Society,  and  Senior  Surgeon,  Rhode  Island  Hospital 

“Advances  in  Modern  Surgery  and  Pathways  to  Future  Progress” 

Edward  D.  Churchill,  m.d.,  former  Chief  of  General  Surgical  Services,  The 
Massachusetts  General  Hospital,  and  John  Homans  Professor  of  Sur- 
gery Emeritus,  Harvard  University 

“The  Impact  of  Medical  Advances  on  the  Patient , the  Hospital 
and  Its  Personnel ” 

John  S.  Millis,  ph.d.,  d.sc.,  ll.d.,  President  of  Western  Reserve  University 
and  Chairman  of  the  Commission  of  the  American  Medical  Association 
to  Study  Graduate  Medical  Education 

Summation  by  Dr.  Perry 


EVENING  Banquet 

Rhodes-on-the-Pawtuxet  Citations 

Address  by  Barnaby  C.  Keeney,  ph.d.,  ed.d.,  ll.d.. 
President,  Brown  University 

sfc  :jC  ^ 


PROGRAM  — MEDICAL  ALUMNI  REUNION 

at  Rhode  Island  Hospital 

SCIENTIFIC  SESSION,  DEPARTMENT  OF  SURGERY  AND  RELATED  SPECIALTIES 

Thursday  afternoon,  September  26,  1963  (Papers  15  minutes  ; discussion  5 minutes) 
Presiding,  J.  Murray  Beardsley,  m.d. 

Surgeon-in-Chief  1950-1961 
Consultant  to  the  Department  of  Surgery 


continued,  on  next  page 
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Introductory  Remarks Lester  L.  Vargas,  m.d.,  Surgeon-in-Chief 

“Esophageal  Hiatal  Hernia  (Experiences  with  513  Cases  at  Rhode  Island  Hospital” 

J.  Murray  Beardsley,  m.d. 

“Open-Heart  Surgery  at  Rhode  Island  Hospital”  . . . Lester  L.  Vargas,  m.d.,  and  Associates 

“Urinary  Complications  Following  Combined  Surgery  and  Radiation  Treatment 

for  Carcinoma  of  the  Cervix”  . . Henry  C.  McDuff,  Jr.,  m.d.,  and  Ernest  K.  Landsteiner,  m.d. 

“Gastric  Hypothermia  — Clinical  and  Experimental  Observations” 

J.  Robert  Bowen,  m.d.,  and  Associates 

“Stereotaxic  Surgery” Paul  T.  W elch,  m.d. 

“Isolation  Perfusion  of  Cancer” 

Louis  A.  Leone,  m.d.,  Clarence  H.  Soderberg,  Jr.,  m.d.,  and  Associates 
“Surgical  Treatment  of  Scoliosis  by  the  Harrington  Method”  . . . Americo  A.  Savastano,  m.d. 

“New  Concepts  in  Otology” Rudolph  \V.  Pearson,  m.d. 

SCIENTIFIC  SESSION , DEPARTMENT  OF  SURGERY  AND  RELATED  SPECIALTIES 

Saturday  morning,  September  28,  1963  (Papers  10  minutes;  discussion  5 minutes  ) 

Presiding , Lester  L.  Vargas,  m.d. 

Surgeon-in-Chief 

“Pulmonary  Coccidiomycosis  — Report  of  a Case  Treated  at  Rhode  Island  Hospital” 

Robert  V . Riemer,  m.d. 

“Carcinoma  of  Thyroid  Tissue  in  Thyroglossal  Duct  Cysts” 

John  R.  Bernardo,  m.d.,  and  Robert  D.  Tarro,  m.d. 

“Follow-Up  Studies  on  Patients  with  Lower  Extremity  Amputations”.  . . J.  Robert  Bowen,  m.d. 

“Primary  Carcinoma  of  the  Duodenum” J.  Murray  Beardsley,  m.d. 

SCIENTIFIC  SESSION,  DEPARTMENT  OF  MEDICINE  AND  RELATED  SPECIALTIES 

Thursday  afternoon,  September  26,  1963 

Presiding,  Milton  W.  Hamolsky,  m.d. 

Physician-in-Chief 

“Choriocarcinoma  — A Review  and  Report  of  a Case” John  C.  Lathrop,  m.d. 

“Survival  in  Hodgkin’s  Disease” WTlliam  J.  H.  Fischer,  Jr.,  m.d. 

“The  Effect  of  Prednisolone  on  Human  Bone-Marrow  Cells” Patricia  Fames,  m.d. 

“The  In-Vitro  Erythrocyte  Uptake  of  1-131  Triiodothyronine  in  the  Diagnosis  and  Treatment 

of  Metabolic  Disease” Milton  W.  Hamolsky,  m.d. 

“Recent  Advances  in  Coagulation  and  Fibrinolysis” George  F.  Meissner,  m.d. 

“The  Mystery  of  the  Missing  Library” Irving  A.  Beck,  m.d. 

“A  Survey  of  775  Cases  Evaluated  at  the  Heart  Station  for  Possible  Cardiac  Surgery” 

Frank  B.  Cutts,  m.d. 

“Mitral  Valve  Surgery  at  Rhode  Island  Hospital” Frank  Merlino,  m.d. 

“Digitalis-Induced  Ventricular  Arrhythmias  — Clinical  and  Electrocardiographic  Observations” 

Henry  Miller,  m.d. 

“Actions  and  Reactions  of  Drugs  in  Neuropsychiatric  Disorders” 

Members  of  the  Department  of  Neurology  and  Psychiatry 
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“Rationale  of  Drugs  in  Neuropsychiatry” 

Harold  \Y.  Williams,  m.d.  ; B.  Barry  Mongillo,  m.d.,  and  Joseph  E.  Wittig,  m.d. 

“Neurotics  (the  Complaint  Disorders)  and  Drugs” 

David  J.  Fish,  m.d.  ; Joseph  M.  Zucker,  m.d.  ; Louis  Y.  Sorrentino,  m.d.,  and  Mac  Faintych,  m.d. 
“Drugs  in  Depressive  Reactions  (the  Commonest  Disorders  of  Living)” 

Patrick  F.  O’Mahony,  m.d.  ; John  F.  Lownev,  Jr.,  m.d.,  and  Sarah  M.  Saklad.  m.d. 

“Drugs  in  Epilepsy  and  Parkinson’s  Disease” 

John  O.  Strom,  m.d.,  and  J.  Wallace  Conklin,  m.d. 

“A  Dynamic  Study  of  Anemia” Maurice  Albala,  m.d. 

“A  Clinico- Biophysical  Approach  to  Chemotherapeutic  Dosage 

Using  the  Regional  Perfusion  Technique” Arthur  W.  Burke.  Jr.,  m.d. 

SCIENTIFIC  SESSION , DEPARTMENT  OF  MEDICINE  AND  RELATED  SPECIALTIES 

Saturday  morning,  September  28.  1963 

Presiding,  Marshall  N.  Fulton,  m.d. 

Physician-in- Chief  1948-1963 
Consultant  to  the  Department  of  Medicine 

“Metabolic  Alkalosis  — Review  of  Case  Material” 

Constantine  S.  Georas,  m.d.,  and  William  R.  Thompson,  m.d. 

“An  Evaluation  of  the  Role  of  Ventricular  Premature  Contractions  in  the  Diagnosis  of 

Myocardial  Infarction” Richard  K.  Mead,  m.d. 

“Myocarditis  — An  Unusual  Case” Frank  Merlino,  m.d. 

SCIENTIFIC  SESSION , DEPARTMENT  OF  PEDIATRICS 

Thursday  afternoon.  September  26.  1963  (Papers  10-12  minutes  ; discussion  3-5  minutes) 

Presiding,  Banice  Feinberg,  m.d. 

Physician-in-Chief.  Department  of  Pediatrics 

“Decadron  in  Croup” George  Iv.  Boyd,  m.d. 

“Neonatal  Problems  of  Patients  from  Providence  Lying-In  Hospital 

Treated  at  Rhode  Island  Hospital”  . . . Arnold  Porter,  m.d.,  and  D.  William  J.  Bell,  m.d. 

“Management  of  Heart  Disease  During  the  First  Year  of  Life” Banice  Feinberg,  m.d. 

“Hypsarrhythmia.  with  Report  of  Two  Cases” George  H.  Taft,  m.d. 

“Intractable  Asthma” Stanley  S.  Freedman,  m.d. 

“Cori's  Disease” Thomas  H.  Rockel,  m.d.,  and  John  T.  Barrett,  m.d. 

“Footprints,  Footsteps,  Strides” William  L.  Mauran,  Jr.,  m.d. 

“Chemotherapy  of  Cancer  in  Childhood” Louis  A.  Leone,  m.d. 

“Treatment  of  FTcerative  Colitis  in  Childhood  with  Psychotherapy  — 

An  Eight- Year  Follow-Up  with  Case  Report” Sarah  M.  Saklad,  m.d. 

“Eight-Year  Follow-Up  of  Transfused  Rh-Negative  Babies” Eric  Denhoff,  m.d. 
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HIGHLIGHTS  IN  THE  HISTORY  OF  RHODE  ISLAND  HOSPITAL 


1863  Rhode  Island  Hospital  charter  enacted  by 
General  Assembly,  March  10.  Nearly  $400,000 
subscribed  by  people  of  the  State  for  construction 
of  the  hospital, 

1868  Hospital  opened  October  1,  with  60  beds. 
6,000  visitors  the  first  day. 

1874  North  Wing  of  Main  Building  completed. 

1877  Department  for  treating  diseases  of  women 
and  children  created. 

1882  Training  School  for  Nurses  opened;  17  stu- 
dents enrolled. 

1891  Taft  Building  for  care  of  outpatients  opened. 

1892  Ambulance  service  established. 

1893  Chace  Home  for  Nurses  completed  and  occu- 
pied. 

1896  Hospital  wired  for  electricity.  X-ray  equip- 
ment installed. 

1898  Treatment  provided  for  125  Spanish- Amer- 
ican War  soldiers. 

1900  Southwest  Pavilion  opened  (laboratories  and 
wards  for  women  and  children). 

1907  Crawford  Allen  Memorial  Hospital  for  sum- 
mer care  of  sick  and  crippled  children  established 
near  East  Greenwich  on  Narragansett  Bay. 

1909  Middle  House  for  Nurses  opened. 

1917  Navy  Base  Hospital  No.  4,  with  personnel 
largely  from  Rhode  Island  Hospital,  established 
for  war  service  at  Queenstown,  Ireland.  New 
outpatient  building,  the  gift  of  Jesse  H.  Metcalf, 
opened. 

1918  Influenza  epidemic;  1,373  flu  patients  in  3R> 
months. 

1922  Jane  Brown  Building  for  private  patients 
built  at  cost  of  more  than  $700,000.  Described  by 
experts  as  one  of  the  finest,  most  modern  nursing 
units  in  the  nation. 

1927  Aldrich  Home  for  Nurses  completed. 

1929  Joseph  Samuels  Dental  Clinic  for  Children 
constructed.  More  than  2,000  youngsters  treated 
in  first  six  months. 

1932  Tumor  clinic  opened. 

1938  Hurricane  struck  New  England.  “Rhode  Is- 
land Hospital  ablaze  with  lights  and  all  depart- 
ments functioning.” 

1941  Potter  Memorial  Building  for  children  placed 
in  service. 

1944  Rhode  Island  Hospital’s  48th  Evacuation 
Hospital  Emit,  cited  by  Chinese  military  com- 


mand for  service  in  China-Burma-India  theatre. 

1946  Hospital’s  facilities  strained  by  increasing  de- 
mand for  services.  As  many  as  1,000  names  on 
waiting  list  at  one  time. 

1947  $4,360,000  subscribed  by  public  for  expansion 
of  hospital. 

1955  New  Main  Building  completed  at  cost  of 
$9,000,000.  $84,000  grant  from  Hartford  Foun- 
dation for  establishment  and  study  of  an  inten- 
sive-care unit,  a project  which  brought  hospital 
authorities  from  far  and  wide  for  a first-hand 
view. 

1958  New  Crawford  Allen  Memorial  Building  for 
extended  care  of  children  opened.  $54,400  grant 
from  Hartford  Foundation  for  3 -year  study  of 
uses  of  an  artificial  kidney. 

1959  George  Cancer  Research  Center  opened,  with 
a full-time  director.  $192,000  grant  from  Hart- 
ford Foundation  for  3-year  research  program  in 
open-heart  surgery. 

1961  Physicians  Office  Building  completed,  with 
offices  for  60  doctors. 

1962  Full-time  chief  appointed  for  department  of 
surgery.  Review  of  hospital’s  research  program 
shows  162  projects  carried  on  during  period 
1956-1961  with  grants  totaling  $812,524  from 
the  National  Institutes  of  Health  and  other 
agencies. 

1963  Chief  of  Medicine  and  Chief  of  Surgery  at 
hospital  appointed  professor  of  medicine  and  pro- 
fessor of  surgery,  respectively,  by  Brown  Uni- 
versity. Full-time  chief  appointed  for  department 
of  medicine.  Five  building  projects  involving 
total  cost  of  over  $3,000,000  under  way  as  part  of 
expansion  program.  Preparations  under  way  for 
Centennial  Convocation  to  be  held  in  September. 


"When  this  work  {of  creating  Rhode  Island  Hos- 
pital] shall  be  fully  completed  . . . when  it  shall  be 
performing  its  manifold  ministry  to  the  poor,  and 
dispensing  its  blessings  among  the  sick  and  suffer- 
ing of  all  classes  of  our  population,  there  is  not  a 
citizen  in  the  State  who  will  not  rejoice  to  have 
borne  any  part,  however  humble,  in  the  founding 
of  so  beneficent  an  institution.” 

Robert  H.  Ives,  President 

Board  of  Trustees,  Rhode  Island  Hospital 

November  13,  1867 
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SYMPOSIUM  ON 

REGIONAL  PERFUSION  CHEMOTHERAPY 

Foreword  * 


The  management  of  the  patient  with  advanced 
cancer  disease  continues  to  be  one  of  the  most 
challenging  in  medical  practice.  Approximately 
two-thirds  of  all  patients  with  malignant  neoplasms 
(including  lymphoma  and  leukemia)  cannot  be 
cured,  nor  can  their  disease  be  controlled  by  surgery 
or  radiotherapy  alone.  This  depressing  circum- 
stance has  stimulated  a broad  interest  in  the  study 
of  cytotoxic  chemotherapeutic  agents.  Although 
much  is  known  about  biological  differences  between 
normal  and  neoplastic  cells,  rational  cancer  chemo- 
therapy is  not  yet  in  sight.  The  empirical  approach 
has  resulted  in  small  gains  in  the  treatment  of  some 
leukemias  and  lymphomas.  Advanced  tumors  of 
epithelial  or  mesenchymal  origin,  however,  have 
responded  infrequently,  and  only  when  near-lethal 
chemical  assaults  have  been  made.  Regional  perfu- 
sion chemotherapy  offers  some  possibility  of  in- 
creasing the  efficacy  of  anti-tumor  agents  without 
serious  damage  to  normal  tissues. 

The  work  to  be  presented  in  the  following  papers 
is  the  result  of  a highly  integrated  group  endeavor. 
The  close  cooperation  of  Doctor  Lester  L.  Vargas 
and  his  associates  in  the  Laboratory  for  Surgical 
Research,  and  Doctor  Elihu  Saklad  and  the  staff  of 
the  Anesthesiology  Department  were  essential  to 
the  successful  execution  of  this  project.  Thorough 
understanding  of  the  need  to  deliver  high  doses  of  a 
chemical  to  the  tumor,  while  normal  tissues  remain 


relatively  isolated,  was  essential.  The  accomplish- 
ment of  this  end  required  the  greatest  patience  and 
the  perseverance  of  our  surgical  and  technical  col- 
leagues. Coordination  of  the  activities  of  those  mon- 
itoring the  leakage  of  chemical  from  the  perfusion 
circuit ; the  regulation  of  perfusate  flow ; the  estab- 
lishment and  maintenance  of  hypothermia  and 
anesthesia  ; and  the  actual  chemical  dosing,  required 
a degree  of  empathy  seldom  achieved  among  inves- 
tigators of  diverse  medical  disciplines.  This  work 
has  demonstrated  the  value  of  close  cooperation  in 
the  approach  to  the  solution  of  a difficult  problem. 
Indeed,  it  is  not  to  be  presumed  that  a solution  has 
been  attained ; however,  the  increased  comfort  and 
useful  time  gained  by  some  patients ; the  informa- 
tion concerning  high-concentration  drug  action  on 
tumors  ; the  effects  of  the  hypothermic  state  on  cir- 
culatory dynamics  and  chemical  toxicity  and,  not  of 
least  importance,  the  acquirement  of  a clinical  in- 
vestigative method  that  will  permit  more  precise 
studies  of  new  chemotherapeutic  or  immunologic 
approaches,  are  rewards  of  some  significance. 

Louis  A.  Leone,  m.d. 

*The  authors  wish  to  acknowledge  with  appreciation  the 
professional  assistance  of  Doctor  Thomas  Forsythe,  Doctor 
Stephan  Frater,  Doctor  William  P.  Corvese,  Doctor  George 
V.  Coleman,  and  Doctor  Elihu  Saklad ; and  the  technical 
assistance  of  Jan  Cardoz,  Judy  Marz,  Virginia  Garnet, 
Howard  Lowenson,  Harold  Smith,  and  Rosilyn  Bolski. 
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REGIONAL  PERFUSION  CHEMOTHERAPY 
OF  ADVANCED  CANCER* 

Louis  A.  Leone,  m.d. 


The  Author.  Louis  A.  Leone,  M.D.  Director,  Depart- 
ment of  Cancer  Research,  Rhode  Island  Hospital. 


The  introduction  of  the  alkylating  chemical, 
nitrogen  mustard1  and  the  “antimetabolite,” 
aminopterin2  in  the  1940’s  heralded  a new  approach 
to  the  treatment  of  neoplastic  disease.  It  seemed 
possible  that  a new  therapeutic  device  had  been 
found  that  would  overcome  the  limitations  to  sur- 
gery and  radiotherapy  imposed  by  the  primary 
location  or  diffuse  spread  of  certain  malignant 
tumors.  The  ability  of  a chemical  to  reach  all  sites  of 
involvement  was  thought  to  be  the  answer  to  the 
therapeutic  needs  of  patients  with  advanced  cancer 
disease.  There  followed  a period  of  intensive  clinical 
and  fundamental  research  effort  to  discover  new  and 
more  effective  agents.  This  work  resulted  in  the  de- 
velopment of  an  ever-widening  spectrum  of  alkylat- 
ing agents,  antimetabolites,  hormones,  and  certain 
antibiotics  that  are  now  used  in  the  palliation  of  a 
variety  of  neoplastic  diseases  including  the  lymph- 
omas and  leukemia.  All  cancer  chemotherapeutic 
agents,  however,  share  certain  unfavorable  charac- 
teristics: 1.  They  interfere  with  the  division  of 
normal  cells  as  well  as  that  of  cancer  cells  ; 2.  The 
normal  structures  most  frequently  adversely 
affected,  to  the  clinical  detriment  of  the  patient, 
are  the  bone  marrow  and  the  cells  lining  the  gastro- 
intestinal tract;  3.  The  neoplasms  treated  with 
these  agents  almost  invariably  develop  resistance  to 
their  cytotoxic  effects  ; 4.  They  produce  other  un- 
desirable limitations  of  a clinical  nature,  such  as 
nausea,  vomiting,  diarrhea,  alopecia,  stomatitis, 
skin  eruptions,  and  others.  The  occurrence  of  nor- 
mal cell  toxicity,  undesirable  clinical  effects,  and 
the  ever-present  problem  of  tumor  resistance,  im- 
pose a set  of  limitations  upon  the  cancer  chemo- 
therapist,  reminiscent  of  those  challenging  the 
radiotherapist. 

In  view  of  what  has  been  stated  above,  it  follows 
that  a useful  chemical  treatment  must  reach  the 
diseased  tissue  and  must  produce  greater  toxicity 
in  tumor  cells  than  in  the  normal  structures.  The 
degree  to  which  this  differential  effect  damages 
malignant  tissue  determines  the  therapeutic  effec- 

*Supported in  part  by  grant  from  the  Hartford  Foundation. 


tiveness.  This  relationship  between  toxic  effect  and 
therapeutic  response,  when  expressed  as  a ratio, 
has  been  applied  to  the  study  of  new  agents  in  ani- 
mal tumor  systems  and  is  called  “the  therapeutic 
index.”3  Although  it  is  difficult  to  apply  this  term  to 
human  treatment,  it  is  quite  obvious  that  certain 
agents,  when  administered  systemically,  possess  a 
high  degree  of  affinity  for  certain  tumors,  e.g. 
nitrogen  mustard  — Hodgkin’s  disease ; actino- 
mycin  D — embryonal  carcinoma  of  the  testis ; 
mvleran — chronic  granulocytic  leukemia ; amethop- 
terin  — choriocarcinoma.  In  spite  of  the  relatively 
high  degree  of  effectiveness  in  the  mentioned  in- 
stances, no  “cures”  have  resulted  from  the  systemic 
application  of  these  agents.  Several  examples  of 
“five-year  survivals,”  with  complete  clinical  dis- 
appearance of  tumor  have  been  described  by  Hertz, 
et  al.4  following  treatment  of  choriocarcinoma  with 
amethopterin. 

It  is  obvious,  therefore,  that  until  better  methods 
of  treatment  are  found,  improved  results  will  de- 
pend on  increasing  the  “therapeutic  index”  of  the 
partially  effective  agents.  This  requires  that  a rela- 
tively large  dose  of  chemical  be  delivered  to  the 
tumor  while  sensitive  normal  structures,  especially 
the  bone  marrow,  are  excluded.  The  cavitary  spaces 
of  the  body  lend  themselves  especially  well  to  this 
modality.  Pleural  or  peritoneal  effusions  from 
metastatic  carcinoma  of  breast  or  ovary  respond 
well  to  the  instillation  of  thio-TEPA.5,6  This 
method  permits  maximum  localization  of  cytotoxic 
effect  while  the  bone  marrow  remains  relatively 
isolated.  Individual  intra-cavitary  doses  2 to  5 times 
the  intravenous  dose  are  tolerated. 

Systemic  administration  of  nitrogen  mustard  or 
other  alkylating  agent  has  offered  extremely  lim- 
ited palliation  of  regional  involvement  by  carcinoma. 
The  delivery  of  a high  concentration  of  a cytotoxic 
agent  by  way  of  the  arterial  blood  supply  was  dem- 
onstrated by  Klopp  in  1950. 7 Twice  the  usual  intra- 
venous dose  was  used  safely  by  this  method,  and 
local  tissue  toxicity  as  well  as  hematologic  toxicity 
was  minimal.  The  need  for  even  greater  local  con- 
centration of  the  alkylating  agent  in  the  tumor  area 
resulted  in  newer  approaches  utilizing  the  pump- 
oxygenator.  Creech  and  his  associates8,9,10  per- 
formed regional  perfusion  of  the  extremities  and 
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pelvic  region,  as  well  as  total  body  perfusion  for  a 
variety  of  advanced  carcinomas,  sarcomas  and 
melanomas.  This  method  permitted  extremely  high 
concentration  of  chemical  in  a confined  area.  At 
normal  body  temperature  nitrogen  mustard  was 
given  in  a dose  2.5  times  that  of  the  usual  systemic 
intravenous  dose.  If  the  supposition  is  made  that  the 
pelvic  region  and  its  circulation  represent  approxi- 
mately 25  per  cent  of  the  total  body,  the  actual  con- 
centration of  chemical  in  the  pelvic  region  is  4 times 
that  resulting  from  intravenous  administration. 
This  great  local  concentration  combined  with  the 
increased  total  dose  permitted  by  partial  isolation 
of  the  pelvis  results  in  an  8 to  10-fold  increase  in  the 
concentration  to  which  the  tumor  is  exposed.  Alien 
hypothermia  is  used  to  protect  bone  marrow  outside 
the  perfusion  area,  the  concentration  may  be  in- 
creased 12  to  15-fold. 

Phenylalanine  mustard  (PAM),  triethylene- 
thio-phosphoramide  (thio  TEPA),  actinomycin  D, 
and  5-fluorouracil  have  been  used  by  Creech  in 
doses  near  or  above  the  normal  systemic  dose. 
Overall  results  indicated  a tumor  regression  rate  of 
46  per  cent  in  all  categories  of  tumor.  Stehlin,  et 
al.11,12  have  discussed  the  general  problem  of  mela- 
noma management  and  the  possible  value  of  pallia- 
tive or  adjunctive  isolation  extremity  perfusion  with 
the  alkylating  agents.  About  50  per  cent  of  those 
patients  treated  palliatively  demonstrated  regres- 
sion of  their  tumors.  The  value  of  perfusion  adjunc- 
tive to  surgery  for  cure  of  melanoma  remains  ques- 
tionable. A small  series  of  patients  with  intact  local- 
ized primary  melanomas  were  treated  by  Stehlin, 
et  al.  with  extremity  perfusion  alone,  using  PAM.12 
Although  complete  disappearance  of  the  lesions  has 
occurred,  the  curative  nature  of  this  method 
remains  to  be  evaluated.  This  treatment  must  be 
considered  experimental  and  raises  considerable 
doubt  as  to  the  wisdom  of  excluding  radical  surgery 
before  prolonged  survivals  have  been  recorded  after 
perfusion  treatment  of  inoperable  melanoma. 
Phenylalanine  mustard  is  the  drug  of  choice  when 
perfusion  is  applicable  in  the  management  of  ad- 
vanced melanoma,  and  should  be  used  as  an  adjunc- 
tive measure  when  radical  surgery  is  contemplated 
for  this  disease. 

In  a series  of  28  patients  with  a wide  variety  of 
sarcomas  (except  lymphoma)  Krementz13  reported 
about  30  per  cent  regression  rate  following  normo- 
thermic  palliative  regional  perfusion.  A number  of 
cytotoxic  agents  were  used,  including  actinomycin 
D and  5-fluorouracil,  as  well  as  several  mustard- 
like drugs.  Squamous  cell  carcinoma  and  most 
adenocarcinomas  are  resistant  to  chemotherapeutic 
drugs.  Aust  and  Ausman14  performed  external 
carotid-internal  jugular  perfusion  on  14  patients 
with  squamous  cell  carcinoma.  One  patient  experi- 


enced a significant  regression  of  the  tumor.  Results 
following  pelvic  perfusion  for  advanced  squamous 
cell  carcinoma  of  the  cervix  have  likewise  been 
disappointing.  Austen,  et  al.15  have  described  tumor 
regressions  in  two  patients  with  papillary  cystadeno- 
carcinoma  of  the  ovary  and  one  with  adenocarci- 
noma of  the  sigmoid  colon. 

Regional  abdominal  perfusion  has  been  attempted 
by  Shingleton  with  limited  therapeutic  suc- 
cess. 16-17-18  This  technique  required  occlusion  of  the 
aorta  and  vena  cava  just  above  the  diaphragm,  and 
cannulation  of  the  abdominal  aorta  and  inferior 
vena  cava  through  the  femoral  vessels.  Shingleton 
also  introduced  generalized  body  hypothermia17,18 
as  part  of  the  procedure  of  abdominal  perfusion. 
Several  factors  seem  to  mitigate  against  excessive 
toxicity,  even  when  high  doses  of  nitrogen  mustard 
are  perfused  when  body  temperature  is  lowered 
10°C.  That  aspect  of  this  method  of  perfusion 
chemotherapy  is  dealt  with  in  detail  elsewhere  in 
this  journal  by  Colbert.19 

Regional  Perfusion  at  Rhode  Island  Hospital 

In  April,  1961,  an  intensive  clinical  study  of 
chemotherapeutic  regional  perfusion  for  advanced 
cancer  was  initiated  at  Rhode  Island  Hospital.  This 
work  has  been  the  joint  effort  of  members  of  the 
Departments  of  Oncology,  Surgery,  Radiology,  and 
Anesthesiology. 

Selection  of  Patients 

Several  malignant  tumors,  because  of  their  incli- 
nation to  regional  spread  and  metastasis,  lend  them- 
selves to  regional  treatment.  Carcinoma  of  the  cer- 
vix, body  of  the  uterus,  ovary,  urinary  bladder, 
sigmoid  colon,  and  rectum  may  be  accessible  to 
pelvic  perfusion.  When  there  is  evidence  of  spread 
into  the  greater  abdominal  cavity,  as  determined  by 
exploration,  roentgen  study,  or  physical  examina- 
tion, abdominal  perfusion  is  indicated.  The  pres- 
ence of  distant  metastasis  usually  contraindicates 
regional  perfusion.  This,  however,  is  not  a fixed 
rule  inasmuch  as  a single  distant  lesion  may  receive 
other  palliative  treatment  which,  along  with 
regional  perfusion,  may  return  the  patient  to  useful 
and  comfortable  activity.  Other  tumors,  including 
neurogenic  sarcoma,  melanoma,  retroperitoneal 
sarcoma,  and  carcinoma  of  the  fallopian  tube  have 
been  successfully  treated  by  abdominal  or  pelvic 
perfusion.  The  possible  control  of  pain  or  bleeding, 
or  relief  of  obstruction  of  vital  structures  justifies 
consideration  of  regional  perfusion  chemotherapy. 

Patient  suitability  for  perfusion  therapy  is  based 
on  ( 1 ) general  medical  status  and  ability  to  undergo 
anesthesia  and  surgery ; (2)  Normal  cardiac  func- 
tion (because  of  arrythemia  encountered  at  low 
body  temperature)  ; (3)  Normal  hematopoietic 
activity.  All  patients  are  studied  carefully  for  ade- 
quate renal  and  hepatic  function.  Accurate  measure- 
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merits  of  tumor  size  are  recorded  on  the  basis  of 
direct  palpation  or  roentgen  appearance. 

Following  the  induction  of  general  body  hypo- 
thermia, under  anesthesia,  the  necessary  surgical 
procedures  for  adequate  isolation  of  the  involved 
area  are  carried  out.  The  chemotherapeutic  agent  is 
injected  into  the  outflow  tubing  of  the  pump  oxy- 
genator and  perfusion  proceeds  for  a selected  period 
of  time.  Nitrogen  mustard  (HN2)  has  been  used 
for  all  pelvic  and  abdominal  perfusions.  This  agent 
offers  the  following  advantages : ( 1 ) its  clinical 
and  hematologic  effects  are  well-known;  (2)  its 
biological  and  chemical  reaction  time  are  short 
(half-life  of  5 to  8 minutes)  ; (3)  the  rapid  fixa- 
tion of  HNo  eliminates  the  need  of  flushing  the 
material  from  the  perfusion  circuit  at  completion  of 
the  procedure;  (4)  overwhelming  systemic  tox- 
icity that  might  result  from  an  accidental  massive 
“leak”  from  the  perfusion  circuit  is  minimized  be- 
cause of  the  use  of  multiple  small  doses  of  HN2; 
and  (5)  with  the  possible  exception  of  phenylala- 
nine mustard  in  the  treatment  of  melanoma  in  the 
extremity,  HNo,  when  given  in  adequate  dosage,  is 
as  effective  as  any  similar  agent.  It  is  important  to 
extract  the  maximal  therapeutic  value  from  the  per- 
fused agent.  Therefore,  we  have  chosen  to  study 
thoroughly  the  behavior  of  one  alkylating  drug 
against  as  many  different  tumors  as  possible  under 
the  conditions  of  our  procedure.  The  ultimate 
mechanism  of  action  of  HNo  is  probably  identical 
with  that  of  other  alkylating  agents,  although  tumor 
sensitivity  to  the  various  preparations  in  use  is  not 
uniform.  Attempts  to  determine  tumor  cell  sensi- 
tivity to  nitrogen  mustard  and  related  compounds 
in  tissue  culture  have  been  reported.20  This  method 
of  selecting  the  potentially  most  effective  agent  for 
perfusion  has  been  utilized  by  some  chemothera- 
pists.21  Whether  drug  selection  based  on  tissue  cul- 
ture exposure  of  the  patient’s  tumor  is  reliable  has 
not  been  proved,  but  may  provide  a possible  refine- 
ment in  treatment  rationale. 

The  dose  of  nitrogen  mustard  or  any  cytotoxic 
agent  is  dependent  on  (1)  the  leakage  from  the 
perfusion  circuit ; (2)  the  size  and  histology  of  the 
neoplasm  ; ( 3 ) the  location  of  the  perfused  area  ; 
(4)  weight  and  body  surface  of  the  patient;  (5) 
hematopoietic  status  of  the  patient  and  whether  the 
patient  has  had  previous  chemotherapy;  (6)  tem- 
perature of  the  perfusion  circuit,  as  well  as  that  of 
the  systemic  circulation;  and  (7)  the  duration  of 
perfusion : this  is  important  when  a “long-acting” 
agent  is  used,  since  extended  perfusion  of  an  active 
material  may  cause  damage  to  normal  tissue.  The 
duration  of  perfusion  of  HN2  is  limited  automati- 
cally by  its  short  reaction  time. 

The  usual  perfusion  doses  of  a variety  of  chemo- 
therapeutic agents  at  normal  body  temperature  are 
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listed  in  Table  I.9  This  list,  although  not  complete, 
is  representative  of  the  types  of  chemotherapeutic 

Table  I 

DOSAGE  OF  AGENTS  USED  IN  PERFUSION 
THERAPY  (mg/kg)* 

( NORMOTHERMIA ) 


Upper 

Extremity 

Lower 

Extremity 

Pelvis 

Nitrogen  Mustard  

0.6 

0.8 

1.0 

Phenylalanine  Mustard 

1.5 

1.5 

2.0 

Thio  Tepa  

0.8 

1.0 

1.0 

Actinomycin  D 

035 

.050 

.050 

5-Fluorouracil  

15  mg. 

20.0 

20.0 

*From  Creech  et  al.9 


agents  that  have  been  used.  Other  experimental 
alkylating  and  anti-metabolic  agents  have  been 
given  safely  in  all  of  the  perfusion  areas  mentioned 
in  Table  I. 

Under  general  body  hypothermia  (body  temper- 
ature of  28°-30°C.)  and  with  perfusate  temperature 
of  41  °C.,  the  maximum  tolerated  dose  of  nitrogen 
mustard  is  greater  than  that  at  normal  body  temper- 
ature. The  dose  of  0.8 -1.0  mg.  kg.  of  body  weight 
usually  employed  in  pelvic  perfusion  may  be  raised 
to  1.3-1. 5 mg./kg.  while  the  dose  in  abdominal 
perfusion  may  be  as  high  as  0.9 -1.0  mg./kg.  It  is 
our  practice  to  calculate  the  total  dose  on  the  basis 
of  1.5  mg./kg.  of  body  weight  for  pelvic  perfusion 
and  1.0  mg./kg.  for  abdominal  perfusion.  This  is 
administered  in  six  equally  divided  doses,  given  at 
5-minute  intervals.  After  the  sixth  dose  has  been 
given,  the  perfusion  is  continued  for  an  additional 
10  minutes  in  order  to  insure  complete  inactivation 

Table  II 

LEAKAGE-DOSAGE  REGULATION  SCHEDULE 
Assume  total  calculated  dose  to  be : 

1.5  mg/kg  for  pelvic  perfusion  : 

1.0  mg/kg  for  abdominal  perfusion  : 

If  average  leakage  factor 

for  five  minutes  is:  Dose  is  reduced  by: 

(%)  (mg /kg) 

7.5  0. 

11.0  0.2 

15.0  4 

20.0  6 

25.0  8 

of  the  HN2  before  regional  “isolation”  is  termi- 
nated. Leakage  factor  is  determined  at  five-minute 
intervals  after  the  first  ten  minutes  of  perfusion  and 
the  dose  is  recalculated  on  the  basis  of  leak  from 
the  perfusion  circuit.  Methods  for  determination  of 
“leak”  are  discussed  in  some  detail  in  another  paper 
in  this  series.22  Dose  reductions  are  made  as  indi- 
cated in  Table  II  assuming  that  the  initial  total 
calculated  dose  was  1.5  or  1.0  mg./kg.  in  pelvic  or 
abdominal  perfusions  respectively. 
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Results 

During  the  first  phase  of  our  study,  eleven 
patients  received  twelve  regional  pelvic  or  abdomi- 
nal perfusions,  for  a variety  of  advanced  malignant 
tumors  (Table  III),23 


Table  III 


Perfusion 

No.  Diagnosis 

Type  of 
Perfusion 

Objective 

Improvement 

1 

Adenocarcinoma, 

Prostate 

Pelvic 

None 

2 & 

( Same  Patient 

Mass  decreased 

8 

Perfused  Twice) 

50% 

Neurogenic 

Sarcoma 

Pelvic 

Mass  decreased 
50% 

3 

Papillary  Serous 
Cystadeno- 
carcinoma,  Ovary 

Pelvic 

N one 

4 

Transitional  Cell 
Carcinoma, 
Urinary  Bladder 

Pelvic 

None 

5 & 

Epidermoid 

Skin  nodules 

6 

Carcinoma, 

smaller 

Cervix 

Pelvic 

None 

7 

Adenocarcinoma, 

Rectum 

Pelvic 

Pelvic  mass 
smaller 

9 

Epidermoid  Car- 
cinoma, Vulva 

Pelvic 

None 

10 

Melanoma 

Pelvic- 

Extremity 

Skin  nodules 
smaller 

11 

Melanoma 

Abdominal 

Transient  de- 
crease in  masses 

12 

Carcinoma, 
Fallopian  Tube 

Abdominal 

Abdominal 
masses  smaller 

Subjective  relief  of  pain  was  complete  or  nearly 
complete  in  six  of  eight  patients  with  this  com- 
plaint. Decreased  requirement  for  analgesic  medi- 
cation was  noted  on  the  first  or  second  post-perfu- 
sion day.  When  relief  was  complete  some  patients 
remained  free  of  pain  in  spite  of  advancing  tumor 
disease.  This  striking  effect  has  been  attributed  to 
a neuro-toxic  effect  of  HN2.  One  patient  experi- 
enced a transient  period  of  lower  extremity  weak- 
ness which  disappeared  completely  in  four  to  six 
weeks.  Damage  to  peripheral  nerves  following 
exposure  to  high  concentrations  of  alkylating 
agents  has  been  reported.24  This  complication  can 
be  eliminated  by  careful  adherence  to  the  dosing 
schedule  outlined  above.  It  is  of  interest  that  the 
only  instance  of  neuropathy  in  this  series  occurred 
in  a patient  who  had  received  another  chemothera- 
peutic agent  (5-fluorouracil)  twelve  weeks  before 
pelvic  perfusion  (Case  No.  7).  In  addition  to  the 
neuropathy,  this  patient  also  experienced  a mod- 
erately severe  marrow  depression  following  perfu- 
sion. It  is  possible  that  the  previous  chemotherapy 
“sensitized”  this  patient  to  the  toxic  effects  of  HNo 
resulting  in  neuropathic  changes  as  well  as  hemato- 
logic depression.  This  patient’s  course  will  be  de- 


scribed in  greater  detail  later.  The  possibility  of 
relatively  minor  neurological  complications  is  not  a 
contraindication  to  palliative  pelvic  or  abdominal 
perfusion  chemotherapy. 

Objective  decrease  in  measurable  tumor  size  was 
observed  following  seven  of  twelve  regional  perfu- 
sions with  HN2  (Table  III).  The  tumors  of  two 
patients  (Cases  Nos.  5 and  11)  demonstrated  defi- 
nite measurable  regression  immediately  following 
the  procedure.  Patient  No.  11,  however,  died  two 
months  after  perfusion  with  rapid  and  diffuse  ab- 
dominal extension  of  melanoma.  Skin  nodules  from 
epidermoid  carcinoma  of  the  cervix  in  Case  No.  5 
were  measurably  smaller  post-perfusion,  but  the 
patient  died  suddenly  on  the  twenty-first  day  after 
treatment.  Post-mortem  examination  was  not  done. 
One  patient  with  melanoma  involving  multiple  skin 
areas  of  the  left  lower  extremity  underwent  com- 
bined pelvic-extremity  perfusion.  The  skin  nodules 
regressed  for  a period  of  seven  months  after  perfu- 
sion, but  reactivation  required  subsequent  extrem- 
ity perfusion  with  phenylalanine  mustard.  Another 
remission  was  induced  and  continues  six  months 
after  perfusion. 

The  inoperability  resulting  from  involvement  of 
vital  structures  near  the  primary  site  of  some  malig- 
nant neoplasms  presents  a special  problem.  Various 
methods  of  radiation  therapy  have  been  used  to 
“shrink”  such  tumors  to  a size  and  degree  of  in- 
volvement that  would  permit  surgical  excision.  This 
concept  has  been  applied,  with  mixed  results,  to 
epidermoid  carcinoma  of  the  head  and  neck  region. 
Similar  use  of  systemic  chemotherapy  has  failed  to 
make  operable  any  previously  inoperable  cancer. 
Furthermore,  radiation  therapy  is  usually  of  ex- 
tremely limited  value  in  the  control  of  adenocarci- 
noma. This  is  especially  significant  in  the  gastro- 
intestinal tract,  the  site  of  a large  percentage  of 
inoperable  tumors.  Recurrent  adenocarcinoma  of 
the  rectum,  however,  often  lends  itself  to  efficient 
high-dose  pelvic  perfusion  chemotherapy.  The  esti- 
mated tumor  dose  of  nitrogen  mustard  during  such 
a procedure  may  be  12  to  15  times  that  possible  in 
conventional  intravenous  chemotherapy.  The  course 
of  one  patient  (Case  No.  7)  with  recurrent  adeno- 
carcinoma of  the  rectum  is  of  special  interest  and  is 
described  in  detail. 

CASE  NO.  7.  A 61-year-old  white  female  un- 
derwent anterior  resection  for  adenocarcinoma  of 
the  rectum  in  November,  1958,  at  another  hospital. 
Three  lymph  nodes  containing  metastatic  tumor 
were  found.  In  February,  1960,  abdomino-perineal 
resection  and  total  hysterectomy  were  performed  at 
Rhode  Island  Hospital  for  recurrence  in  the  sig- 
moid suture  line.  One  involved  lymph  node  was 
found  and  invasion  of  the  sacral  fascia  was  ob- 
served. In  February,  1961,  a left  inguinal  lymph 
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node  was  excised  and  was  found  to  contain  meta- 
static adenocarcinoma.  No  further  treatment  was 
entertained  at  that  time. 

In  March,  1961,  the  patient  noted  the  onset  of 
vaginal  bleeding.  She  was  readmitted  to  R.I.H.  in 
April,  1961,  when  examination  revealed  several 
masses  on  the  vulva  and  in  the  lower  vagina.  A 
hard,  fixed,  ulcerated  mass  involved  the  posterior 
fornix  and  cervix.  Biopsy  revealed  recurrent 
adenocarcinoma.  The  patient  received  5-fluoroura- 
cil,  15  mg./kg.  (850  mg.)  in  500  ml.  of  5 per  cent 
glucose  and  water,  intravenously  for  six  hours  for 
a total  of  10  doses  over  a period  of  thirteen  days. 
Moderate  depression  of  the  white  blood  count  fol- 
lowed 5-fluorouracil  therapy  and  the  patient  was 
discharged  from  the  hospital. 

During  the  following  two  months  (May  and 
June)  a new  nodule  appeared  on  the  left  labium 
major  and  in  the  perineal  scar.  By  the  time  the 
patient  was  readmitted  to  the  hospital  in  August, 
1961,  pelvic  examination  revealed  a friable  mass 
extending  from  the  posterior  lower  vagina  into  the 
perineal  region,  measuring  4 to  5 cm.  in  diameter. 
The  deeply  fixed  mass  in  the  apex  of  the  vagina 
measured  2 to  3 cm.  in  diameter. 

On  August  11,  1961,  the  patient  underwent 
hyperthermic  pelvic  perfusion  under  general  body 
hypothermia.  The  dose  of  1.5  mg./kg.  of  body 
weight  of  nitrogen  mustard,  divided  into  six  equal 
parts,  was  given  over  a thirty  minute  period.  The 
patient  tolerated  the  procedure  well,  although  she 
experienced  moderately  severe  hematotoxicity  dur- 
ing the  week  following  perfusion.  All  pain  dis- 
appeared and  vaginal  bleeding  stopped.  She  was 
discharged  from  the  hospital  on  August  29,  1961. 

During  subsequent  weeks  the  lesions  of  the  vulva 
and  vagina  decreased  in  size  but  did  not  disappear. 
All  areas  of  involvement  became  static  and  the 
patient  remained  free  of  pain.  In  March,  1962,  a 
new  nodule  was  noted  on  the  left  labium  major.  In 
April,  1962,  the  patient  was  readmitted  to  Rhode 
Island  Hospital  and  the  vagina,  vulva,  and  peri- 
neum were  widely  excised,  leaving  only  the  urinary 
bladder  in  the  pelvis.  At  operation,  no  gross  evi- 
dence of  residual  tumor  could  be  seen  in  the  abdom- 
inal cavity.  The  sacral  region  was  also  found  to  be 
free  of  gross  tumor.  Cystoscopy  prior  to  exentera- 
tion failed  to  reveal  visible  bladder  wall  involve- 
ment. There  has  been  no  recurrence  of  tumor  for 
a period  of  five  months  since  surgery.  Urinary 
incontinence  necessitated  construction  of  an  ileal 
bladder  in  August,  1962. 

It  is  too  early  to  determine  whether  this  patient’s 
tumor  has  been  completely  controlled.  In  view  of 
other  experience  with  attempts  to  “prepare”  malig- 
nant neoplasms  for  surgery,  it  would  be  naive  to  be 
excessively  optimistic  about  this  or  similar  cases ; 
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however,  the  ability  to  shrink  a usually  resistant 
tumor  with  high  doses  of  an  alkylating  agent  and 
apparently  limit  its  growth  rate  sufficiently  to  per- 
mit surgical  excision,  indicates  need  of  further 
study  of  conventionally  “inoperable”  and  radio- 
resistant cancer.  The  application  of  more  aggres- 
sive chemotherapeutic  procedures  seems  justified. 

One  patient  with  incomplete  intestinal  obstruc- 
tion from  diffuse  abdominal  carcinomatosis  of  the 
fallopian  tube  (Case  No.  12)  and  one  patient  with 
neurogenic  sarcoma  (Cases  Nos.  2 and  8)  experi- 
enced significant  regression  of  their  disease  follow- 
ing regional  perfusion.  The  rather  striking,  but 
incomplete  regression  of  these  tumors  suggested 
the  possibility  that  certain  usually  resistant  neo- 
plasms might  be  “sensitized”  by  exposure  to  the 
very  high  drug  concentration  permitted  by  the 
regional  perfusion  technique.  Local  tissue  toxicity 
and  the  danger  from  excessive  leakage  into  the  sys- 
temic circulation  prohibits  doses  of  nitrogen  mus- 
tard that  might  be  tumoricidal.  These  dangers, 
however,  do  not  limit  greatly  the  use  of  irradiation 
which  can  be  directed  primarily  to  the  tumor.  For 
this  reason  and  with  hope  that  the  chemical  had 
“sensitized”  the  tumors,  patients  Nos.  8 and  12 
received  post-perfusion  radiotherapy.  Case  No.  8 
is  described  in  some  detail : 

A 50-year-old  white  female  with  left  inguinal 
adenopathy  underwent  left  radical  groin  dissection 
at  R.I.H.  in  April,  1957,  after  biopsy  revealed 
neurogenic  sarcoma.  Careful  study  failed  to  un- 
cover any  other  evidence  of  involvement  and  the 
pelvis  was  considered  to  be  grossly  free  of  tumor 
after  the  operation.  No  other  treatment  was  given 
until  the  patient  was  readmitted  to  R.I.H.  in 
March,  1961,  with  a large  abdominal  mass,  appar- 
ently arising  in  the  pelvis  and  extending  to  the 
umbilicus.  Exploration  and  biopsy  confirmed  the 
presence  of  inoperable  neurogenic  sarcoma. 

In  April,  1961,  regional  pelvic  perfusion  with 
HN2  was  carried  out  at  a dose  of  1 mg./kg.  (48 mg.) 
divided  into  doses  of  8 mg.  every  5 minutes.  General 
body  hypothermia  and  regional  pelvic  hyperthermia 
were  employed.  The  lower  abdominal  mass  de- 
creased in  size  over  50  per  cent  during  3 weeks 
after  treatment.  In  June,  1961,  however  (2  months 
after  perfusion),  increased  tumor  growth  was  evi- 
dent and  remained  slowly  progressive  during  the 
succeeding  2 months. 

In  September,  1961,  the  patient  was  readmitted 
to  R.I.H.  with  a mass  arising  from  the  pelvis 
extending  3 cm.  above  the  umbilicus  and  filling  the 
middle  and  lower  abdomen.  It  was  considered  that 
the  primary  blood  supply  of  the  tumor  arose  from 
the  pelvis  in  spite  of  its  massive  size,  and  therefore, 
pelvic  perfusion  was  again  carried  out.  Nitrogen 
mustard,  1.0  mg./kg.  of  body  weight  (44  mg.) 
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was  perfused  in  6 divided  doses  at  5 minute  inter- 
vals over  a period  of  30  minutes. 

The  tumor  decreased  in  size  50  per  cent  during  a 
5-week  post-perfusion  period.  Cobalt  therapy  was 
given  to  a tumor  dose  of  2700r  over  a 17  day  period. 
The  pelvic  mass  continued  to  decrease  in  size  and 
was  no  longer  palpable  on  abdominal  examination. 
Twelve  months  after  combined  pelvic  perfusion- 
radiotherapy,  the  patient  is  clinically  free  of  her 
disease  and  carries  on  full  normal  household  activi- 
ties. This  result  suggests  that  a usually  radio- 
resistant tumor  (neurogenic  sarcoma)  was  “sensi- 
tized” to  irradiation  by  high  local  concentration  of 
an  alkylating  agnet.  Although  this  is  not  a new 
concept  and  attempts  to  accomplish  similar  effects 
with  conventional  systemic  dosing  methods  have 
been  relatively  unsuccessful,  further  clinical  eval- 
uation of  combined  treatment  using  the  regional 
perfusion  technique  has  been  initiated. 

T oxicity 

Hematologic  depression  continues  to  be  the  pri- 
Tnarydimitation  to  the  use  of  a tumoricidal  dose  of 
nitrogen  mustard.  Sufficient  loss  of  the  agent 
occurs  from  the  regional  perfusion  area  to  cause 
moderate  or  severe  toxicity  in  spite  of  surgical 
isolation  and  hypothermia.  Fig.  1 illustrates  the 
white  blood  cell  and  platelet  depression  following 
pelvic  perfusion  of  one  patient  (Case  No.  7).  This 
patient  had  previously  received  5-fluorouracil 
which  may  account  for  the  severe  platelet  depres- 
sion. No  complications  of  thrombocytopenia 
occurred,  and  recovery  of  both  white  blood  cell 
count  and  platelets  was  complete. 

Hemoglobin  depression,  accompanied  by  a rise 
in  the  reticulocyte  count  and  serum  bilirubin  level, 
was  noted  in  a majority  of  our  patients.  The 
appearance  of  these  findings  occurred  too  soon 
after  perfusion  to  be  directly  related  to  the  hemato- 
toxic  effect  of  nitrogen  mustard.  Contributing  fac- 
tors related  to  hypothermia  are  discussed  elsewhere 
by  Colbert.19 

The  uric  acid  and  blood  urea  nitrogen  level  rose 
significantly  after  several  perfusions.  It  was  hoped 
that  the  uric  acid  elevation  might  indicate  a signifi- 
cant degree  of  tumor  destruction.  This  could  be 
helpful  in  predicting  remissions  and  might  even 
have  suggested  the  degree  of  response  attained.  In 
general,  the  serum  uric  acid  rose  to  higher  levels 
when  tumor  regression  occurred  than  among  the 
unresponsive  tumors.  Fig.  2,  however,  illustrates 
the  blood  urea  nitrogen  and  uric  acid  response  of 
a patient  whose  tumor  was  not  affected  by  the 
treatment.  It  is  apparent  that  the  serum  uric  acid 
level  is  not  a reliable  index  of  tumor  regression. 
The  creatinine  level  was  normal  and  the  patient  had 
previously  manifested  no  evidence  of  renal  disease. 

No  evidence  of  hepatic  toxicity  has  been  noted 
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FIG.  I.  Elevation  of  the  white  blood  count  (prior  to 
subsequent  depression)  has  occurred  in  all  patients 
following  regional  perfusion  chemotherapy  in  this 
series. 

PELVIC  PERFUSION  NO.  9.  (A  S.) 


CARCINOMA  VULVA 
HN 2 l.5mg./Kg.  * 82.5mg. 
TOTAL  LEAK  34%(30min.) 


FIG.  2.  Blood  urea  nitrogen  and  uric  acid  levels 
following  pelvic  perfusion  chemotherapy. 

among  patients  undergoing  pelvic  or  abdominal 

perfusion. 

Summary 

1.  A brief  review  of  regional  perfusion  chemo- 
therapy of  advanced  cancer  has  been  presented. 

2.  The  use  of  general  body  hypothermia  decreases 
the  loss  of  chemical  from  the  perfusion  region, 
appears  to  decrease  hematotoxicity  and  permits 
higher  doses  of  chemotherapeutic  agent  than  can 
be  given  under  normothermic  conditions. 

3.  Striking  pain  relief  follows  the  majority  of 
regional  perfusions  for  advanced  cancer. 

4.  Regional  perfusion  chemotherapy  may  offer  a 
means  of  accomplishing  significant  subjective 
and  objective  remissions  among  patients  with 

continued  on  next  page 
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otherwise  “untreatable”  regional  involvement 
by  cancer  disease. 

5.  The  high  regional  dose  of  the  chemotherapeutic 
agent  may  “sensitize”  the  tumor  to  the  effect  of 
irradiation. 
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TAestructiox  or  alteration  of  malignant  tissue 
without  producing  significant  systemic  toxic- 
ity or  injury  to  local  normal  tissues  is  the  objective 
of  perfusion  chemotherapy  in  patients  with  cancer. 
In  a previous  communication  the  methods  for  isola- 
tion perfusion  of  the  pelvis  and  extremities  were 
described.1  While  virtually  complete  isolation  of 
the  circulation  of  an  extremity  was  possible,  pelvic 
perfusions  were  associated  with  a greater  admix- 
ture of  cytotoxic  agent  with  the  systemic  circula- 
tion. Subsequent  experimental  and  clinical  studies 
suggested  that  other  body  regions  — particularly 
the  abdominal  cavity  — were  even  less  amenable  to 
perfusion  for  this  reason.  However,  the  use  of 
systemic  hypothermia  has  permitted  greater  appli- 
cation of  this  technique  in  the  treatment  of  pelvic 
and  widespread  abdominal  malignancies. 

The  techniques  employed  in  the  treatment  of 
twenty-six  patients  with  far  advanced  pelvic  and 
abdominal  cancer  form  the  basis  of  this  report. 

Procedure 

Following  the  administration  of  endotracheal 
anesthesia,  the  patient’s  body  was  lowered  by  sur- 
face cooling.*  Esophageal  and  rectal  temperatures 
were  monitored  and  maintained  at  28°  to  30° C. 
(Table  I).  Electrocardiograms  and  arterial  pres- 
sures were  also  recorded  on  an  electromanometer** 
and  an  oscilloscope. 

The  great  vessels  of  patients  undergoing  pelvic 
perfusion  were  isolated  retroperitoneally.  An  inci- 
cision  was  made  from  the  tip  of  the  right  twelfth  rib 
to  the  lateral  rectus  sheath  at  the  level  of  the  um- 
bilicus. The  muscles  of  the  abdomen  were  split  in 
the  direction  of  their  fibers,  and  the  ureter  and  peri- 
toneum were  reflected  anteriorly. 

A right  anterolateral  thoracotomy  was  per- 

*Supported in  part  by  a grant  from  the  Phebe  Parker 
Fund  of  the  Rhode  Island  Foundation. 

*Thermo-0-Rite  blanket  ( Thermo- O- Rite  Products 
Corp.,  Buffalo,  N.Y.) 

**Electromanometer  (Sanborn  Co.,  Waltham,  Mass.) 


formed  for  abdominal  perfusion.  The  skin  incision 
extended  from  just  below  the  tip  of  the  scapula 
over  the  course  of  the  underlying  seventh  rib  to  the 
sternum.  In  most  cases  the  inferior  vena  cava  was 
encircled  above  the  diaphragm.  However,  it  was 
sometimes  necessary  to  isolate  the  vessel  intraperi- 
cardially  in  order  to  avoid  injuring  the  right  phrenic 
nerve.  The  azygos  vein  was  ligated  in  continuity  in 
an  effort  to  minimize  leakage  of  cytotoxic  agent 
from  the  abdominal  perfusate  circuit.  The  aorta 
was  also  isolated  above  the  diaphragm. 

The  common  femoral  vessels  were  exposed  bi- 
laterally through  vertical  incisions  in  both  pelvic 
and  abdominal  perfusions.  Each  incision  extended 
several  centimeters  above  the  inguinal  ligaments. 
Blunt  dissection,  cephalad,  along  the  common 
femoral  and  external  iliac  arteries  beneath  the 
inguinal  ligaments  exposed  the  deep  circumflex 
and  inferior  epigastric  vessels.  These  collateral 
vessels  were  ligated  bilaterally  to  prevent  a direct 
arterial  (high  pressure)  leak  into  the  systemic 
circulation  during  the  isolation  perfusion. 

Anticoagulation  was  achieved  by  administering 
to  each  patient  1 mg.  of  heparin/lb.  of  body  weight. 
Appropriate  venous  (outflow)  and  arterial  (inflow) 
cannulae  were  then  introduced  in  the  common 
femoral  vessels  on  one  side.  These  cannulae  were 
connected  to  a pump  oxygenator  which  has  been 
previously  described.2  Fig.  1 illustrates  the  perfu- 


FIG.  1.  Diagram  of  pump  oxygenator  and  "isolation” 
for  pelvic  perfusion.  1.  Venous  catheter,  2.  Venous 
reservoir,  3-  Rotating-disc  oxygenator,  4.  Site  of  drug 
administration,  3.  Roller  pump,  6.  Heat  exchanger, 

7.  Filter  and  bubble  trap,  8.  Arterial  cannula. 

continued  on  next  page 
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sion  circuit.  The  circuit  consists  of  a gravity  drain- 
age venous  reservoir,  a disc  oxygenator  of  the 
Kay-Cross  type,  a roller  pump,  a Brown-Harrison 
heat  exchanger,  and  a bubble  trap.  The  pump  oxy- 
genator is  primed  with  two  or  three  pints  of  acid- 
citrate-dextrose  (ACD)  bank  blood  with  heparin 
added. 

Tourniquets  were  tightened  around  the  upper 
thighs,  and  the  common  femoral  vessels  were  cross- 
clamped  bilaterally  before  perfusion  was  started. 
The  aorta  and  vena  cava  were  also  occluded  with 
suitable  atraumatic  clamps  just  above  their  bifur- 
cation in  pelvic  perfusions  and  just  above  the  dia- 
phragm in  abdominal  perfusions.  A low  flow  rate 
during  perfusion  was  deliberately  attempted  ; how- 
ever, it  was  usually  governed  by  the  venous  return 
(Tables  1A  & IB).  The  temperature  of  the  perfu- 
sate was  maintained  between  40°  and  41  °C.,  since 
an  increased  temperature  of  the  perfused  area  was 
believed  to  enhance  the  anti-tumor  effect  of  the 
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chemotherapeutic  agent.3’4  Aliquots  of  nitrogen 
mustard  were  added  to  the  circuit  at  five-minute 
intervals  for  6 doses.  Radioactive  iodinated  serum 
albumin  was  introduced  at  the  same  time  and  its 
activity  in  the  patient  was  measured  by  sampling 
blood  taken  from  a systemic  vein.  The  degree  of 
activity  was  assumed  to  be  a measure  of  the  admix- 
ture of  blood  from  the  perfused  area  and  the 
patient’s  systemic  circulation.  Doses  as  high  as 
1.0  mg./kg.  of  body  weight  for  abdominal  perfu- 
sions and  1.5  mg./kg.  of  body  weight  for  pelvic 
perfusions  were  employed.5 

Mortality  and  Morbidity 
Complications  can  be  divided  into  two  general 
groups  — those  related  to  the  chemotherapeutic 
agent  and  those  resulting  from  the  surgical  pro- 
cedure. Toxicity  from  the  chemotherapeutic  agent 
is  reported  in  other  papers  in  this  symposium. 
Pulmonary  complications  did  not  occur  in  spite 


TABLE  I -A 

PELVIC  PERFUSION  CASES 


Patient 

Age 

Sex 

T nmor  Diagnosis 

Perfusion 

Time 

Lou’cst  Body 
T emperature 
(°C) 

Perfusate  Flow1 
Rate  ( mili- 
leters/ minute) 

K.  M.* 

54 

F 

Neurogenic  Sarcoma 

49 

29.9 

400 

F.H. 

59 

M 

Adenocarcinoma,  Prostate 

50 

31.5 

300 

C.H. 

55 

F 

Carcinoma,  Ovary 

46 

29.5 

500 

G.H. 

71 

M 

Transitional  Cell  Ca,  Bladder 

45 

30.4 

423 

E.  M. 

40 

F 

Epidermoid  Ca,  Cervix 

46 

29.6 

400 

G.  W. 

48 

F 

Epidermoid  Ca,  Cervix 

60 

28.0 

400 

E.K. 

61 

F 

Adenocarcinoma,  Rectum 

43 

30.6 

400 

K.  W.* 

54 

F 

Neurogenic  Sarcoma 

39 

29.8 

329 

A.  S. 

72 

F 

Carcinoma,  Vulva 

72 

30.7 

** 

E.  F. 

64 

F 

Adenocarcinoma,  Rectum 

81 

30.5 

284 

K.  W. 

70 

M 

Adenocarcinoma,  Rectum 

68 

29.0 

196 

G.  B. 

24 

M 

Reticulum  Cell  Sarcoma,  Ilium 

64 

30.0 

350 

L.  H. 

34 

F 

Malignant  Melanoma 

55 

30.5 

300 

B.H. 

33 

F 

Chondrosarcoma,  Ilium 

60 

30.4 

115 

* Patient  reperfused  after  6 mo. 

**  Flows  not  determined  ; bubble  oxygenator  used. 

TABLE  I-B 

ABDOMINAL  PERFUSION 

CASES 

Lowest  Body 

Perfusate  Flow 

Perfusion 

Temperature 

Rate  ( mili- 

Patient 

Age 

Sex 

Tumor  Diagnosis 

Time 

(°C) 

leters/ minute) 

N.  V. 

33 

F 

Malignant  Melanoma 

43 

27.5 

423 

R.  M. 

50 

F 

Adenocarcinoma,  Fallopian  Tube 

85 

28.5 

T.  F. 

6 

M 

Retroperitoneal  Sarcoma 

44 

28.5 

280 

M.  R. 

59 

F 

Carcinoma,  Ovary 

46 

29.0 

354 

C.B. 

31 

M 

Embryonal  Cell  Ca,  Testis 

77 

29.2 

224 

J.M. 

22 

F 

Sarcoma,  Uterus 

71 

29.5 

520 

B.  S. 

58 

F 

Carcinoma,  Ovary 

62 

29.0 

287 

P.  H. 

36 

F 

Carcinoma,  Ovary 

83 

28.2 

310 

B.J. 

57 

F 

Carcinoma,  Cervix 

74 

28.0 

180 

H.  C. 

56 

F 

Mixed  Squamous  & Adenocarcinoma, 

74 

27.9 

235 

Cervix 

D.  M. 

37 

F 

Malignant  Melanoma 

90 

29.5 

620 

T.  B. 

42 

F 

Carcinoma,  Ovary 

64 

28.8 

740 

**  Flow  not  determined ; bubble  oxygenator  used. 
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of  the  prolonged  period  of  anesthesia  required  (6-8 
hours)  for  induction  of  hypothermia,  operative 
procedure,  perfusion,  and  rewarming.  Wound  com- 
plications were  also  few  and  consisted  of  serous 
drainage  for  several  days  from  the  groin  incisions 
of  two  patients.  There  have  been  no  wound  infec- 
tions. One  patient  developed  post-operative  throm- 
bophlebitis in  the  deep  veins  of  one  leg.  Anticoagu- 
lation was  not  employed  in  management  since  the 
patient  had  an  associated  profound  thrombocyto- 
penia. The  patient  recovered  and  there  have  been 
no  sequelae. 

There  has  been  no  post-operative  difficulty  with 
the  arterial  supply  to  the  cannulated  limb.  The  leg 
demonstrating  stronger  arterial  pulsation  was 
chosen  for  cannulation ; and  the  arteriotomy,  usu- 
ally transverse,  was  repaired  with  great  care. 

Peripheral  neuropathy  and  foot  drop  have  been 
reported  by  other  authors  employing  perfusion 
techniques.  One  patient  who  received  1.5  mg. /kg. 
of  nitrogen  mustard  during  a pelvic  perfusion  ex- 
perienced neuritic  pain  in  one  leg  for  three  weeks. 

Several  other  complications  have  been  unique  to 
individual  patients.  One  patient  experienced  a 
third-degree  loss  of  skin  over  the  sacral  area.  This 
was  attributed  to  pressure  necrosis,  aggravated  by 
hypotension  during  the  cooling  and  rewarming 
process.  A patient  with  an  advanced  bladder  tumor 
extending  to  and  involving  the  skin  of  the  anterior 
abdominal  wall  developed  a vesico-cutaneous  fis- 
tula. This  patient  experienced  marked  pain  relief, 
and  it  was  felt  that  tumor  necrosis  led  to  the 
complication.  The  vena  cava  was  ligated  at  the 
termination  of  the  procedure  in  a patient  in  whom 
thrombotic  material  was  found  in  the  iliac  and 
femoral  veins.  Post-operatively  edema  of  the  left 
lower  extremity  became  severe.  Hemorrhage  into 
the  soft  tissues  of  his  foot  occurred  following  a 
marked  drop  in  his  platelet  count.  This  led  to  gan- 
grene requiring  a below-the-knee  amputation.  An 
obstructed  and  dilated  ureter  was  injured  in  one 
patient  necessitating  a right  nephrostomy.  After 
regression  of  the  large  pelvic  tumor  (Fig.  2),  the 


FIG.  2.  Large  pelvic  tumor  suitable  for  technique 
outlined. 


urine  drained  normally  into  the  bladder,  and  the 
nephrostomy  tube  was  removed.  This  patient  sur- 
vived 18  months  before  recurrence  of  tumor  activity 
was  detected. 

Pelvic  perfusion  was  tolerated  extremely  well 
and  the  majority  of  the  patients  were  started  on  oral 
fluid  intake  the  day  following  operation.  No  mor- 
tality was  encountered.  Abdominal  perfusions  were 
associated  with  greater  risk,  and  the  single  death 
occurred  in  this  group  of  patients.  A 31 -year-old 
male  with  embryonal  cell  carcinoma  of  the  testis 
received  an  abdominal  perfusion  for  abdominal  car- 
cinomatosis. Fever,  hypotension  and  severe  ileus 
were  noted  3 days  after  abdominal  perfusion.  De- 
spite vigorous  therapy  the  patient  remained  hypo- 
tensive and  became  anuric,  expiring  on  the  seventh 
post-perfusion  day.  At  necropsy,  massive  hemor- 
rhagic necrosis  of  the  extensive  abdominal  meta- 
stases  was  found.  It  was  felt  that  the  rapid  destruc- 
tion of  these  masses  produced  the  hypotension  and 
toxemia.  This  complication  has  been  previously 
reported  by  others.6 

Reversible  hypotension  has  occurred  frequently 
in  the  immediate  post-operative  period.  When 
hypotension  resulted  from  blood  loss,  it  was  readily 
corrected  by  additional  transfusions.  Reduced  blood 
pressure  following  perfusion  was  sometimes  insidi- 
ous and  refractory  to  routine  management.  The 
complex  changes  in  blood  and  plasma  volumes 
during  and  after  prolonged  hypothermia  have  not 
been  completely  clarified.  From  a practical  point  of 
view,  blood  volumes  determined  under  these 
circumstances  provided  only  rough  guides  to  the 
management  of  the  hypotension. 

Discussion 

The  morbidity  associated  with  an  operative  pro- 
cedure utilized  for  palliation  assumes  great  impor- 
tance. The  patient  with  advanced  cancer  is  often 
unable  to  tolerate  extensive  surgery.  Therefore, 
every  effort  is  made  to  minimize  the  operative 
trauma  of  regional  perfusion  chemotherapy.  Of  sig- 
nificance in  this  respect  is  our  use  of  the  retroperi- 
toneal approach  in  the  cross-clamping  of  the  great 
vessels  in  pelvic  perfusions.  This  has  eliminated  the 
laparotomy  used  for  the  transperitoneal  approach, 
thereby  reducing  post-operative  ileus  to  a minimum. 
The  discomfort  of  an  extensive  abdominal  wound 
and  the  undesirable  handling  of  intestine  and  tumor 
tissue  is  eliminated. 

Many  investigators  recommend  the  occlusion  of 
numerous  collateral  vessels  in  pelvic  and  abdominal 
perfusion.  These  have  included  the  lumbar,  the 
posterior  division  of  the  hypogastric,  ovarian  or 
testicular,  inferior  mesenteric,  superior  hemorrhoi- 
dal, and  inferior  epigastric.  It  would  appear  that 
the  simpler  task  would  be  to  undertake  the  removal 
of  the  tumor  itself ! Indeed,  the  patient  shown  in 
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Fig.  2 was  successfully  perfused  although  collat- 
erals in  the  pelvis  were  not  approachable  because  of 
the  size  and  position  of  the  tumor.  The  only  collat- 
eral vessels  ligated  for  pelvic  perfusions  are  the 
deep  circumflex  iliac  and  inferior  epigastric  arteries. 
This  standardized  procedure  has  improved  the  pre- 
dictability of  the  leakage  although  some  variation 
seems  unavoidable.  This  may  be  due  to  individual 
anatomic  differences,  previous  surgery,  or  the  de- 
velopment of  vascular  collaterals  around  tumor- 
bearing areas.  General  hypothermia  and  the  tem- 
perature of  the  perfusate  with  their  resultant  effects 
on  vascular  tone  also  influence  the  leakage  as  do  the 
volume  and  resultant  pressures  in  the  various  vas- 
cular compartments.  Increased  flow  rate  of  the 
perfusate  and  decreased  venous  return  to  the  pump 
oxygenator  have  been  shown  to  increase  leakage.7 
Marked  increase  of  perfusate  pressure  over  general 
systemic  pressure  would  necessarily  result  in  high 
leakage. 

The  protective  effect  of  hypothermia  against 
lethal  injections  of  nitrogen  mustard  (Mustargen®  ) 
has  been  demonstrated  by  Shingleton  and  Smith,8 
and  its  clinical  use  described.9  This  protective 
action  of  systemic  hypothermia  has  been  attributed 
to  several  factors : changes  in  blood  volume  and 
blood  flow,  probable  blood  pooling,  and  a reduction 
in  the  reaction  rate  of  the  alkylating  agent  that  has 
leaked  out  of  the  perfused  area.  With  the  addition 
of  systemic  hypothermia  to  the  operative  pro- 
cedure, we  have  been  able  to  administer  larger  doses 
of  chemotherapeutic  agents  to  the  perfusate  than  is 
generally  reported.  A dose  of  1.5  mg. /kg.  of  nitro- 
gen mustard  is  close  to  the  limit  of  normal  tissue 
tolerance,  and  can  be  given  safely  for  pelvic  perfu- 
sion when  leakage  from  the  tumor  area  is  minimal. 
Up  to  1.0  mg. /kg.  of  nitrogen  mustard  has  been 
given  in  abdominal  perfusion.  With  these  increased 
dosages  results  might  be  expected  with  pelvic  and 
abdominal  perfusions  similar  to  those  obtained  in 
extremity  perfusions  where  the  dose  is  limited  only 
by  the  tolerance  of  normal  tissues.10’11, 12 

Summary 

This  paper  represents  observations  during  14 
pelvic  and  12  abdominal  perfusions.  A safe  and 


"The  foundations  of  the  hospital,  architectural, 
financial  and  constitutional,  were  solidly  laid  with 
deliberate  care  after  extensive  study  of  hospitals 
not  only  in  America  but  in  Europe.  ...  In  the  gen- 
eral retrospect  of  fifty  years  there  stands  out  in 
strong  outline  the  wisdom  and  foresight  of  our 
founders  and  the  constant  loyal  support  of  the  citi- 
zens of  our  community.” 

Albert  D.  Mead 

For  the  Board  of  Trustees,  Rhode  Island 

Hospital 

November  13,  1918 
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relatively  efficient  technique  for  regional  perfusion 
chemotherapy  of  advanced  cancer,  utilizing  general 
body  hypothermia  is  described.  The  mortality  and 
morbidity  of  the  procedures  described  are  accept- 
able and  are  less  than  is  generally  anticipated. 
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The  current  stimulus  for  clinical  application 
of  hypothermia  occurred  in  the  early  1950’s 
with  laboratory  investigation  and  eventual  clinical 
use  of  moderate  general  body  hypothermia  for 
cardiac  surgery.  Since  then,  numerous  investiga- 
tors have  attempted  to  employ  hypothermia  in 
various  medical  situations  — such  as  body  burns, 
gastrointestinal  bleeding,  high  fevers,  brain  sur- 
gery, and  vascular  grafts.  One  of  the  most  recent 
developments  has  been  the  use  of  hypothermia  in 
conjunction  with  pelvic  and  abdominal  perfusions 
for  cancer  chemotherapy. 

Hypothermia  lowers  the  metabolic  activity  of  the 
tissues  and  organs  cooled,  thereby  decreasing  the 
oxygen  consumption  and  depressing  body  func- 
tions. Moderate  hypothermia  ( 28-30° C.)  is  used, 
since  deep  and  profound  hypothermia  (below 
28° C.)  increases  the  incidence  of  cardiac  arrhyth- 
mias, especially  ventricular  fibrillation  — a risk 
deemed  not  warranted  for  the  possible  advantage 
of  lower  temperature  range  in  cancer  perfusions. 

There  are  two  methods  of  inducing  hypothermia 
— either  by  surface  cooling  (ice  immersion,  cooling 
blankets)  or  by  blood  cooling  (pump-oxygenator). 
The  physiologic  changes  induced  are  different  for 
the  two  methods.  The  surface  cooling  method  is 
employed  for  moderate  and  prolonged  periods  of 
cooling ; it  is  the  simplest  and  safest  type  ; and  since 
it  is  the  type  used  in  perfusions,  this  discussion  will 
pertain  primarily  to  this  mode  of  inducing  hypo- 
thermia. In  the  surface  cooling  method,  the  skin, 
subcutaneous  tissues  and  especially  muscle  mass 
are  cooled  first.  In  contrast,  in  the  blood  cooling 
method,  the  internal  organs  with  the  greatest  blood 
flow  are  cooled  first  when  the  pump  oxygenator  is 
employed. 

Lowering  the  body  temperature  to  the  desired 
range  in  our  perfusions  takes  a varying  amount  of 
time  apparently  directly  related  to  muscle  mass. 
Obese,  muscular  patients  may  require  several  hours 
to  reach  30  °C.  Re  warming  these  same  individuals 
will  occupy  a longer  period  of  time  during  the  post- 


perfusion phase  than  those  with  smaller  muscle 
mass. 

Shivering,  which  is  the  usual  physiological 
defense  mechanism  of  the  body  against  cooling 
increases  the  general  metabolic  rate  by  intense 
muscular  activity  and  produces  tachycardia,  hyper- 
tension, tachypnea,  and  elevated  cardiac  output ; 
therefore,  shivering  must  be  prevented  by  anes- 
thesia.2 Shivering  is  not  harmless ; it  is  most  un- 
comfortable to  a conscious  individual  and  evokes  a 
violent  stress  reaction.  Dachau  prison  records 
reveal  that  unanesthetized  humans  died  at  body 
temperatures  of  27  °C.  after  a mean  exposure  time 
of  65  min.  to  water  of  4°C.1  When  shivering  is  pre- 
vented, oxygen  consumption  decreases  in  direct 
relation  to  the  falling  temperature : it  is  only  about 
50  per  cent  of  normal  at  28° C.  Pulse,  blood  pressure 
and  respiratory  rate  also  decrease.2 

Peripheral  vascular  resistance  increases  as  the 
temperature  falls  apparently  due  to  several  factors. 
However,  this  increase  may  not  be  uniform  in  all 
areas  of  the  body.  Lewis,3  Shingleton,4  and  others 
suggest  the  more  important  factors  are : increased 
blood  viscosity,  constriction  of  small  blood  vessels, 
and  intravascular  agglutination  (blood  “sludging”) . 
It  is  known  that  the  viscosity  of  blood  increases  by 
2.5  per  cent  with  every  1°C.  temperature  decrease ; 
therefore,  if  the  temperature  is  lowered  10°C.  the 
viscosity  will  increase  by  25  per  cent.5 

The  hypothermic  effect  on  various  organ  systems 
has  been  studied  extensively.  With  moderate  tem- 
perature levels  (28-30°C.)  no  permanent  damage 
has  been  recorded  in  the  literature,  and  we  have 
noted  no  permanent  damage  or  dysfunction  of  any 
organ  systems  in  our  perfusion  patients.  The  liver, 
which  can  withstand  vascular  occlusion  for  only 
twenty  minutes  at  normothermia.  shows  no  perma- 
nent damage  after  one  hour  at  28°. 3 Liver  function 
tests  performed  on  our  patients  revealed  no  per- 
manent liver  abnormality  post-perfusion.  Blair6 
reported  that  bile  formation  is  decreased,  hepatic 
blood  flow  is  decreased,  and  of  importance  as  far  as 
drug  and  anesthesia  administration  are  concerned 
during  hypothermia,  the  liver  detoxifying  capacity 
is  decreased. 

Other  investigators  agree  with  our  observation 
that  the  function  of  the  gastrointestinal  tract  as  a 
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whole  is  not  damaged  by  hypohermia.  The  majority 
of  our  patients  have  the  Levin  tube  removed  the 
first  morning  post-perfusion  and  have  been  able  to 
tolerate  a soft  diet  by  the  second  post-operative  day. 

Blair  found  that  cerebral  metabolism  is  decreased 
at  the  rate  of  6.7  per  cent  per  degree  C.  At  28°C. 
the  brain  can  withstand  circulatory  arrest  for 
approximately  eight  minutes  without  permanent 
sequellae.  He  found  the  EEG  to  be  active  through 
28°C.  and  depressed  below  25°C.  The  spinal  cord 
shows  hyper-responsiveness  and  hvper-reflexia  at 
28  to  30° C.,  with  marked  depression  below  this 
temperature.5 

Renal  blood  flow  decreases  progressively  with 
falling  temperature  associated  with  increased  renal 
vascular  resistance.2,5  Urine  volume  is  unchanged 
or  actually  increased  during  hypothermia ; this  is 
probably  caused  by  the  increased  NaCl  excretion 
due  to  depressed  tubular  activity.2  Cooper  reports 
that  at  temperature  levels  of  28  to  30°  C.  there  is 
polyuria ; then,  with  rewarming  there  is  oliguria 
which  may  persist  beyond  several  hours.7  With 
more  profound  hypothermia  there  is  marked  sup- 
pression of  all  renal  functions. 

Hume8  and  others  have  shown  that  adrenal 
cortical  and  medullary  function  is  depressed  under 
hypothermia  provided  the  patient  is  anesthetized. 
Without  anesthesia  the  exposure  to  cold  would 
evoke  the  normal  stress  response  which  would  lead 
to  increased  adrenal  cortical  secretion.  At  30°C. 
in  humans  there  is  measurable  reduction  in  adrenal 
cortical  secretion  but  no  significant  reduction  in  the 
secretion  of  epinephrine  and  norepinephrine  until 
the  temperature  is  lowered  further.  The  adrenals 
are  not  damaged  by  hypothermia.  During  hypo- 
thermia the  adrenal  response  to  exogenous  ACTH 
administration  is  markedly  reduced.  Many  observ- 
ers, including  our  group,  have  found  the  post- 
operative “stress  reaction”  to  be  delayed  and 
reduced.  Patients  on  the  first  post-perfusion  day 
react  as  one  would  expect  after  a minor  surgical 
procedure. 

The  effect  of  hypothermia  on  cancer  cell  growth 
has  been  the  subject  of  many  investigations.  Some 
investigators  feel  that  the  survival  of  cancer  cells  is 
decreased  by  cooling  since  they  are  more  sensitive 
than  normal  cells.  Others  suggest  that  the  stress  of 
hypothermia  lowers  the  host’s  resistance,  thereby 
enhancing  the  spread  and  growth  of  cancer  cells. 
Lewis2  cooled  a patient  with  widespread  cancer  to 
10°C.  and  observed  no  regression  of  the  disease. 

We  utilize  hypothermia  in  our  perfusions,  not  for 
its  possible  effect  on  cancer  cell  growth,  but  as  a 
protection  against  HN2  in  areas  outside  of  the 
tumor-involved  region.  Hyperthermia  of  the  area 
perfused  is  used  to  increase  the  chemical  reaction 
of  the  alkylating  agent  upon  rapidly  growing  cells. 

The  effect  of  hypothermia  on  the  bone  marrow 
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and  peripheral  blood  cells  is,  of  course,  of  prime 
importance  to  the  chemotherapist.  The  use  of  hypo- 
thermia in  perfusion  is  of  rather  recent  origin  and 
many  groups  still  do  not  employ  it.  We  feel  that 
hypothermia  adds  further  bone  marrow  protection 
to  the  isolation  procedure  and  have  been  able  to 
use  considerably  higher  doses  of  HN2  than  with 
normothermic  perfusions.9 

The  means  by  which  hypothermia  protects  the 
bone  marrow  is  still  theoretical.  Shingleton10  sug- 
gests several  possible  factors  in  demonstrating  the 
protective  value  of  hypothermia  in  the  dog  against 
an  otherwise  lethal  dose  of  mechlorethamine 
(HN2).  One  of  the  more  plausible  explanations  is 
that  the  effective  circulating  blood  volume,  which 
has  been  observed  to  be  decreased  during  hypo- 
thermia, changes  and  re-routes  the  blood  flow  and 
prevents  the  alkylating  agent  from  contact  with  the 
bone  marrow.9  Blood  vessels  contracting  in  the 
cooled  portion  of  the  body  create  a barrier  against 
blood  escaping  from  the  normothermic  perfusion 
area. 

Concerning  the  formed  peripheral  blood  ele- 
ments during  hypothermia,  it  has  been  observed  by 
Lewis2  and  many  others  that  the  red  blood  cell 
concentration  increases  while  the  white  blood  cell 
and  the  platelet  count  decreases.  Yillalabos  et  al.11 
tagged  white  blood  cells  and  platelets  with  radio- 
active material  and  concluded  that  these  cells  are 
temporarily  sequestered  from  the  circulation  pri- 
marily in  the  liver  and  spleen,  and  are  then  released 
back  into  the  general  circulation  during  the  re- 
warming period.  We  have  noted  a decrease  in 
hemoglobin  during  the  first  week  post-perfusion  in 
many  of  our  patients  with  a slightly  elevated  bili- 
rubin and  significant  increase  in  reticulocyte  count, 
but  we  feel  these  changes  represent  the  effect  of 
several  factors  — trauma  to  blood  from  the  pump 
oxygenator ; whole  blood  tranfusions ; less  likely, 
early  effect  of  the  alkylating  agent ; and  possibly, 
some  effect  from  hypothermia.9  This  is  illustrated 
by  the  diagram  of  perfusion  No.  7.  Maximum  white 


PELVIC  PERFUSION  NO.  7.  <E  k ) 

HN  2 I 5mg /Kg. -84  mg. 
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blood  cell  and  platelet  depression  in  our  patients 
occurred  usually  beyond  the  sixth  post-perfusion 
day  at  the  expected  time  for  the  alkylating  agent’s 
effect  on  the  bone  marrow,  and  usually  reached  its 
maximum  by  the  tenth  day.  However,  a temporary 
drop  in  the  platelet  count  on  the  first  or  second 
post-perfusion  day  has  been  noted  in  many  of  our 
patients,  and  has  been  attributed  to  the  isolation 
procedure  itself  rather  than  to  nitrogen  mustard 
effect.  A similar  drop  has  been  noted  in  patients  in 
this  hospital  who  have  undergone  cardiac  surgery 
using  the  same  pump  oxygenator  equipment. 

Blood  volume  alterations  during  hypothermia 
have  especially  interested  and  concerned  our  group. 
It  became  quite  evident  in  the  early  perfusions  that 
the  effective  blood  volume  was  significantly  altered 
by  cooling.  While  the  total  blood  volume  remains 
unchanged  or  even  increases  as  compared  to  the 
normothermic  value,  the  effective  circulating  blood 
volume  is  considerably  lower,  a factor  of  prime 
importance  in  determining  “leak”  calculations.  The 
exact  location  of  the  pooling  of  this  large  propor- 
tion of  the  total  blood  volume  is  unknown.  Liver, 
splanchnic  bed,  and  muscle  mass  have  been  impli- 
cated. Rodbard12  in  rabbit  and  chick  studies  felt 
that  various  vascular  beds  may  open  and  close, 
possibly  in  response  to  neurogenic  regulatory  mech- 
anisms, apparently  sequestering  some  of  the  circu- 
lating blood.  Eiseman13  states  that  in  hypothermia 
hemoconcentration  with  a shift  of  water  from  the 
intravascular  to  the  interstitial  and  intracellular 
space  causes  a decreased  circulating  plasma  vol- 
ume ; this  volume  change  plus  blood  pooling  in 
organs  probably  accounts  for  the  decreased  effective 
blood  volume. 

Studies  performed  during  the  rewarming  period 
give  some  suggestion  as  to  the  possible  mechanism 
for  the  decreased  circulating  blood  volume  seen 
both  during  hypothermia  and  in  the  rewarming 
period.  Post-perfusion  hypotension,  occurring  three 
to  six  hours  after  completion  of  the  procedure  dur- 
ing the  rewarming  period,  has  been  observed  in 
several  of  our  abdominal  and  pelvic  perfusions,  and 
has  at  times  failed  to  respond  to  the  usual  accepted 
measures  for  treating  shock.  Intravenous  Ara- 
mine,®  steroids,  and  fluids  have  been  used  with 
only  temporary  or  no  success,  and  in  most  of  these 
patients,  only  multiple  transfusions  of  whole  blood 
have  been  effective,  despite  the  fact  that  blood 
replacement  during  the  procedure  had  been  ade- 
quate, hemoglobin,  and  hematocrit  values  were 
normal  or  increased,  and  the  pulse  was  usually 
normal  or  only  slightly  elevated.  Radioactive  iodi- 
nated  serum  albumin  (RISA)  blood  volumes  done 
during  this  rewarming  period  have  been  low.  The 
blood  volume,  hemoglobin,  and  hematocrit  the  fol- 
lowing morning  reveal  over-replacement  of  blood. 
It  is  our  impression  that,  while  blood  is  replaced 


during  and  after  the  procedure,  the  patient  is  still 
cool  and  the  added  blood  increases  the  total  blood 
volume  but  is  unable  to  increase  the  effective  circu- 
lating blood  volume.  Fergusion  demonstrated  that 
hypothermic  dogs  subjected  to  hemorrhage  were 
unable  to  compensate  for  the  resultant  change  in 
blood  volume  as  were  normothermic  dogs  or  dogs 
cooled  after  a hemorrhage  of  similar  volume.14 

Blair  felt  that  the  circulatory  failure  with  rapid 
rewarming  could  be  attributed  to  the  fact  that  dur- 
ing hypothermia  blood  is  shunted  into  reservoirs 
and  the  reduced  cardiac  output,  therefore,  is  ade- 
quate while  the  patient  remains  cooled.  With  rapid 
rewarming  there  is  no  corresponding  rapid  return 
to  normalcy  of  the  cardiac  output  and  blood  flow. 
The  effective  circulating  blood  volume  remains 
reduced  possibly  due  to  failure  of  homeostatic  mech- 
anisms to  release  pooled  blood ; over-expansion  of 
the  capillary  bed  occurs  with  peripheral  pooling  of 
blood.  The  superficial  vessels  dilate  with  the  pooling 
of  blood  in  the  periphery  and  the  warmed  surface 
tissue  increases  its  metabolic  rate,  while  the  heart 
is  still  cool  with  a decreased  cardiac  output  effect- 
ing a decreased  blood  flow  which  leads  to  a shock- 
like state.  He  suggested  slower  rewarming  as  a 
possible  means  of  preventing  this  complication.6,13 
This  has  been  tried  by  us  with  only  minimal  im- 
provement. At  the  present  time,  laboratory  inves- 
tigation has  been  instituted  concerning  some  of  the 
problems  we  have  encountered  utilizing  hypo- 
thermia. 

Summary 

Hypothermia  in  regional  cancer  chemotherapy 
perfusions  increases  the  duration  of  the  surgical 
procedure,  the  complexity  of  the  equipment,  and 
the  problems  of  immediate  post-operative  care. 
Nevertheless  it  is  worthwhile  because  it  allows  the 
patient  to  receive  and  tolerate  a massive  dose  of 
nitrogen  mustard. 
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The  original  application  of  extracorporeal  cir- 
culation by  means  of  a mechanical  pump  for 
cardio-vascular  surgery  demanded  an  estimate  of 
the  changes  in  volumes  of  perfusate,  before,  during, 
and  after  perfusion,  such  that  vascular  homeostasis 
could  be  maintained,  or  restored  following  such  a 
procedure.1’2,3  The  more  recent  application  of 
regional  perfusion  to  cancer  chemotherapy  (cf. 
other  articles  in  this  issue  and  References  4 and  5 ) 
makes  other  demands  which  are  not  as  easily  met. 
In  addition  to  estimation  of  changes  in  the  volumes 
of  the  various  compartments,  there  is  the  more  con- 
sequential problem  of  estimation  of  the  amount  of 
the  chemotherapeutic  agent  which  has  passed  from 
the  perfusate  circuit  (where  it  is  intentionally  high 
in  concentration)  to  the  patient's  systemic  circuit 
(where  it  would  be  intended  to  be  as  low  in  concen- 
tration as  attainable  by  the  techniques  employed  ) . 
If  the  exact  interchange  of  volumes  of  perfusate 
with  systemic  circuit  were  determined,  the  total 
amount  of  chemotherapeutic  agent  which  passed 
with  this  interchange  could  be  calculated.  This  is 
not  directly  ascertainable,  but  may  be  estimated  by 
a number  of  methods. 

One  of  the  popular  methods  for  estimation  of 
spill  is  an  approximation  which  is  referred  to  as 
“leakage  factor.”6  It  represents  not  the  amount  of 
agent  which  passes  from  the  perfusate  to  the  sys- 
temic circuit,  but  rather  an  approximation  to  this 
parameter  which  is  at  first  proportional  to  the  spill, 
and  later  becomes  entirely  non-related  with  respect 
to  the  actual  spill.  Before  considering  this  method 
in  detail,  let  us  examine  some  of  the  various  proc- 
esses taking  place,  and  possible  methods  which 
might  be  employed  in  evaluating  them,  as  they 
occur  in  an  actual  perfusion. 

The  objectives  of  the  surgical  manipulations  of 
the  various  blood  vessels  can  be  summarized  into 
one : vascular  isolation  of  the  intended  regional 
circuit  which  is  to  be  perfused.  With  few  excep- 
tions, the  intended  region  for  perfusion  is  never 
completely  isolated  from  the  systemic  circuit,  and 


some  degree  of  interchange  occurs.  A part  of  this 
interchange  could  be  assayed  using  erythrocytes 
tagged  with  radioactive  chromium,  and  the  appear- 
ance of  tagged  red  cells  in  the  systemic  circuit 
would  thus  index  the  degree  of  whole  blood  inter- 
change between  the  perfusate  and  the  systemic 
blood.  Indeed,  this  technique  has  been  used,6,7  but 
it  offers  certain  limitations.  Only  those  vascular 
communications  which  will  admit  a flow  of  erythro- 
cytes would  permit  the  tag  to  pass,  while  those 
which  are  poorly  patent  to  the  tagged  cells,  would 
introduce  a biased  flow  of  the  tag  such  that  the 
chemical  might  pass  with  the  plasma  phase  of  whole 
blood,  whereas  the  tag  which  is  intended  to  index 
this  flow  would  not.  Obviously  then,  there  are 
objections  to  be  raised  to  the  use  of  tagged  red  cells 
for  indexing  spill  of  chemotherapeutic  agents  (most 
of  which  associate  with  the  plasma  rather  than  the 
red  cell) . 

The  next  level  of  detection  of  the  flow  of  an  agent 
introduced  into  the  perfused  circuit  and  escaping 
into  the  systemic  circuit  is  logically  a label  on  the 
plasma  component  of  whole  blood.  Radioactive  iodi- 
nated  human  serum  albumin  (RISA)  provides  a 
very  convenient  label  of  this  portion  of  whole  blood. 
This  tag  presumably  passes  wherever  the  chemo- 
therapeutic agent  does,  provided  the  agent  stays 
within  the  confines  of  the  vascular  compartment. 
That  the  agent  does  not  stay  within  the  confines  of 
the  vascular  compartment  is  evident  from  its  action 
on  the  intended  target,  namely,  the  tumor.  How- 
ever, let  us  consider  some  of  the  aspects  of  this 
method  of  approximation  of  spill. 

When  RISA  is  introduced  into  the  perfusion 
circuit,  vis.  into  the  pump  oxygenator,  it  gradually 
reaches  an  equilibrium  of  concentration  within  the 
perfusion  circuit,  i.e.  equal  distribution  between 
pump  and  region  being  perfused.  At  the  same  time, 
a portion  of  this  tag  leaks  into  the  systemic  circuit 
and  this  is  progressive  with  time.  It  may  be  assumed 
that  the  passage  of  RISA  is  a fair  approximation  of 
the  simultaneous  passage  of  the  chemotherapeutic 
agent  (which  is  likewise  introduced  into  the  perfu- 
sate). As  the  perfusion  proceeds,  more  RISA  will 
appear  in  the  systemic  circuit  and  this  may  be 
detected  by  scintillation  counter  in  samples  of  the 
systemic  blood  drawn  from  a convenient  vessel. 
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Knowing  the  original,  or  background  level  of  radio- 
activity of  the  patient’s  blood  and  assuming  that  at 
final  equilibration  of  the  two  compartments,  i.e. 
perfusate  and  systemic,  the  RISA  would  be  equally 
distributed,  it  is  possible  for  one  to  construct  a 
nomograph  relating  starting  level  as  zero  per  cent 
“leakage  factor”  with  final  equilibrium  as  100  per 
cent  “leakage  factor.”  This  is  illustrated  in  the 
accompanying  figure. 

Using  this  nomograph,  it  is  easy  to  convert  the 
radioactivity  of  any  intermediate  sample  into  a 
per  cent  “leakage  factor.”  The  figure  obtained  is 
only  an  approximation,  however,  for  it  is  obvious 
that  when  100  per  cent  “leakage”  has  occurred 
according  to  this  estimate,  the  real  spill  does  not 
cease.  In  other  words,  the  actual  spill  of  the  chemo- 
therapeutic agent  might  continue  and  be  roughly 
constant  with  time,  long  after  the  estimated  “leak- 
age factor”  saturated  at  100  per  cent.  As  a conse- 
quence of  the  inaccuracy  of  this  estimate,  it  is  not 
possible  to  pursue  the  perfusion  beyond  the  satura- 
tion of  the  estimate,  or  perform  further  dosing  with 
an  agent,  as  the  only  expected  “leakage  factor”  will 
thereafter  be  100  per  cent,  not  changing  with  time. 
In  ordinary  practice  this  is  not  a serious  handicap, 
as  very  high  “leakage  factors”  preclude  further 
perfusion  or  dosing  with  a chemotherapeutic  agent, 
owing  to  coincident  high  systemic  toxicity  from  the 
agent.  Nevertheless,  the  inaccuracy  exists  and  is 
not  necessarily  proportional  to  the  magnitude  of  the 
spill,  nor  is  it  constant  from  patient  to  patient. 
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Nomograph  Relating  RISA  Activity  to 
"Leakage  Factor” 

Equilibration  of  RISA  is  that  calculated  activity  of 
RISA  which  would  be  present  in  a sample  of  systemic 
blood,  if  the  total  activity  were  distributed  uniformly 
throughout  the  volumes  of  the  patient  (systemic) 
and  total  perfusate  ( including  pump  volume ) . After 
Leone,  et  al  Cancer  Chemotherapy  Reports.11 


A more  erudite  assay  of  spill  is  to  be  found  in 
certain  limited  techniques  wherein  the  actual 
chemotherapeutic  agent  itself  is  tagged  with  an 
isotope,  and  spill  is  indexed  by  the  appearance  of 
this  isotope  in  the  systemic  circulation.8’9  Although 
this  method  would  seem  the  most  direct  and  exact 
of  all  assays  of  spill,  it  has  drawbacks.  First  of  all 
the  quantity  of  a radioactively  labeled  rapidly- 
acting  agent,  such  as  nitrogen  mustard,  which 
would  present  to  the  free  systemic  circulation  is  not 
all  of  the  active  agent  which  has  escaped  from  the 
perfusion  circuit.  An  unascertained  portion  of  this 
agent  has  been  “spent”  in  the  body  by  the  time  of 
the  assay,  and  this  is  the  portion  which  has  been 
toxic,  while  the  residue  (which  is  measured  as  free 
in  the  systemic  circulaton)  is  only  potentially  toxic. 
Normal  tissue  uptake  adjacent  to,  and  in  the  field  of, 
the  regional  perfusion  is  also  a limiting  factor  to  the 
eventual  maximum  tolerated  dose  of  a chemothera- 
peutic agent.  This  method  of  approximating  spill 
does  not  account  for  this  limiting  effect,  but  rather 
may  reflect  just  the  opposite  mode  of  action  of  the 
agent  (namely  distant,  potential  toxicity).  Withal, 
there  is  no  exact  assay  of  what  portion  of  the 
chemotherapeutic  agent  leaves  the  perfusate  and 
enters  the  rest  of  the  patient  for  total  or  over-all 
toxicity,  during  an  actual  perfusion  of  a cancer- 
bearing region. 

A final  refinement  of  estimating  spill  would  be 
at  the  level  of  vascular,  extra-vascular  water  inter- 
change. Inasmuch  as  the  present  techniques  for 
estimating  extracellular  water  are  very  complicated 
and  cumbersome,  even  in  the  nonsurgical  case,  this 
approach  must  await  further  advances,  for  the 
needs  of  the  chemotherapist  are  immediate  and 
practical,  not  theoretic. 

To  recapitulate  the  practical  aspects  of  the  prob- 
lem of  estimating  spill,  one  could  enumerate  the 
following  essentials:  a)  rapid  estimations,  avail- 
able within  a matter  of  minutes  after  sampling,  and 
b ) accurate  and  reproducible  estimates  of  spill. 
A modification  of  the  RISA  method  of  estimating 
“leakage  factor”  has  been  described  which  employs 
a continuous  graphic  monitoring  of  the  appearance 
of  the  radioactivity  in  the  systemic  circulation.1 
Besides  basically  requiring  more  elaborate  elec- 
tronic equipment  in  the  operating  room,  this  modi- 
fication, it  would  seem  to  the  author,  yields  less 
accurate  approximations  of  the  spill  for  the  con- 
venience of  a continuous  report  of  the  level  of  circu- 
lating radio-isotope  tag.  The  “leakage  factor”  still 
must  be  computed  from  this  graphic  report. 

We  have  been  more  interested  in  improving  upon 
the  accuracy  of  the  estimation  of  the  true  spill  and 
are  currently  employing  a method,  based  upon 
RISA  appearance  in  the  systemic  circulation,  which 
we  believe  will  not  only  accomplish  this  end,  but 
also  yield  a more  significant  figure,  namely  an 

continued  on  next  page 


486 


approximation  of  the  volumes  of  the  perfusate 
which  escape  from  the  perfusion  circuit  (and,  of 
necessity,  bear  the  chemotherapeutic  agent).  This 
modification  is  expected  to  yield  what  may  be 
referred  to  as  the  “forward  spill.” 

The  significant  differences  between  “leakage 
factor,”  “net  spill,”  and  “forward  spill”  can  be 
realized  from  the  following  in  vitro  model.  If  one 
were  to  have  two  pails  of  fluid,  one  marked  P to 
represent  the  primary  or  perfusion  circuit  and  the 
other  marked  V to  represent  the  secondary  or  sys- 
temic circuit,  before  any  intermixing  had  been 
introduced,  these  two  systems  would  be  completely 
isolated.  A label  introduced  into  P does  not  at  the 
start  appear  in  T.  If  in  successive  steps,  passages 
of  fluid  were  to  be  made  from  P to  S,  then  progres- 
sively larger  amounts  of  label  appear  in  V (all  of 
which  was  originally  in  P) . Now,  if  for  every  trans- 
fer of  volume  of  P to  S,  a similar  and  equal  volume 
were  next  made  T to  P (reverse  flow),  the  net 
change  in  volume  of  fluid  in  each  of  the  pails  would 
be  zero,  and  the  label  would  not  only  appear  in  S , 
but  a percentage  of  this  would  be  returned  to  the 
pail  marked  P.  After  a very  large  number  of  trans- 
fers of  P to  T and  T to  P,  the  concentration  of  label 
would  approach  equality  in  the  two  containers.  If 
the  initial  (and  final)  fluid  volumes  of  these  two 
systems  are  identical,  only  50  per  cent  of  the  label 
which  was  originally  in  P need  have  flowed  to  T 
to  make  the  label  equally  distributed  between  the 
two.  At  the  same  time,  the  “leakage  factor”  would 
be  reported  as  100  per  cent  (cf.  preceding  defini- 
tions). In  this  model,  we  have  a “net  spill”  of 
50  per  cent,  and  a “leakage  factor”  of  100  per  cent. 

The  “forward  spill”  is  that  spill  which  represents 
label  which  went  only  from  P to  T and  the  “net 
spill”  is  that  portion  of  label  which  is  left  over  in  V 
after  some  of  it  has  gone  back  to  P*  Ideally  then, 
for  rapidly  reacting  agents,  the  “forward  spill”  is 
the  quantity  which  is  of  most  interest  to  the  chemo- 
therapist,  since  there  is  a markedly  reduced  likeli- 
hood that  much  of  the  drug  has  an  opportunity  of 
flowing  in  reverse  (from  V to  P). 

In  addition  to  examining  estimates  of  “net  spill” 
by  means  of  RISA  tag,  we  are  studying  estimates  of 
the  so-called  “forward  spill”  in  dog  as  an  experi- 
mental animal,  and  in  man.  These  studies  are 
being  pursued  in  collaboration  with  the  Depart- 
ment of  Surgery  — Laboratory  for  Cardiovascular 
Research.  Our  experience  with  these  studies  con- 
tinues in  actual  perfusion  cases,  while  the  patients 
are  being  perfused  and  “dosed”  according  to  the 
accepted  methods,  in  conjunction  with  the  Radio- 
isotope Laboratory  of  the  Department  of  Radiology. 

As  we  learn  the  clinical  correlation  between 

*Where  there  is  no  reverse  flow,  “net  spill”  equals 
“forward  spill,”  but  in  the  presence  of  reverse  flow,  “forward 
spill”  is  always  greater  than  “net  spill.” 


RHODE  ISLAND  MEDICAL  JOURNAL 

“leakage  factor”  and  our  estimate  of  “forward 
spill,”  we  shall  be  ready  to  extend  the  perfusion 
method  to  embrace  the  safe  use  of  widely  different 
chemotherapeutic  agents,  some  of  which  may  hold 
more  promise  in  the  control  and  arrest  of  specifi- 
cally responsive  neoplasms. 

Summary 

Our  interest  at  the  Rhode  Island  Hospital  is 
concentrated  on  improvement  of  the  techniques  of 
regional  perfusion  cancer  chemotherapy,  especially 
in  the  area  of  more  exact  “dosing”  with  chemo- 
therapeutic agents  through  more  accurate  measure- 
ments of  the  “spill”  of  these  agents. 

References 

Wargas,  L.  L. ; Merlino,  F. ; Corvese,  W.  P. ; Cutts,  F.  B. ; 
Saklad,  E. ; Soderberg,  C.  H. ; Georas,  C.  S. ; Karas, 
J.  S. ; Nanian,  K.  B.,  and  Moore,  D.,  Jr. : Extracorporeal 
Circulation  in  a Community  General  Hospital.  Rhode 
Island  M.J.  43:239,  1960 

2Gollan,  F. ; Bios,  P.,  and  Schuman,  H.:  Exclusion  of 
Heart  and  Lungs  from  Circulation  in  the  Hypothermic, 
Closed  Chest  Dog  by  Means  of  a Pump-Oxygenator. 
J.  Appl.  Physiol.  180:5,  1952 

3Litwak,  R.  S. ; Gilson,  A.  J. ; Slonim,  R. ; McCune,  C.  C. ; 
Kien,  I.,  and  Gadboys,  H.  O. : Alterations  in  Blood  Vol- 
ume during  “normovolemic”  Total  Body  Perfusion. 
J.  Thoracic  & Cardiovasc.  Surg.  42  :477,  1961 

4Vargas,  L.  L. ; Corvese,  W.  P. ; Soderberg,  C.  H. ; Pitts, 
J.  D. ; Forsythe,  T.,  and  Fanger,  H. : Isolated  Perfusion 
of  Body  Regions  in  the  Treatment  of  Cancer.  Rhode 
Island  M.  J.  43  :449,  1960 

5Creech,  O.,  Jr. ; Krementz,  E.  T. ; Ryan,  R.  F.,  and  Win- 
blad,  J.  N. : Chemotherapy  of  Cancer : Regional  Perfu- 
sion Utilizing  an  Extracorporeal  Circuit.  Ann.  Surg. 
148:616,  1958 

6Stehlin,  J.  S.,  Jr. ; Clark,  R.  L.,  Jr. ; White,  E.  C. ; Healey, 
J.  E.,  Jr. ; Dewey,  W.  C.,  and  Beerstcher,  S. : The  Leak- 
age Factor  in  Regional  Perfusion  with  Chemotherapeutic 
Agents.  A.M.A.  Arch.  Surg.  80:934,  1960 

7Austen,  W.  G. ; Monaco,  A.  P. ; Richardson,  G.  S. ; 
Baker,  W.  H. ; Shaw,  R.  S.,  and  Raker,  J.  W. : Treat- 
ment of  Malignant  Pelvic  Tumors  by  Extracorporeal 
Perfusion  with  Chemotherapeutic  Agents.  New  England 
J.  Med.  261  :1037,  Nov.  19,  1959 

8Shingleton,  W.  W. ; Parker,  R.  T.,  and  Mahaley,  S.: 
Abdominal  Perfusion  for  Cancer  Chemotherapy  with 
Hypothermia  and  Hyperthermia.  Surgery  50  :260,  1961 

9Klatt,  O. ; Griffin,  A.  C.,  and  Stehlin,  J.  S.,  Jr.:  Method 
for  Determination  of  Phenylalanine  Mustard  and  Related 
Alkylating  Agents  in  Blood.  Proc.  Soc.  Exp.  Biol.  & Med. 
104:629,  1960 

10Stehlin,  J.  S.,  Jr.;  Clark,  R.  L.,  Jr.,  and  Dewey,  W.  C. : 
Continuous  Monitoring  of  Leakage  during  Regional 
Perfusion.  Arch.  Surg.  83  :943,  1961 
nLeone,  L.  A.;  Soderberg,  C.  H.,  Jr.;  Colbert,  M.  P. ; 
Frater,  S.,  and  Vargas,  L.  L. : Chemical  Treatment  of 
Advanced  Neoplasms : Hypothermic  Regional  Pelvic 
and  Abdominal  Perfusion  with  Nitrogen  Mustard  Under 
General  Hypothermia.  Cancer  Chemother.  Rep.  #20  : 127, 
1962 

PATRONIZE  JOURNAL 
ADVERTISERS 


Editorials 


A CENTURY  OF  SERVICE 


'"T*  his  is  Rhode  Island  Hospital’s  centennial 
■*-  year,  and  by  an  appropriate  coincidence  all  the 
articles  in  this  issue  of  the  Journal  were  contrib- 
uted by  members  of  the  hospital’s  medical  staff. 

In  the  100  years  since  it  was  chartered  by  the 
General  Assembly,  Rhode  Island  Hospital  has 
attained  a place  of  distinction  among  the  nation’s 
general  hospitals.  There  are  few,  if  indeed  any, 
instances  in  which  voluntary  enterprise  and  govern- 
ment have  cooperated  so  thoroughly  and  so  success- 
fully in  making  a high  standard  of  medical  and 
hospital  care  available  to  all  the  people  of  an  entire 
state. 

For  many  years  Rhode  Island  Hospital  served 
primarily  the  indigent.  As  late  as  1946,  70  per  cent 
of  those  cared  for  were  ward-service  patients  and 
only  30  per  cent  were  private  patients.  Today  the 
situation  is  exactly  the  reverse  : 70  per  cent  of  those 
receiving  care  pay  for  it  themselves  or  through 
insurance  plans.  The  number  of  ward  patients  has. 
however,  remained  fairly  constant : this  was  accom- 
plished  by  adding  more  beds  for  semi-private  and 
private  patients. 


Besides  caring  for  more  than  20,000  bed  patients 
and  130.000  ambulatory  visits  annually,  the  hospi- 
tal is  an  important  center  of  medical  education. 
Through  its  active  and  expanding  research  pro- 
gram, it  is  making  substantial  contributions  to  the 
advancement  of  medical  knowledge  and  skills.  More 
than  1,100  physicians  have  received  their  intern  or 
resident  training  at  the  hospital  and  are  engaged  in 
active  practice,  teaching  and  research  throughout 
the  country.  The  recent  appointment  of  full-time 
chiefs  in  the  departments  of  surgery  and  medicine 
foreshadows  a role  of  growing  significance  for  the 
hospital  in  both  medical  education  and  research. 

The  hospital’s  Centennial  Convocation,  to  be  held 
September  26,  27,  and  28  with  ‘‘Medical  Care  in 
Tomorrow’s  World”  as  its  theme,  will  command 
the  interest  of  physicians  from  far  and  wide.  Xot 
only  will  it  focus  attention  on  Rhode  Island  Hospi- 
tal’s outstanding  past  accomplishments,  but  it  will 
highlight  the  steps  the  hospital  is  taking  to  meet 
the  opportunities  and  challenges  inherent  in  this 
age  of  rapid  and  sweeping  change. 


THE  COST  OF  HOSPITAL  SERVICES 


T n this  issue  in  which  we  report  with  pride  the 

centennial  of  one  of  the  nation’s  finest  general 
hospitals,  our  own  Rhode  Island  Hospital,  we  are 
also  mindful  of  present  day  discussions  regarding 
the  costs  of  hospital  services,  and  equally,  the  in- 
crease in  insurance  premiums  to  meet  these  costs. 

Much  has  been  said,  and  more  written,  about  the 
high  cost  of  hospitalization.  The  subject  has  become 
a major  issue  even  in  political  circles,  and  the 
debates  arising  as  a result  are  predicated  more  on 
generalities  than  on  facts  and  sound  reasoning. 

Of  recent  studies  on  the  rising  cost  of  hospital 
services  none  has  impressed  us  more  than  that 
issued  this  summer  by  the  Health  Information 
Foundation  of  the  University  of  Chicago.  With 
statistical  facts,  and  with  clarity  of  presentation, 
the  report  relates  the  scope  of  both  past  and  present 
hospital  services,  the  comparative  costs,  and  the 
major  factors  influencing  those  costs. 


Consider  some  of  the  highlights  of  this  report  as 
we  have  noted  them. 

The  average  hospital  expense  per  patient  day 
reached  an  all  time  high  of  $34.98  for  short  term 
general  hospitals  in  the  country  in  1961.  These 
hospitals  (which  exclude  Federal  hospitals)  pro- 
vided 40  per  cent  of  the  nation’s  beds  and  accounted 
for  92  per  cent  of  all  admissions.  Hospital  expense 
per  patient  day  is  derived  by  dividing  total  hospital 
expenses  for  all  services  (including  those  rendered 
outpatients)  by  the  number  of  inpatient  days.  This 
figure  excludes  patient  expenses  not  billed  by  the 
hospital,  such  as  charges  by  the  patient’s  physician. 

Between  1946  and  1961  the  average  hospital 
expense  per  patient  day  for  short-term  general 
hospitals  increased  by  about  273  per  cent.  For 
hospitals  of  all  categories  the  net  increase  was 
254  per  cent. 
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General  statements  of  fact  such  as  those  just 
related  above  are  widely  publicized  by  persons  who 
complain  about  hospital  rates,  and  by  those  who 
would  turn  to  federal  methods  of  providing  funds 
to  meet  hospital  costs.  If  such  persons  would  take 
the  time  to  review  the  reasons  behind  the  costs,  the 
issue  would  be  viewed  in  an  entirely  different  light. 

Consider  our  major  labor  unions,  for  example, 
that  decry  the  cost  of  hospital  care,  and  the  fact 
that  Blue  Cross  and  insurance  rates  must  periodi- 
cally be  raised  to  meet  the  cost.  We  have  yet  to  read 
of  a labor  organization  that  has  pointed  out  as 
clearly  as  the  Health  Information  Foundation 
does  that : 

“The  importance  of  personnel  costs  is  under- 
scored by  the  fact  that  payroll  claims  the  major 
share  of  hospital  expenses,  and  its  share  has  been 
increasing.  In  1946,  payroll  accounted  for  about 
56  per  cent  of  the  total  expenses  in  all  categories 
of  hospitals.  Fifteen  years  later,  66  per  cent  of  all 
expenses  incurred  by  hospitals  were  for  wages 
and  salaries.  ...” 

“In  1946,  one  of  every  67  of  the  nation’s  civilian 
workers  was  employed  by  a hospital.  By  1961, 
the  ratio  had  grown  to  one  of  every  39  workers, 
and  the  total  number  of  employees  reached  about 
1 .7  million.  This  is  more  than  the  total  number  of 
employees  in  the  steel  industry  and  the  motor 
vehicles  and  parts  manufacturing  industries.” 
“Hospitals  managed  to  compete  with  other 
industries  in  the  labor  market  by  increasing 
wages  and  salaries.  In  1946,  mean  (arithmetic) 
wages  and  salaries  for  all  hospital  employees 
were  $1,329,  compared  to  $1,882  for  all  employed 
civilians.  Thus  an  average  hospital  employee  was 
paid  29  per  cent  less  than  an  average  worker  of 
the  nation.  By  1961  the  traditional  gap  had  nar- 
rowed to  9.0  per  cent,  as  annual  mean  wages  and 
salaries  of  hospital  personnel  increased  by  176 
per  cent  to  $3,670  while  the  nation’s  average 
rose  by  114  per  cent  to  $4,032.  This  9.0  per  cent 
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discrepancy  understates  the  real  difference  since 
hospitals  employ  proportionately  more  profes- 
sional and  skilled  personnel  than  the  rest  of  the 
economy.” 

The  final  notation  above  highlights  what  is  not 
widely  known  to  the  general  public  — the  hospital 
demand  for  specially  trained  technical  personnel. 
The  expansion  in  the  range  and  the  volume  of 
services  that  our  general  hospitals  now  provide  is 
one  of  the  major  factors  behind  the  rise  in  hospital 
costs.  As  the  ancillary  services  expand,  the  facili- 
ties and  the  trained  staff  to  support  the  doctor  and 
the  nurse  claim  an  increasing  part  of  the  hospital 
dollar.  Professionally  trained  paramedical  workers 
in  hospitals  now  even  include  biostatisticians,  clin- 
ical psychologists,  physicists,  speech  and  hearing 
therapists,  and  many  others. 

The  fact  that  the  hospital  stay  is  of  a shorter 
length  than  in  years  past,  that  there  is  an  increased 
occupancy  rate,  and  that  there  has  been  an  overall 
increase  in  the  size  of  short-term  general  hospitals, 
give  little  promise  for  an  efficiency  that  will  reduce 
hospital  costs,  the  Health  Information  Foundation 
report  observes.  Further  reduction  of  the  length  of 
the  stay  seems  unrealistic,  the  unpredictable  nature 
of  fluctuation  in  admissions  holds  little  hope  for  a 
significant  increase  in  occupancy  levels,  and  the 
size  of  hospitals  will  probably  continue  to  increase. 

But  in  the  search  for  economy  in  which  we  are  all 
in  full  accord,  we  must  always  be  mindful  of  the 
quality  of  the  care  that  the  public  wants  and  de- 
serves today.  As  George  Bugbee,  director  of  the 
Health  Information  Foundation,  ably  points  out : 
“There  are  always  opportunities  for  economy, 
but  if  the  public  is  to  benefit  by  advances  in 
medical  science  and  secure  these  benefits  in  the 
favorable  setting  provided  by  the  hospital,  we 
must  look  not  only  for  economy.  We  must  plan 
for  the  continued  high  expenditures  needed  to 
provide  good  care  for  the  American  public.” 


ORGANIZED  MEDICINE  AND  THE  NEGRO 


HE  EVENING  BULLETIN  of  Providence 
on  July  17  took  cognizance  of  certain  criticisms 
directed  at  the  A.M.A.  by  Senator  Abraham  Ribi- 
coff  regarding  discrimination  against  Negroes. 
These  criticisms  fall  into  two  general  categories  : 
discrimination  against  Negro  patients  and  discrim- 
ination against  Negro  doctors.  The  editorial  states  : 
“Since  the  A.M.A.  has  a long-standing  policy  that 
only  doctors  who  belong  to  county  medical  societies 
can  practice  on  hospital  staffs,  the  apparatus  for 
discrimination  is  handy  enough.”  The  Bulletin 
concludes : “In  fairness  the  burden  of  inadequate 
medical  career  training  for  the  Negro  population 


cannot  be  laid  at  the  feet  of  the  A.M.A.  But  the 
association  could,  as  Senator  Ribicoff  makes  plain, 
do  a lot  more  to  ease  the  way  into  medicine  for 
qualified  Negro  candidates.” 

Certainly  any  discrimination  against  patients  is 
part  of  the  broader  problem  of  equal  access  to  public 
accommodations.  This  problem,  which  is  largely 
non-existent  beyond  the  Mason-Dixon  line,  must 
be  met  on  other  grounds.  The  problem  of  admission 
to  medical  school,  again  outside  of  the  old  South, 
has  to  do  with  motivation  and  academic  prepara- 
tion. This  is  certainly  a problem  much  broader  than 
any  with  which  the  powers  of  the  A.M.A.  could 
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cope.  These  difficulties,  hardly  attributable  to  any 
policy  of  the  A.M.A.,  are  largely  related  to  the 
whole  complex  of  socio-economic  inequities  with 
which  the  Xegro  must  contend.  Internships  are 
plentiful,  and  no  qualified  Xegro  applicant  need  be 
denied  an  opportunity  for  graduate  training,  the 
hospitals  of  the  Deep  South,  of  course,  excepted. 
We  fail  to  see  what  the  A.M.A.,  as  an  organization, 
can  do  to  “ease  the  way  into  medicine  for  qualified 
Xegro  candidates."  In  the  highly  competitive  pre- 
medical world,  it  is  extremely  doubtful,  other  things 
being  actually  equal,  whether  qualified  Xegro  can- 
didates are  discriminated  against. 

The  matter  of  discrimination  on  individual  hos- 
pital staffs,  which  may  well  exist,  is  hardly  attribu- 
table to  any  policy  or  lack  of  resolution  on  the  part 
of  the  A.M.A.  It  is  in  fact  none  of  its  business. 
Quality  of  medical  care  is  the  sole  basis  of  accredi- 
tation (in  which  the  A.M.A.  participates)  while 
staffing  is  the  jealously  guarded  prerogative  of  the 
various  trustees  and  governing  bodies.  Although 
the  advice  of  the  staff  is  important  in  this  area, 
interference  by  any  outside  body,  such  as  the 


A.M.A.,  would  be  deeply  resented. 

In  one  area,  however,  the  A.M.A.  does  have 
considerable  influence,  through  its  policy-making 
House  of  Delegates,  and  that  is  the  question  of 
A.M.A.  membership.  While  it  is  undoubtedly  true 
that  the  A.M.A.  has  had  a “long-standing  policy  of 
nondiscrimination  for  membership  in  the  associa- 
tion and  constituent  societies."  it  has  always  never- 
theless been  the  prerogative  of  the  component 
county  medical  societies  to  determine  their  own 
membership.  In  this  matter  it  is  again  almost  exclu- 
sively the  county  societies  in  the  Deep  South  that 
have  discriminated  against  Xegroes  by  denying 
them  membership.  It  would  certainly  seem  that  the 
House  of  Delegates  should  take  a firm  stand  in  this 
matter.  It  must  be  remembered,  however,  that 
action  will  be  difficult  in  the  face  of  a determined 
stand  by  Southern  constituencies.  The  House  of 
Delegates  can  be  as  much  of  a cockpit  in  controver- 
sial matters  as  the  United  States  Senate. 

Incidentally,  we  would  urge  Mr.  Ribicoff  to  look 
into  the  parallel  problem  in  the  American  Bar 
Association. 


HYPERBARIC  OXYGENATION 


A lthough  there  has  long  been  interest  in  meth- 
ods  of  increasing  oxygen  transfer  in  the  blood, 
the  imaginative  work  of  Boerema  and  associates  of 
Amsterdam  with  the  hyperbaric  chamber  has  stim- 
ulated a renewed  interest  in  this  subject.  As  long 
ago  as  1867  Charles  A.  Lee  of  Buffalo,  Xew  York, 
became  interested  in  installing  a high  pressure 
chamber  in  that  city.  In  a lecture  titled  “Physio- 
logical and  Remedial  Effects  of  Increased  Pressure 
of  the  Atmosphere,"  he  stated  prophetically:  “The 
subject  I believe  is  worthy  of  investigation  by  the 
scientific  members  of  our  profession.  ...  It  is  time 
an  effort  was  made  to  rescue  it ...  to  study  its  real 
value,  to  investigate  more  completely  its  effects ; 
and  thus  place  it  among  the  recognized  resources 
of  our  art.’'  Haldane  observed:  “Oxygen  lack  not 
only  stops  the  machine,  but  also  wrecks  the  ma- 
chinery." The  convulsive  effects  of  oxygen  under 
pressure  were  described  by  Bert  in  1899,  and  its 
adverse  pulmonary  effects  by  J.  L.  Smith  in  1899. 
Compressed  air,  which  was  studied  by  Simpson  of 
England  as  a therapeutic  agent  in  1857,  was  in  fact 
first  suggested  by  Henshaw  as  early  as  1664 ! Illing- 
worth and  G.  Smith  of  Glasgow  have  more  recently 
made  physiological  and  surgical  observations  in  an 
experimental  pressure  chamber. 

Because  of  the  recent  renewed  interest  in  the 
subject,  an  Ad  Hoc  Committee  on  Hyperbaric 
Oxygenation  was  established  by  the  National 
Academy  of  Sciences  — Xational  Research  Coun- 
cil under  the  direction  of  the  Committee  on  Shock. 


A workshop  meeting  was  held  in  July,  1962,  and 
recently  a critical  review  of  the  physiological  basis 
of  hyperbaric  oxygen  administration  was  pub- 
lished under  the  title  Hyperbaric  Oxygenation: 
Potentialities  and  Problems.  Much  work  is  already 
available,  having  been  performed  over  a period  of 
many  years  by  both  civilian  and  naval  authorities 
in  connection  with  caisson  disease  (“bends”), 
deep-sea  diving,  and  submarine  safety. 

Xaval  studies  have  been  concerned  with  the 
effects  of  depth,  exposure  time,  oxygen  tolerance, 
and  decompression. 

Lhider  normal  conditions  the  partial  pressure  of 
oxygen  in  the  inspired  air  is  about  150  mm.  Hg. 
(i.e.  about  20  per  cent  of  one  atmosphere,  or 
760  mm.  Hg.).  Administration  of  pure  oxygen  can 
elevate  the  partial  pressure  of  oxygen  in  alveolar 
air  to  670  mm.  Hg.  This  has  the  effect  of  increas- 
ing the  oxygen  saturation  of  hemoglobin  from  97 
to  100  per  cent,  and  also  of  increasing  the  oxygen 
dissolved  in  the  plasma.  The  oxygen  tension  of 
arterial  blood  (pOo)  always  tends  to  approximate 
the  alveolar  level.  Large  pressure  chambers,  for 
reasons  of  convenience  and  safety,  are  normally 
pressurized  and  ventilated  with  compressed  air. 
Oxygen  administered  to  the  patient  within  the 
chamber  by  mask  or  other  means  is  delivered  at 
the  pressure  of  the  chamber.  Increasing  the  ambient 
pressure  (i.e.  the  pressure  surrounding  the  patient) 
to  three  atmospheres  while  breathing  oxygen  (i.e. 
by  mask  in  a chamber)  could  thus  increase  the 
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arterial  p02  to  over  2000  mm.  Hg.  (i.e.  3 X 7601  ! 
This  has  the  effect  of  increasing  the  arterial  oxygen 
content  by  six  volumes  per  cent  above  the  normal. 

The  possible  uses  of  hyperbaric  oxygen  are 
many.  There  are  several  areas  in  which  it  has 
shown  promise.  Among  these  are  carbon  monoxide 
poisoning,  anaerobic  infections,  coronary  occlusion, 
cerebro-vascular  accidents,  and  shock.  In  radiation 
therapy  it  is  believed  in  some  instances  to  protect 
normal  cells  against  injury,  thereby  permitting  a 
more  effective  tumor  dose  of  radiation.  The  new 
modality  has  been  suggested  for  obvious  reasons  in 
the  treatment  of  peripheral  vascular  disease.  Al- 
though it  may  have  value  in  acute  vascular  prob- 
lems or  in  treating  reversible  defects  such  as  stub- 
born ulcers,  it  would  seem  to  be  impractical  in  most 
cases  of  chronic  occlusive  disease  with  irreversible 
occlusions.  It  may  also  have  application  in  the  man- 
agement of  congenital  heart  disorders.  Failure  of 
returning  venous  blood  to  pass  through  adequately 
ventilated  lung  is  the  chief  problem  in  many  con- 
genital cardiac  defects.  If  there  is,  for  example,  a 
50  per  cent  shunt,  oxygen  delivered  at  three  atmos- 
pheres (a  practical  accomplishment  in  the  hyper- 
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baric  chamber)  would  deliver  normal  peripheral 
arterial  oxygen  tensions. 

Much  of  the  recent  interest  in  hyperbaric  oxy- 
genation has  been  stimulated  by  its  potential  value 
in  open-heart  surgery.  There  is  some  hope  that  the 
need  for  hypothermia  and  by-pass  procedures  may 
be  entirely  eliminated  or  possibly  greatly  reduced, 
or  that  their  margin  of  safety  may  be  increased. 
Boerema  and  his  co-workers  have  exposed  large 
numbers  of  patients  to  oxygen  at  three  atmospheres 
for  two  hours  with  few  ill  effects.  Investigators  in 
this  country  have  started  work  in  this  field,  notably 
at  the  Children’s  Medical  Center  in  Boston.  The 
Ad  Hoc  Committee,  however,  has  cautioned  that 
“Too  little  significant  work  along  these  lines  has 
been  accomplished  to  permit  evaluation.”  It  further 
urges  a concerted  program  and  controlled  studies 
in  man  and  animals  to  determine  the  proper  place 
of  hyperbaric  oxygen  in  current  therapy.  It  recom- 
mends that  initially  the  number  of  hyperbaric 
facilities  be  limited,  especially  those  designed  for 
human  research,  and  that  they  be  placed  in  those 
institutions  where  qualified  teams  of  investigators 
with  adequate  supporting  facilities  and  funds  are 
available.  Hospital  administrators  please  take  note. 


The  above  editorial  was  written  prior  to  the  recently  much  publicized  use  of  the  chamber  in  a Boston  hospital. 

—The  Editor 

BEWARE  OF  TRAMPOLINES 


n July  3,  1963,  Brian  Sternberg,  twenty  year 
old  University  of  Washington  sophomore, 
who  has  pole  vaulted  higher  than  any  human  being 
in  history,  and  an  expert  trampoline  performer, 
lost  control  during  a difficult  trampoline  maneu- 
ver, fell  back  heavily  on  the  back  of  his  head  and 
neck  producing  a transverse  cervical  cord  injury, 
probably  permanent  in  nature. 

That  this  tragic  accident  could  befall  this  trained 
and  excellent  athlete  on  equipment  with  which  he 
was  wholly  familiar,  and  performing  a stunt  which 
he  had  executed  successfully  several  times  just 
prior  to  the  accident,  is  striking  evidence  of  the 
treacherous  nature  of  this  sport. 


Yet,  it  is  a type  of  equipment  found  all  too  fre- 
quently on  playgrounds  and  in  other  public  areas, 
often  unattended  or  attended  by  personnel  little 
qualified  to  teach  the  sport.  It  is  our  contention  that 
trampolines  should  be  forbidden  in  all  areas  open 
to  the  general  public,  whether  publicly  or  privately 
operated.  In  gymnasiums  and  other  training  facili- 
ties for  the  athletically  sophisticated,  trampolines 
should  be  attended  by  qualified  experts,  and  the 
apparatus  should  be  available  only  to  those  who  are 
prepared  to  take  carefully  graded  instruction. 
Unless  these  principles  are  followed  more  trage- 
dies are  in  store. 
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Help  protect  the  kidneys  and  other  threatened  organs 


When  treatment  of  hypertension  is  effective  the  danger 
of  damage  to  the  renal  system  is  reduced.1'2  “Hyperten- 
sive patients  suffer  from  vascular  deterioration  roughly 
proportional  to  the  severity  of  the  hypertension . . . Reduc- 
tion of  blood  pressure  to  normotensive  levels  reduces 
or  arrests  the  progress  of  vascular  damage  with  a re- 
sultant decrease  in  morbidity  and  mortality.”1  Because 
Rautrax-N  lowers  blood  pressure  so  effectively,  it  will 
help  provide  this  important  protection  not  only  for  the 
kidneys  but  also  for  the  heart  and  brain  of  your  hyper- 
tensive patients.  Rautrax-N  is  effective  in  mild,3  moder- 
ate,3,4 or  severe  hypertension.4,5 

Dosage:  Initially,  1 to  4 tablets  daily  preferably  at 
mealtime.  For  maintenance,  1 or  2 tablets  daily. 

Side  effects  and  precautions:  Rauwolfia  preparations 
may  cause  reversible  extrapyramidal  symptoms  and 
emotional  depression.  Caution  indicated  in  use  with 
depression,  suicidal  tendencies,  peptic  ulcer.  Minor  side 
effects:  diarrhea,  weight  gain,  nausea,  drowsiness.  Ben- 
droflumethiazide  may  cause  reversible  hyperuricemia 
and/or  gout,  unmask  latent  diabetes,  increase  glycos- 


uria in  diabetics.  Caution  indicated  in  use  for  patients 
on  digitalis,  with  severely  damaged  kidneys,  renal  in- 
sufficiency, increasing  azotemia,  cirrhosis.  Contraindi- 
cated in  complete  renal  shutdown.  Minor  side  effects: 
leg  or  abdominal  cramps,  pruritis,  paresthesias,  mild 
rashes. 


Supply:  Rautrax-N— capsule-shaped  tablets  providing 
50  mg.  Raudixin®  [Rauwolfia  serpentina  whole  root],  4 
mg.  Naturetin®  [bendroflumethiazide],  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified—  50  mg.  Rau- 
dixin [Rauwolfia  serpentina  whole  root],  2 mg.  Nature- 
tin  [bendroflumethiazide],  and  400  mg.  potassium 
chloride,  in  capsule-shaped  tablets.  For  full  information, 
see  your  Squibb  Product  Reference  or  Product  Brief. 


References:  (1)  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol. 
9:920  (June)  1962.  (2)  Brest,  A.  N.,  and  Moyer,  J.  H.:  Penn- 
sylvania M.  J.  63 : 545  (Apr.)  1960.  (3)  Berry,  R.  L.,  and  Bray, 
H.  P.:  J.  Am.  Geriatrics  Soc.  79:516  (June)  1962.  (4)  Hutchison, 
J.  C.:  Current  Therap.  ^ 
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—the  Priceless  Ingredient 

SQUIBB  DIVISION  0 1 1 14 


Res.  4:610  (Dec.)  1962. 
(5)  Feldman,  L.  H.:  North 
Carolina  M.  J.:  23: 248 
(June)  1962. 
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THE  PROGRAM  IN  THE  MEDICAL  SCIENCES 
AT  BROWN  UNIVERSITY  * 


Medicine,  like  every  other  branch  of  investiga- 
tion concerned  with  man’s  well-being,  is  the 
enemy  of  ignorance  and  apathy.  It  is  built  upon  a 
profound  respect  for  the  continuity  of  the  human 
race  and  is  dedicated  to  human  care  through  a 
massive,  insistent  search  for  means  by  which  age- 
old  threats  to  that  continuity  may  be  reduced,  if 
not  indeed  wiped  out.  The  search  and  its  applica- 
tion to  man’s  problems  must  be  carried  on  despite 
the  frustrations  growing  out  of  the  hostility  which 
greets  any  new  idea,  and  of  the  painfully  small 
gains  which  often  accompany  the  early  stages  of 
any  investigation.  And  even  once  gains  begin  to 
reach  notable  proportions,  there  must  be  a distrust 
of  the  magnitude  of  one’s  own  accomplishments. 
The  medical  research  scientist  and  the  practicing 
physician  must  not  only  have  faith  in  their  own 
learning  and  discoveries  and  those  related  to  theirs, 
but  they  must  also  be  willing  to  concede  limitations 
and  imperfections  in  their  application.  Self-satisfac- 
tion and  complacency  smother  imagination,  ener- 
vate curiosity,  and  diminish  humaneness.  Without 
imagination,  curiosity,  humaneness — without,  in 
short,  the  large  vision  that  makes  life  worthwhile 
—there  can  be  no  constructive  research  or  medical 
practice. 

Some  seventy-five  years  ago,  to  cite  a now  famil- 
iar instance,  medical  scientists  were  inspired  by  this 
large  vision  to  isolate  the  source  of  malaria  and. 
hopefully,  to  eradicate  it.  As  is  true  of  many  large- 
scale,  destructive  diseases,  the  source  was  not 
known.  But  observation  under  controlled  condi- 
tions led  to  a reasonable  assumption  that  mosqui- 
toes might  be  a factor  in  the  spread  of  malaria. 
Inference  was  translated  into  experiment  and,  as 
we  all  know  today,  the  resulting  knowledge  ini- 
tiated a chain  of  events  destined  to  save  millions  of 
lives.  And  yet,  as  salutary  as  the  fruits  of  malarial 
experimentation  have  been,  scientists  have  not  been 
willing  to  content  themselves  with  any  seeming 
conclusiveness  to  their  answers.  Indeed,  that  the 
issue  has  by  no  means  been  clearly  resolved  is  evi- 
dent from  the  continuing  high  incidence  of  malaria. 
Seventy-five  years  after  the  initial  investigations, 

*For  the  information  of  our  readers  we  are  reprinting  in 
full  the  brochure  prepared  by  Brown  University  which 
describes  its  new  six  year  course  in  medical  sciences  to  be 
initiated  in  the  fall  of  this  year. 

The  Editors 


it  is  a medically  acknowledged  fact  that  700  million 
people  have  malaria  and  that  two  million  die  of  the 
disease  every  year. 

That  incapacitation  and  mortality  owing  to 
malaria  are  still  of  alarming  proportions  is  self- 
evident.  Nevertheless,  the  danger  has  been  reduced 
immeasurably,  and  will  continue  to  be  reduced. 
Knowledge  and  its  usages  are  not  nurtured  by 
impatience  and  despair.  Thus,  generations  to  come 
will  benefit  from  the  stubborn  conviction  that  the 
search  and  its  application  to  health  problems  must 
continue.  When  conviction  is  added  to  an  accumu- 
lation of  knowledge,  with  regard  to  malaria  or  any 
other  disease,  man’s  ability  to  cope  with  disease- 
carrying insects  and  other  forms  of  organic  matter 
in  his  environment  improves.  The  conflict  goes  on. 
thus,  and  out  of  it  must  come  new  ways  to  reach 
those  who  suffer  and  new  chemicals  for  combating 
disease.  And  the  latter  must  be  of  such  a nature 
that  they  can  be  inserted  into  the  biochemical  mech- 
anisms of  harmful  organisms  without,  at  the  same 
time,  disrupting  the  delicate  balances  in  human 
cellular  activities. 

To  achieve  such  results  on  a necessarily  increas- 
ing scale,  it  is  obvious  that  more  and  more  advances 
must  be  made  in  our  understanding  of  the  funda- 
mental processes  of  all  living  things,  not  those  of 
man  alone.  This  is  the  obligation  being  imposed 
upon  the  medical  scientist,  whether  in  teaching  or 
in  practice,  and  this  is  the  obligation  he  has  accepted 
in  conjunction  with  fellow  scientists  in  related 
fields.  It  is  worth  remembering  that  challenges  of 
this  order  affecting  medical  science  also  affect  and 
are  being  accepted  by  the  basic  sciences. 

Progress  in  our  knowledge  of  the  basic  sciences 
is  rapid,  so  rapid,  indeed,  that  long-held  concep- 
tions in  medicine  are  undergoing  radical  changes. 
Tomorrow’s  doctor,  whether  specializing  in  prob- 
lems of  the  brain  or  of  the  bones,  must  become,  as 
far  as  possible,  a scientist.  He  must  assimilate 
knowledge  more  complex  and  far-ranging  than  that 
which  we  have  habitually  called  “medical.”  Tomor- 
row’s doctor  must  be  able  to  judge  for  himself  the 
value  of  pertinent  advances  in  the  basic  sciences, 
to  analyze  illness  in  terms  of  available  scientific 
knowledge,  and  to  communicate  with  other  scien- 
tists. There  is  a growing  need,  too,  for  many  fully 
prepared  young  men  and  women  to  teach  and  carry 
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out  research  in  the  basic  sciences,  which  are  neces- 
sarily the  very  heart  of  medicine. 

Medicine  is  in  itself  a demanding  discipline.  To 
add  breadth  to  this  discipline  by  correlating  it  with 
basic  science  on  a plane  which  would  have  been 
unfamiliar  or  unexpected  a generation  ago  is  to 
increase  the  demands.  But  even  these  are  not 
enough,  for  we  have  come  to  expect  of  the  medical 
teacher  and  of  the  medical  practitioner  a compre- 
hensiveness of  vision  that  renders  inadequate  a 
mere  concern  with  the  human  body.  This  is  not  to 
imply  that  only  supermen  are  qualified  to  be  physi- 
cians and  teachers  in  the  held  of  medicine.  But  it 
is  to  imply  that  the  individual  who  can  most  ably 
fulfill  either  of  these  roles  must  see  the  medical 
problem  in  a larger  context  than  the  purely  physio- 
logical one.  The  confidence  of  a patient  in  his  doc- 
tor, for  example,  is  often  determined  by  an  informal, 
understanding,  humane  relationship.  We  may  take 
for  granted  the  ability  to  heal,  but  we  respect  and 
admire  the  prepared  capacity  for  psychological  and 
social  insights.  The  physician  and  medical  teacher 
of  tomorrow  is  an  individual  of  whom  will  be 
expected  a deep  regard  for  human  interrelation- 
ships, a faculty  that  must  be  supported  in  depth  by 
informed  understanding.  Thus  through  a knowl- 
edge of  social  pressures  which  complicate  illness, 
through  understanding  of  the  significant  ideals  by 
which  men  meet  their  spiritual  and  emotional  as 
well  as  physical  problems,  and  through  knowledge 
of  the  psychological  factors  in  the  lives  of  people 
the  pursuit  of  medicine  becomes  necessarily  and 

Toward  the  fulfillment  of  these  scientific  and 
humanitarian  ends  Brown  University  offers  to 
young  men  and  women  a new  venture  in  medical 
education.  By  seizing  the  whole  of  a specially 
developed,  6-year  program  offered  by  the  entire 
University  faculty,  the  student  in  medical  science 
may  explore  deeply  the  exciting  realms  of  advanced 
education  in  the  natural  sciences  and  in  the  broad 
study  of  man.  Six  pertinent  features  of  the  program 
may  be  outlined  as  follows : 

(1 ) The  medical  program  is  woven  fully  into  the 
fabric  of  the  total  University  education  in 
every  way ; it  is  not  offered  by  a separate 
school  under  university  auspices. 

(2)  The  studies  of  science  and  of  the  humanities 
constitute  the  two  pillars  of  education ; and 
experience  in  these  will  be  extensive.  These 
studies  begin  in  the  freshman  year  and  con- 
tinue for  a total  of  six  years. 

(3)  Carefully  coordinated  steps  carry  students, 
in  each  of  these  fields  of  education,  toward 
advanced,  graduate  work  during  this  6-year 
period  of  study. 

(4)  The  final  three  years  of  the  educational 
experience  provide  increasing  and  strong 

continued,  on  next  page 
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emphasis  upon  independent  study  and 
research. 

(5)  Each  student  is  guided  in  his  six-years’  edu- 
cational development  according  to  his  indi- 
vidual needs  and  abilities. 

(6)  At  the  end  of  the  six-year  program  the  stu- 
dent will  have  acquired  a Bachelor  of  Arts 
degree,  and  a Master’s  degree  in  Science, 
and  will  have  advanced  far  toward  comple- 
tion of  work  for  the  M.D.  or  Ph.D.  degree. 

To  make  fullest  use  of  this  program,  the  Brown 
plan  incorporates  four  summers  of  study,  allowing 
one  month  for  vacation  in  each  of  the  four  sum- 
mers. An  unusual  expansion  and  continuity  of  the 
student’s  energies  in  science,  social  studies,  and  the 
humanities  are  thus  assured.  As  a practical  con- 
sideration it  may  be  noted  that  such  educational 
concentration  connotes  the  equivalent  of  seven 
years  of  academic  experience  in  a six-year  period. 
Some  of  this  rescued  time,  it  may  further  be  noted, 
may  be  spent  in  study  with  members  of  the  Brown 
faculty,  or  in  summer,  perhaps,  at  other  universi- 
ties in  this  country  and  abroad. 

Required  medical  subject  matter  is  dispersed 
through  the  six-year  period  in  such  a way  as  to 
permit  the  student  to  take  full  advantage  of  the 
integrated  program  both  in  scientific  and  non- 
scientific  subjects.  By  the  end  of  this  period,  the 
successful  candidate  is  the  recipient  of  both  bach- 
elor’s and  master’s  degrees,  and  the  achievement 
which  earns  him  this  distinction  is  considerably 
higher  than  that  usually  attained  from  two  years 
of  medical  or  other  graduate  study.  After  six  years, 
the  Brown  graduate  may  be  secure  in  his  knowledge 
that  he  is  well-prepared  to  enter  upon  advanced 
medical  studies.  The  graduate  is  then  acceptable 
for  entrance  into  third-year  training  by  one  of  our 
excellent  medical  schools.  Such  a student  is,  in 
short,  qualified  for  the  two  remaining  years  of 
clinical  work  which  culminate  in  the  degree  of 
Doctor  of  Medicine.  As  an  alternative,  should 
interests  be  more  strongly  identified  with  the  basic 
sciences,  the  graduate  is  admirably  equipped  to 
complete  the  work  for  a Doctor  of  Philosophy 
degree  in  the  specialized  field  of  his  choice. 

Whether  as  a holder  of  the  M.D.  or  Ph.D.  de- 
grees, the  young  man  or  woman  successfully  com- 
pleting the  Brown  program  is  then  prepared  for  the 
responsibilities  of  a vocation  within  the  broad 
framework  of  modern  medicine.  The  range  of 
choice  offered  within  the  course  of  study  is,  of 
course,  reduced  by  six  years  of  discriminating 
exposure,  counseling  and,  ultimately,  personal  in- 
clinations and  talents.  Intensity  must  finally  super- 
sede variety  or  sheer  versatility.  The  program  is 
meant  to  accommodate  those  who  have  a deep 
interest  in  science  as  such  and  wish  to  pursue  an 


RHODE  ISLAND  MEDICAL  JOURNAL 

academic  scientific  career,  as  well  as  those  who  wish 
to  identify  themselves  more  immediately  and  prac- 
tically as  practitioners  engaged  in  the  alleviation  of 
human  illness. 

An  outline  of  a proposed  set  of  courses  is  given 
in  the  Bulletin  for  prospective  students.  And  it 
should  be  observed  that  variations  in  the  curricu- 
lum are  encouraged  in  order  to  meet  individual 
needs  and  wishes.  The  study  program  begins  with 
solid  grounding  in  the  fundamental  sciences, 
mathematics,  physics,  and  chemistry ; and  these 
advance  the  students  by  graduated  steps  into  the 
junior  year.  Biology,  begun  in  the  second  year  as 
a broad  and  fundamental  science,  continues  into 
those  medical  subjects  usually  covered  within  the 
first  two  years  of  formal  medical  school  training. 
Psychology  is  emphasized  in  the  third  and  fifth 
years,  as  well  as  in  elective  courses.  The  study  of 
science  culminates  in  advanced  elective  courses, 
independent  study,  and  research  over  the  major 
part  of  at  least  two  years  and  a summer  period.  In 
the  more  liberal  studies,  the  program  begins  with 
literature  and  then  opens  up  the  possibilities  inher- 
ent in  study  of  various  aspects  of  social  phenomena. 
In  the  fourth  and  fifth  years,  for  instance,  the  stu- 
dent elects  a sequence  of  courses  constituting  a 
program  of  concentrated  exploration  in  an  area  of 
his  choice,  whether  the  humanities  or  social  studies. 

The  requirements  covering  high  school  prepara- 
tion in  anticipation  of  the  Brown  program  of 
medical  education  are  not  rigidly  prescribed.  In 
general,  however,  high  school  work  should  include 
four  years  of  English,  four  of  mathematics,  at  least 
two  of  a foreign  language,  two  of  a science,  and  a 
year  or  two  in  social  studies.  While  the  courses 
taken  in  high  school  may  very  well  be  an  important 
consideration  in  selecting  candidates,  these  are  less 
important  than  the  candidate’s  overall  academic 
record,  his  personal  qualifications,  and  predictions 
— insofar  as  they  may  be  made — of  the  likelihood 
of  his  successful  participation  in  the  program.  The 
Board  of  Admission  is  seriously  concerned  with  the 
candidate’s  motivation  regarding  medical  science, 
and  also  with  the  scope  and  depth  of  his  interest  in 
the  world  of  which  he  is  a part  and  to  which  he  will 
one  day  contribute  his  knowledge  and  training. 

For  qualified  students  who  require  such  assist- 
ance, the  University  has  made  financial  aid  avail- 
able, particularly  in  view  of  the  eleven  month 
schedule. 

Men  desiring  more  detailed  information  about 
medical  education  at  Brown  University  should 
write  to  the  Board  of  Admission,  University  Hall. 
Brown  University,  Providence  12,  Rhode  Island. 
Women  should  write  to  the  Board  of  Admission, 
Pembroke  College,  Providence  6,  Rhode  Island. 

It  should  be  noted  by  those  who  are  interested  in 
preparing  for  a four-year  medical  school  through 
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This  is  the  key  that  opens  the  box  that  con- 
tains the  labels.  Only  authorized  supervisory 
personnel  have  the  key  to  transfer  labels  from 
the  "lockup  box”  to  the  labeling  machine. 
■ These  responsible  Lilly  employees  regard  la- 
bels as  serious  business.  To  make  certain  that  the 
right  label  appears  on  each  container,  all  labels 
are  kept  under  lock  and  key  until  needed  on 
the  finishing  line.  Only  the  quantity  needed  to 


finish  the  lot  is  dispensed.  When  transferred  to 
the  finishing  belt,  the  appropriate  number 
of  labels  is  placed  in  the  labeling  machine. 
Excess  labels  are  put  in  the  lockup  box 
until  needed.  At  night,  the  supervisor  returns 
unused  labels  to  the  box  lest  some  get  lost  or 
misplaced.  ■ This  is  just  one  more  precaution 
in  an  endless  list  of  rules  that  contribute  immeas- 
urably to  the  quality  of  the  finished  product. 


EliLilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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TO  MEET  THESE  WANTS 

A History  of  the  Rhode  Island  Hospital 

Joseph  L.  Garland 


Joseph  E.  Garland,  a former  newspaperman  and 
the  son  of  our  esteemed  colleague  from  our 
neighboring  state  of  Massachusetts,  Dr.  Joseph 
Garland,  editor  of  the  New  England  Journal  of 
Medicine,  is  author  of  a most  interesting  history  of 
Rhode  Island  Hospital  on  the  occasion  of  its  Cen- 
tennial. Mr.  Garland,  charged  by  the  leaders  of  the 
hospital  to  “render  its  history  in  human  terms  as  he 
viewed  them  from  the  outside,  in  all  its  inevitable 
ups  and  downs,  entirely  free  from  editorial  inter- 
ference”, has  done  an  outstanding  job  in  portraying 
graphically  the  status  of  health  and  medical  care  in 
Providence  and  in  Rhode  Island  during  the  period 
prior  to  the  founding  of  the  hospital  in  1863,  and  in 
telling  of  the  hospital’s  growth  as  a community  hos- 
pital to  its  present  position  as  a major  medical 
center  with  well  developed  programs  of  medical 
educational  research.  No  novice  at  the  task,  Mr. 
Garland  has  also  authored  An  Experiment  in  Medi- 
cine: The  First  Twenty  Years  of  the  Pratt  Clinic 
and  The  New  England  Center  Hospital  in  Boston, 
and  of  Every  Man  Our  Neighbor:  A Brief  History 
of  Massachusetts  General  Hospital,  1811-1961. 

We  publish  below  some  excerpts  from  To  Meet 
These  Wants. 

The  Editors 

* * * 

“Dr.  Thurston  [Superintendent  of  Rhode  Island 
Hospital,  appointed  in  1876]  believed  he  had  an 
obligation  to  operate  the  hospital  on  a tight  budget 
and  to  keep  the  admission  rate  as  low  as  possible.  A 
physician  who  came  to  take  charge  of  the  out- 
patient department  at  about  this  time  recalled  many 
years  later  that  when  he  occasionally  recommended 
to  the  Superintendent  that  an  out-patient  be  ad- 
mitted to  the  wards,  Dr.  Thurston  would  almost 
invariably  declare  that  since  the  individual  was  am- 
bulatory, and  since  he  had  a high  regard  for  this 
young  physician’s  ability  to  treat  the  patient,  admis- 
sion was  not  necessary,  for  he  knew  all  about  this 
kind  of  case,  having  suffered  the  identical  illness 
himself. 

“One  day  the  out-patient  physician  . . . requested 
the  admission  of  a female  patient.  After  consider- 
able circumlocution,  in  the  course  of  which  he 
apparently  lost  sight  of  the  nature  of  the  case  at 


hand,  Dr.  Thurston  refused  as  usual,  with  his  usual 
avowal  that  he,  too,  had  had  the  patient's  difficulty 
and  knew  all  about  it. 

“The  lady  was  afflicted  with  inflammation  of  the 
uterus.” 

> k : >|; 

“In  spite  of  the  stir  which  its  opening  created,  the 
Rhode  Island  Hospital  got  off  to  a slow  start. 

“During  the  first  year  only  246  patients  were 
admitted.  The  average  number  of  beds  occupied  at 
any  one  time  was  thirty-four  out  of  the  sixty  avail- 
able, and  the  average  patient  was  hospitalized  for 
forty-seven  days ! Even  fewer  came  to  the  out- 
patient department  for  treatment  — only  237.  . . . 
It  didn’t  take  long  for  the  hospital  to  establish  itself 
in  the  community,  however.  What  had  commenced 
slowly  picked  up  speed  and  by  1872  was  over- 
whelming both  facilities  and  finances. 

* t'  ^ 

“The  [Rhode  Island  Hospital  Training  School 
for  Nurses]  grew,  at  first,  at  a snail’s  pace.  Perhaps 
there  was  no  great  rush  of  young  women  to  come  to 
learn  and  work  at  a hospital  seven  days  a week  from 
seven  in  the  morning  until  eight  at  night,  combining 
their  studies  with  the  care  of  patients,  sweeping, 
mopping  and  dusting  the  floors  and  inspecting  the 
incinerator.  Quarters  for  the  young  ladies  were 
totally  makeshift  for  a while  until  1883,  when  a part 
of  an  out-building  known  as  the  ‘Cottage’  was  fitted 
out  for  them.  But  it  contained  no  bathtubs,  and  in 
the  cold  season  its  only  heat  came  from  a stove  in 
the  parlor.  On  many  a wintry  morning  the  girls 
would  arise  to  break  the  ice  in  their  water  pitchers.” 

* * ^ 

“ ‘The  existing  conditions  in  Providence  are  sin- 
gularly favorable  for  a small  first-class  [medical] 
school.  Here  are  college  laboratories  of  physics, 
chemistry  and  biology,  and  modern  hospitals  with 
300  beds.  What  is  lacking  ? Neither  zeal,  persistence 
nor  ability  on  the  part  of  the  physicians,  but  a gen- 
erous donation  to  the  University  of  a million  dollars 
with  which  to  equip  and  endow  laboratories  of  anat- 
omy, physiology,  pathology  and  hygiene.  These 
alone  are  lacking ; the  money  should  be  the  least 
difficult  thing  to  get  in  this  plutocratic  town.  The 
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A CORNERSTONE  OF 
CARDIAC  THERAPY 


The  Dictionary  defines  a cornerstone  as  something  of 
fundamental  importance,  just  as  Pil.  Digitalis,  (Davies,  Rose) 
and  Tablets  Quinidine  Sulfate  Natural  (Davies,  Rose)  are  of 
fundamental  importance  in  treating  your  cardiac  patients.  These 
preparations  represent  60  years  of  experience  and  dependability 
in  the  manufacture  of  pharmaceuticals. 

Pil.  Digitalis  (Davies,  Rose),  0.1  Gram  (approx.  V 6 grains) 
which  comprise  the  entire  properties  of  the  leaf,  provide  a 
dependable  and  effective  means  of  digitalizing  the  cardiac 
patient,  and  of  maintaining  the  necessary  saturation. 

Tablets  Quinidine  Sulfate  Natural,  0.2  Gram  (approx.  3 grains) 
are  alkaloidally  assayed  and  standardized,  insuring  uniformity 
and  therapeutic  dependability.  Each  tablet  is  scored  for  the 
convenient  administration  of  half  dosages. 


Davies,  Rose  & Company,  Limited  - Boston  18,  Mass. 
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concluded  from  page  496 

day  has  come  for  small  medical  schools  in  university 
towns  with  good  clinical  facilities.’  ” 

Wiliam  Osler,  m.d.,  addressing  the 
Rhode  Island  Medical  Society  in  1899. 

>jj  ifc  j)1 

“The  cost  of  maintaining  a patient  [at  Rhode 
Island  Hospital  in  1900]  for  one  day  was  $1.58; 
twenty-two  per  cent  paid  the  hospital  rate  of 
$1.60;  seventy  per  cent  paid  nothing  and  the  rest 
what  they  could.” 

* * * 

“The  medical  staff  [of  Rhode  Island  Hospital] 
was  not  especially  receptive  to  the  ‘EKG’  at  first, 
but  in  time,  of  course,  it  proved  itself  to  even  the 
most  skeptical.  Shortly  after  its  installation  [in 
1915]  Dr.  [Frank  T.]  Fulton  borrowed  the  idea 
from  the  Peter  Bent  Brigham  Hospital  in  Boston 
of  running  multiple  wire  cables  from  the  [immov- 
able] machine  throughout  the  wards  so  that  patients 
too  sick  to  be  moved  could  be  ‘plugged  in’  and  have 
their  hearts  thus  recorded  by  remote  control.” 

* * * 

. . . the  dreadful  epidemic  of  influenza  . . . reached 
its  height  in  October  1918.  In  a period  of  three  and 
a half  months  1,373  patients  crowded  into  the 
Rhode  Island  Hospital.  At  one  time  there  were  as 
many  as  585  beds  filled,  mostly  with  influenze  vic- 
tims. Although  about  half  of  the  nursing  staff  fell 
ill  — requiring  probationers  to  go  on  ward  duty  — 
the  hospital  was  able  to  handle  the  emergency  with- 
out refusing  admission  to  a single  case.” 

* * * 


Approved  Residencies  and  Internships 
Rhode  Island  Hospital 


Date 

of  Original 
Approval 

Length  of 
Approved 
Program 
(yrs) 

Aro.  of 
Offered 
Residencies 

Anesthesiology 

1935 

2 or  3 

9 

Cardiology 

1935 

1 

2 

Pathology 

1940 

4 

8 

Allergy 

1940 

1 

1 

Pediatrics 

1945 

2 

6 

Internal  Medicine 

1946 

3 

9 

Surgery 

1946 

4 

12 

Orthopedic  Surgery 

1948 

4 

8 

Radiology 

1949 

3 

3 

Gynecology 

1949 

2 

4 

Urology 

1950 

3 

3 

Otolaryngology 

1952 

4 

4 

Ophthalmology 

1962 

3 

3 

Plastic  Surgery 

1963 

2 

1 

The  hospital  offers  20  approved  rotating  internships  and 
one  approved  internship  in  oral  surgery. 
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“Founded  for  the  purpose  of  bringing  a measure 
of  relief  to  the  sick  poor,  the  Rhode  Island  Hospital 
in  a hundred  years  has  matured  into  a medical  cen- 
ter dedicated  to  meeting  the  health  needs  of  all  the 
people.  This  evolution  dictates  that  the  keynote  to 
its  second  century  cannot  be  otherwise  than  a re- 
sponsiveness to  these  human  needs  that  reaches 
beyond  its  walls  into  the  community  of  man,  the 
only  community  it  serves,  and  from  which  it  is  solely 
derived.” 

>;: 

“The  out-patient  department  [of  Rhode  Island 
Hospital]  during  these  hard  times  was  swamped 
with  patients  and  reached  a peak  never  before  or 
since  equalled  of  11 1,892  visits  in  1933.  Most  of  the 
patients  who  flooded  into  the  Taft  and  Metcalf 
buildings  were  found  to  he  suffering  from  condi- 
tions that  were  directly  attributable  to  economic 
distress.  Thousands  of  middle  class  families  that 
had  once  been  self-supporting  were  forced  to  come 
to  the  hospital  for  free  care,  and  the  OPD  became 
a second  home  for  single  unemployed  men  who  slept 
in  the  Municipal  Fodge  across  Eddy  Street.  Dur- 
ing the  late  Thirties  the  hospital  finally  found  it 
necessary  to  abandon  its  policy  of  free  care  to  all 
who  knocked  at  its  doors,  and  those  who  could 
afford  it  were  asked  to  pay  ten  cents  and  later 
twenty-five  cents  a visit,  although  the  principle  of 
no  charge  for  laboratory  services  and  drugs 
remained  in  force.” 

* ❖ ❖ 

“From  his  new  position  [as  Executive  Vice  Pres- 
ident], which  would  allow  him  to  devote  his  ener- 
gies to  major  policies  and  development,  Mr.  [Oliver 
G.]  Pratt  could  look  back  on  his  sixteen  years  at 
the  Rhode  Island  Hospital  with  satisfaction.  Under 
his  leadership,  with  the  support  and  cooperation  of 
President  Gerry  and  the  Trustees,  it  had  been  trans- 
formed from  a community  hospital  into  an  alto- 
gether different  institution  which  was  well  on  the 
road  to  taking  its  place  among  the  medical  centers 
of  the  nation.  More  than  $16,000,000  had  been 
poured  into  new  building  and  modernization.  The 
hospital’s  assets  had  soared  from  $19,000,000  to 
nearly  $60,000,000.  It  had  embarked  on  a full- 
fledged  program  of  education  and  research.  And  it 
had  expanded  its  services  at  an  astonishing  rate. 
The  number  of  beds  had  increased  from  569  to  678, 
the  number  of  patients  admitted  annually  from 
10,771  to  20,620,  the  volume  of  laboratory  exam- 
inations from  134,000  to  536,000  — and  the  budget 
from  $1,000,000  to  more  than  $10,000,000. 

“The  renaissance  of  the  Rhode  Island  Hospital 
had  attracted  national  attention  ...” 

sj;  ^ jjs 
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“The  medical  education  program  [of  Rhode 
Island  Hospital]  in  1963  involved  sixty-five  resi- 
dents training  for  from  one  to  four  years  in  a total 
of  thirteen  board-approved  specialties  — allerg}*, 
anesthesiology,  cardiology,  gynecology,  internal 
medicine,  ophthalmology  . . . , orthopedics  and  frac- 
tures, otolaryngology  . . . , pathology,  pediatrics, 
radiology,  surgery  and  urology.  There  are  twenty 
interns,  selected  annually  under  the  National  In- 
ternship Matching  Plan." 


VERY  ELEGANT  PERFORATION! 

Seen  in  a recent  diagnostic  x-ray  report:  "Diver- 
ticulitis with  evidence  of  performation  and  prob- 
ably Waldorf  cavity. . . .” 


MEDICAL  SCIENCES  AT 
BROWN  UNIVERSITY 

concluded,  from  page  494 

pre-medical  studies  at  Brown  that  a four-year  A.B. 
program  will  continue  to  be  offered  to  the  students 
who  prefer  to  take  another  approach  to  medical 
education.  On  graduation,  these  students  will  be 
prepared  to  continue  a four-year  course  of  study 
at  leading  medical  colleges.  Those  interested  pri- 
marily in  a four-year  biological  research  program 
should  consult  the  Bulletin  of  General  Information. 


PHYSIOLOGY  OF  HYPOTHERMIA  AND 
APPLICATION  TO  REGIONAL 
PERFUSION  CHEMOTHERAPY 

concluded  from  page  483 

9Leone,  L.  A.;  Soderberg,  C.  H.,  Jr.;  Colbert.  M.  P. ; 
Frater,  S.,  and  Vargas,  L.  L. : Chemical  Treatment  of 
Advanced  Neoplasms : Hyperthermic  Regional  Pelvic 
and  Abdominal  Perfusion  with  Nitrogen  Mustard  under 
General  Hypothermia.  Cancer  Chemother.  Rep.  #20  : 127. 
1962 

10Shingleton,  W.  W.,  and  Smith,  A.  G. : Hypothermia 
Against  Lethal  Dose  of  Mechlorethamine.  Arch.  Surg. 
82 :400,  1961 

1;LVillalabos,  T.  J. ; Adelson,  E. ; Riley,  P.  A.,  Jr.,  and 
Crosby,  W.  H. : A Cause  of  the  Thrombocytopenia  and 
Leukopenia  that  Occur  in  Dogs  During  Deep  Hypo- 
thermia. J.  Clin.  Invest.  37 :1,  1958 

12Rodbard,  S. ; Saiki,  H. ; Malin.  A.,  and  Young,  C. : Sig- 
nificance of  Changes  in  Plasma  and  Extracellular  Vol- 
umes in  Induced  Hyperthermia  and  Hypothermia.  Am.  J. 
Physiol.  167  :485,  1951 

13Eiseman,  B.,  and  Spencer,  F.  C. : Effect  of  Hypothermia 
on  the  Flow  Characteristics  of  Blood.  Surgerv  52:532, 
1962 

14Ferguson,  A.  T. ; Wilson,  J.  N. ; Jenkins,  D.,  and 
Swan,  H. : The  Effect  of  Hypothermia  on  Hemorrhagic 
Shock.  Ann.  Surg.  147  :281,  1958 

15Blair,  E. ; Montgomery,  A.  V.,  and  Swan,  H. : Posthypo- 
thermic Circulatory  Failure.  Circulation  13  :909,  1956 


AS  CLEAN 
AS  MODERN 

DAIRY  SCIENCE 
CAN  MAKE  IT  . . . 


The  A.  B.  Munroe  Dairy 
Laboratory,  where  milk  is 
subjected  to  constant  testing, 
using  the  most  modern  methods 
of  milk  analysis. 


Through  every  step  in 
processing,  from  the  immaculate 
receiving  room  to  pasteurizing 
and  homogenizing,  on  through 
bottling  and  refrigeration,  the 
A.  B.  Munroe  Dairy  observes 
the  strictest  standards  of 
dairy  hygiene.  The  spotless 
surroundings  and  rigid  quality 
control  are  so  designed  that  all 
A.  B.  Munroe  Dairy  products 
that  reach  your  table  are  as 
fresh,  wholesome  and  pure  as 
modern  science  can  make  them. 


A.  B.  MUNROE  DAIRY,  INC. 

151  Brow  Street,  East  Providence,  Rhode  Island 

Call  GE  8-4450 
for  Home  Delivery 
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REPORT  OF  THE  FIRST  FULL  YEAR  OF  OPERATION  OF  THE 
RHODE  ISLAND  HOSPITAL  POISON  CONTROL  CENTER 


There  were  602  cases  of  Accidental  Poisonings 
referred  to  the  Rhode  Island  Hospital  Poison 
Control  Center  in  its  first  full  year  of  operation. 

The  above  number  is  exclusive  of  cases  treated 
in  other  hospitals  throughout  the  state  and  by  pri- 
vate physicians.  Figures  from  these  sources  are  not 
available.  An  analysis  of  the  available  figures 
reveals : 

1.  70  different  products  were  ingested  by  the  602 
cases  reported. 

2.  497  of  these  cases  or  83  per  cent  were  children 
between  the  ages  of  1 and  5. 

3.  Of  this  group,  115  cases  or  36  per  cent  resulted 
from  the  ingestion  of  aspirin. 

4.  Following  aspirin  were  barbiturates  and  other 
sedatives,  tranquilizers,  antihistamines,  cough 
syrups,  vitamins,  iron  preparations,  and  anti- 
septics. 

5.  Only  9 per  cent  of  the  poisonings  were  due  to 
the  ingestion  of  external  products  such  as  lini- 
ments and  ointments. 

6.  Household  products  such  as  detergents  and 
bleaches  accounted  for  160  cases  or  27  per  cent. 
They  were  popular  in  this  order : Soaps,  deter- 
gents, bleaches,  disinfectants,  lye,  kerosene,  and 
other  petroleum  products. 

7.  51,  or  8 per  cent  of  the  ingestions  involved  cos- 
metics. The  greatest  offenders  were  perfumes 
and  shampoos. 

Environmental  factors : 

1.  In  60  per  cent  of  the  cases,  young  children  had 
ingested  a poisonous  substance  not  stored  in  its 
proper  place. 

2.  50  per  cent  of  the  products  involved  were  not  in 
their  original  containers. 

3.  The  year  divided  into  quarterly  components  pro- 
duced this  picture : 

Jan.,  Feb.,  March 158  cases  reported 

April,  May,  June 80  cases  reported 

July,  August,  Sept 90  cases  reported 

Oct.,  Nov.,  Dec 144  cases  reported 

Treatment : 

1.  In  most  cases  of  accidental  poisoning  vomiting- 
occurred,  but  no  specific  symptoms  were 
apparent. 

2.  Most  cases  involved  were  treated  by  lavage. 


3.  91  cases  spent  no  time  in  the  hospital. 
Prevention: 

In  a follow-up  of  450  cases,  it  was  found  that  if  a 
few  simple  rules  had  been  followed,  98  per  cent  of 
the  accidental  ingestions  would  not  have  occurred. 

1.  Store  products  out  of  reach  and  where  possible 
under  lock. 

2.  Keep  household  products  out  of  coke  bottles, 
cups  and  other  improper  containers. 

3.  Teach  children  medicines  are  not  candy. 

4.  Dispose  of  pills  and  liquid  medicines  down  the 
drain. 


J.  E.  BRENNAN  & COMPANY 

Leo  C.  Clark,  Jr.,  B.S.,  Reg.  Pharm. 

Two  Convenient  Locations 
5 North  Union  Street  Pawtucket,  R.  I. 

140  Central  Avenue  Seekonk,  Mass. 

7 Registered  Pharmacists 

Pharmacy  License  #226 


Curran  & Burton,  Inc. 

INDUSTRIAL 
AND  WHOLESALE 

COAL  OIL 

17  CUSTOM  HOUSE  STREET 
PROVIDENCE,  R.  I. 

DExter  1-3315 


END  POLIO  SUNDAY 
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trauma  (sprains 


proven  trypsin 


therapy’3 
for 

faster  healing 


in  sprains/strains 

These  objective  benefits 
with  trypsin  therapy: 

“rapid  reduction  of  pain”  and  the  reduction 
of  swelling  to  permit  “...palpation  of  bony 
landmarks  with  subsequent  greater  ease  in 
following  the  progress  of  healing 


For  best  results,  adequate  dosage  is  important. 
ORENZYME,  two  tablets  q.i.d.;  dosage  may  be 
reduced  to  one  tablet  q.i.d.  once  symptoms  be- 
gin to  disappear.  For  severe  conditions,  paren- 
teral trypsin  and  Orenzyme  concurrently. 
PARENZYME  AQUEOUS  [trypsin],  1 ml.  injected 
intramuscularly  (deep  intragluteally)  once  or 
twice  daily  for  several  days,  followed  by  Oren- 
zyme, one  tablet  four  times  daily  as  indicated  for 
maintenance. 


Indications:  Traumatic  wounds,  ocular  inflammation, 
thrombophlebitis,  phlebitis,  ulceration  (varicose, 
diabetic,  decubitus);  also  helps  liquefy  tenacious 
bronchial  mucous  secretions. 

ORENZYME® 

Composition:  Each  tablet  contains  trypsin  68%, 
chymotrypsin  30%  and  ribonuclease  2%,  equivalent 
in  proteolytic  activity  to  20  mg.  of  crystalline  tryp- 
sin, enteric  coated  to  insure  release  in  the  intestinal 
tract. 

Side  Effects:  Side  effects  with  Orenzyme  are  rare. 
If  they  occur,  discontinuation  of  the  drug  is  recom- 
mended. 

Supplied:  Bottles  of  48  and  500  red,  enteric  coated 
tablets. 


PARENZYME®  AQUEOUS  [trypsin] 

Side  Effects  and  Precautions:  Side  effects  with 
Parenzyme  [trypsin]  are  rare.  Prolonged  use  occa- 
sionally causes  itching  and  rash  which  may  be  re- 
lieved by  antihistaminics.  Local  pain  and  induration 
at  the  site  of  injection  may  occur.  The  usual  precau- 
tions should  be  observed  as  for  the  injection  of  any 
protein  material.  As  a precaution,  patients  should  be 
observed  for  about  15  minutes  following  an  injection 
of  trypsin.  Epinephrine  Injection,  U.S.P.  1:1000 
should  be  on  hand  for  any  systemic  reactions. 


Supplied:  (1)  In  sterile  multiple  dose  vial  containing 
lyophilized  trypsin  62,500  Units,  N.  F.  (25  mg.),  plus 
5 ml.  vial  of  aqueous  diluent.  (2)  In  sterile  single 
dose  vial  containing  lyophilized  trypsin,  12,500  Units, 
N.F.  (5  mg.),  plus  1 ml.  vial  of  aqueous  diluent. 

Compatibilities:  There  are  no  known  incompatibili- 
ties for  Parenzyme  [trypsin]  or  Orenzyme.  Other 
medications  may  be  given  with  these  preparations, 
if  indicated.  In  infection,  appropriate  antibiotic 
therapy  should  be  used  concurrently. 


References:  1.  Lichtman,  A.  L.:  Delaware  M.  J.  33:11,1961.  2.  Lichtman, 
A.  L.:  Ann.  New  York  Acad.  Sc.  68:196,  1957.  3.  Golden,  H.  T.:  Clin. 
Med.  2:583,  1955.  p.23S4/s3  7/63 


or  Parenzyme"  [trypsin] 


SAVE  DAYS  IN  HEALING  reduce  inflammation/ease  pain 


THE  NATIONAL  DRUG  COMPANY 
Division  of  Richardson-Merrell  Inc., Philadelphia  44,  Pa. 
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ON  THE  MEDICAL  LIBRARY  BOOKSHELVES 


( CONCLUDED  FROM  AUGUST  ISSUE  ) 

SERA  (Theory  and  Practice)  by  D.  Petrovic. 
NOLIT  Publishing  House,  Belgrade,  Yugoslavia. 
1962. 

ARTIFICIAL  HIBERNATION  AND  HYPO- 
THERMIA. Translated  Reprint  from  the  Pro- 
ceedings of  the  Polish  Copernicus  Society  of  Nat- 
uralists. 10:1-204,  1958.  Warsaw,  1961. 

NEW  SURGICAL  EQUIPMENT  AND  IN- 
STRUMENTS AND  EXPERIENCE  IN 
THEIR  USE.  A Collection  of  Papers  of  the  Sci- 
entific Research  Institute  for  Experimental  Sur- 
gical Equipment  and  Instruments.  Publication  no 

I.  Moscow  1957;  Jerusalem  1961. 

Through  our  Exchange  zvith  Lund  University , 
we  acquired: 

ULTRASOUND  CARDIOGRAPHY  by  Inge 
Edler.  Translated  by  Dr.  Donald  Pagden.  Ystad, 

1961. 

GENETIC  AND  CONSTITUTIONAL  AS- 
PECTS OF  DIABETES  MELLITUS  by  Sven 
E.  Nilsson.  Translated  by  L.  James  Brown.  Lund, 

1962.  Acta  med.  scandinav.  sup.  375. 

STUDIES  ON  BASOPHIL  LEUCOCYTES 
WITH  SPECIAL  REFERENCE  TO  URTI- 
CARIA AND  ANAPHYLAXIS  by  Hans  Rors- 
man.  Lund,  1962.  Acta  dermat.  venereol.  sup.  48. 
VARIATION  OF  ARTERIAL  BLOOD  PRES- 
SURE WITH  AGE,  SEX,  ANTHROPOSO- 
MATOLOGICAL  DIMENSIONS,  PLASMA 
LIPIDS  IN  THE  FASTING  STATE  AND 
AFTER  FAT  INGESTION  by  Edbon  Trued- 
sson.  Translated  by  L.  James  Brown.  Lund,  1962. 
Acta  med.  scandinav.  sup.  381. 

Contributions  to  our  serials  collection  were  re- 
ceived from  the  following  individuals:  John  T. 
Barrett,  Reuben  C.  Bates,  Irving  A.  Beck,  James 
E.  Bowes,  William  P.  Bufifum,  Mihran  A.  Chapian, 
Francis  V.  Corrigan,  Donald  L.  DeNyse,  John  E. 
Farley,  Jr.,  John  E.  Farrell,  Donald  Gates,  Seebert 

J.  Goldowsky,  Walter  S.  Jones,  Louis  I.  Kramer, 
Merle  M.  Potter,  Lewis  B.  Porter,  Morris  and 
Ralph  Povar,  Francesco  Ronchese,  Clara  L.  Smith, 
Joseph  Smith  and  Elihu  S.  Wing,  Jr.  And  from  the : 
American  Cancer  Society  R.  I.  Division,  American 
Clinical  and  Climatological  Association,  American 
Medical  Technologists,  Association  of  American 


Physicians,  Charles  V.  Chapin  Hospital,  Govern- 
ment of  Great  Britain,  Institute  of  Life  Insurance. 
Isaac  Ray  Library,  Life  Insurance  Association  of 
America,  Life  Insurance  Medical  Research  Fund. 
Municipal  Tuberculosis  Sanitarium  of  Chicago, 
Pawtucket  Memorial  Hospital,  Peters  House 
Library,  Rhode  Island  Arthritis  and  Rheumatism 
Foundation,  Rhode  Island  Chapter  Physical  Ther- 
apy Association,  Rhode  Island  Heart  Association, 
Rhode  Island  Tuberculosis  and  Health  Association, 
State  of  Connecticut,  State  Health  Library,  United 
States  Government,  Veterans  Administration  Hos- 
pital and  Warren  High  School. 

The  follozi’ing  books  and  pamphlets  were  re- 
ceived as  gifts : 

From  Seebert  J . Goldowsky : 5 volumes. 

From  Russell  P . Hager:  26  volumes. 

From  Herman  B.  Marks:  14  volumes. 

From  Stanley  D.  Simon  and  Caroll  M.  Silver:  32 
volumes. 

From  Irving  A.  Beck:  HANDBOOK  OF  DI- 
GESTIVE DISEASES  by  John  L.  Kantor  and 
Anthony  M.  Kasich.  Second  Edition.  The  C.  V. 
Mosby  Co.,  St.  L„  1947. 

From  John  E.  Farrell:  DEPARTMENTS  OF 
LABOR  AND  HEALTH,  EDUCATION,  AND 
WELFARE  APPROPRIATIONS  FOR  1964 
Hearings  Before  a Subcommittee  of  the  Committee 
on  Appropriations,  House  of  Representatives. 
Eighty-eighth  Congress,  First  Session.  3 vols. 
Wash.,  1963. 

NUMEROUS  PAMPHLETS  AND  MIS- 
CELLANEOUS ITEMS. 

From  Kenneth  Gilmor  of  Merck,  Sharp  & Dohme: 
COMMITTEE  STATEMENT,  American  Acad- 
emy of  Pediatrics,  Committee  on  Control  of  Infec- 
tious Diseases.  Statement  on  the  Status  of  Measles 
Vaccines,  Washington,  February  1963. 

From  Robert  Gould  of  Ross  Laboratories : ROSS 
LABORATORIES  NURSING  EDUCATION 
SERVICE.  Parts  1-9.  Obstetrical  and  Pediatric. 
Columbus,  Ohio. 

From  Roger  A.  Iannetta  of  the  Claflin  Company: 
SURGICAL  INSTRUMENTS,  SUCTION. 
PRESSURE  AND  ANESTHESIA  APPARA- 
TUS. Fifteenth  Edition.  J.  Sklar  Manufacturing 
Company,  Long  Island  City,  N.Y.,  1957. 
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From  Henry  M.  Litchman:  LESSOX  PLAN’S 
FOR  TRAINING  PARA-MEDICAL  PER- 
SONNEL IN  EMERGENCY  MEDICAL 
CARE.  Army  Medical  Service  School.  January 
1960. 

LESSON  PLANS  FOR  TRAINING  NON- 
MEDICAL PERSONNEL  IN  EMERGENCY 
MEDICAL  CARE.  Army  Medical  Service  School, 
January  1960. 

LESSON  PLANS  FOR  INSTRUCTOR 
TRAINING  PROGRAM  IN  EMERGENCY 
MEDICAL  CARE.  Army  Medical  Service  School. 
May  1960. 

From  Charles  E.  Millard:  ABORTION  IN  THE 
UWITED  STATES.  A Conference  Sponsored  by 
the  Planned  Parenthood  Federation  of  America. 
Inc.  Edited  by  Mary  Steichen  Caldarone,  M.D. 
Hoeber-Harper,  N.Y.,  1958. 

QUESTIONS  AND  ANSWERS.  Volume  3. 
Edited  and  Compiled  Under  the  Supervision  of 
J.  F.  Hammond,  M.D.  American  Medical  Associa- 
tion, Chic.,  1950. 

From  James  O.  Murphy  of  Parke,  Davis  & Com- 
pany: A HISTORY  OF  MEDICINE  IN  PIC- 
TURES. Volume  3,  Incorporating  Pictures  and 
Stories  from  Volumes  1 and  2.  Directed  by  George 
Bender.  Paintings  by  Robert  A.  Thom.  Detroit. 
1959.  3 copies. 
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From  Thomas  Perry . Jr.:  MEDICAL  SOCIETY 
HANDBOOK,  A ERMOXT.  Commemorating  the 
Sesquicentennial,  1813-1963.  Charles  Getty  Page, 
Executive  Secretary.  Editor.  Vermont  State  Med- 
ical Society,  Rutland,  Vt.,  1963. 

From  Francesco  Ronchesc : STUDIO  DEI 
GEMELLI  by  Luigi  Gedda.  Edizioni  Orizzonte 
Medico.  Roma,  1951. 

PUBLISHERS’  CATALOGUES  AND  MIS- 
CELLANEOUS PAMPHLETS. 

From  Morton  W . Saunders  of  Ciba  Pharmaceutical 
Company:  INSANIA  PINGENS.  Jean  Cocteau, 
Georg  Schmidt,  Hans  Steck  and  Alfred  Bader. 
Published  by  CIBA,  Ltd.,  Basle,  Switzerland. 
1961. 

From  Clifford  B.  Smith  of  E.  R.  Squibb  & Sons: 
THE  BOUNDLESS  REALM  OF  ANAES- 
THESIOLOGY. A Collection  of  the  Works  of 
Harold  Randall  Griffith  Presented  on  the  Occasion 
of  the  21st  Anniversary  of  the  First  Use  of  Curare 
in  Clinical  Anaesthesia.  Published  by  E.  R.  Squibb 
& Sons,  Ltd.,  Montreal,  1963. 

PHYSICIANS’  DESK  REFERENCE  TO 
PHARMACEUTICAL  SPECIALTIES  AND 
BIOLOGICALS.  1963.  Oradell,  N.J.,  1962. 

SQUIBB  PRODUCT  REFERENCE  FOR 
THE  MEDICAL  PROFESSION.  N.Y.,  1963. 

continued  on  next  page 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘P0LYSP0RIN1L. 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if 
this  occurs.  Supplied:  in  Vz  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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From  the  American  Cancer  Society,  Rhode  Island 
Division:  THE  PHYSICIAN  AND  THE 
TOTAL  CARE  OF  THE  CANCER  PATIENT. 
A Symposium  Presented  at  the  1961  Scientific 
Session  of  the  American  Cancer  Society.  Inc.,  New 
York.  October  23-24,  1961. 

From  the  American  Institute  of  Biological  Sci- 
ences: AN  ANNOTATED  BIBLIOGRAPHY 
OF  INFLUENZA,  January  1,  1957  to  May  1, 
1960.  Wash.,  (1962). 

From  the  American  Medical  Association : CUR- 
RENT MEDICAL  TERMINOLOGY  1963. 
Burgess  L.  Gordon,  M.D.,  Editor.  Chic.,  1962.  5 
copies. 

NEW  AND  NONOFFICIAL  DRUGS.  An 
Annual  Compilation  of  Available  Information  on 
Drugs,  Including  Their  Therapeutic,  Prophylactic 
and  Diagnostic  Status,  as  Evaluated  by  The  Coun- 
cil on  Drugs  of  the  A.M.A.  J.  B.  Lippincott  Co., 
Phil.,  1963. 

PUBLICATIONS  OF  THE  COUNCIL  ON 
OCCUPATIONAL  HEALTH,  A.M.A.  Chic., 
v.d. 

From  the  American  Society  of  Clinical  Hypnosis: 
DIRECTORY  OF  MEMBERS,  July  1962. 

From  the  Edmund  Bergler  Psychiatric  Founda- 
tion: CURABLE  AND  INCURABLE  NEU- 


RHODE  ISLAND  MEDICAL  JOURNAL 

ROTICS.  Problems  of  “Neurotic”  Versus  “Malig- 
nant” Psychic  Masochism  by  Edmund  Bergler. 

M. D.  Liveright  Publishing  Corp.,  N.Y.,  1961. 

HOMOSEXUALITY:  DISEASE  OR  WAY 
OF  LIFE?  By  Edmund  Bergler,  M.D.  Hill  and 
Y ang,  N.Y.,  1956. 

PRINCIPLES  OF  SELF-DAMAGE  by 
Edmund  Bergler,  M.D.  Philosophical  Librarv,  Inc.. 

N. Y..  1959.  ' 

From  Brozon  University , Master  of  Arts  in  Teach- 
ing Program : LIBRARY  COOPERATION.  The 
Brown  University  Study  of  ETniversity- School- 
Community  Library  Coordination  in  the  State  of 
Rhode  Island  by  John  A.  Humphry  with  the  Special 
Assistance  of  Lucille  Wickersham.  Brown  Univer- 
sity Press,  Prov.,  1963. 


"{Rhode  Island  Hospital’s]  efficiency  and  success  as 
a place  for  the  treatment  of  disease  must  depend 
on  the  careful  observance  of  a multitude  of  delicate 
but  indispensable  laws.  Everything  that  can  effect, 
however,  remotely,  the  sources  of  human  health  or 
vigor  of  human  life  is  to  be  thought  of  . . .” 

Professor  William  Gammell 
at  the  opening  of  Rhode  Island 
Hospital,  October  1,  1868. 


MEDICAL 


Wherever  you  go 
forget  your  telephone 
calls.  We'll  take  them 
for  you,  day  or  night. 

BUREAU 


of  the 

Providence  Medical  Association 
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PHYSICIANS  SERVICE  IN  1962 

Extracts  from  the  Report  on  the  Examination  of  the  Corporation 
for  1962  as  presented  by  Chief  Examiner  Francis  L.  McGovern 
for  the  State  Insurance  Commissioner , Warren  R.  Campbell 


The  following  paragraphs  from  the  Insur- 
ance Department’s  report  provide  an  excellent 
summary  of  changes  in  the  by-laws,  contract 
provisions,  and  management  of  Physicians 
Service  during  the  last  calendar  year. 

THE  EDITOR 

During  1962  several  amendments  were  made  to 
the  Corporation’s  by-laws.  A brief  description 
of  the  changes  follows. 

Article  I,  Section  I was  amended  to  eliminate 
the  requirement  that  one  of  the  several  classes  of 
members  of  the  Corporation  be  composed  entirely 
of  non-phvsicians.  Formerly,  this  section  required 
all  members  of  this  class  to  be  non-physicians. 

Article  III,  Section  I pertains  to  the  makeup  of 
the  Board  of  Directors.  Whereas  formerly  the  6 
public  representatives  on  the  Board  were  elected 
by  the  Board  itself  for  1-year  terms,  under  the 
amended  by-laws  the  public  representatives  are 
elected  by  the  members  of  the  Corporation.  After 
a transitional  period  during  which  certain  of  these 
Directors  will  hold  office  for  terms  of  1 or  2 years, 
all  public  representatives  on  the  Board  will  hold 
office  for  3 years,  so  arranged  that  the  terms  of  two 
public  representatives  will  expire  each  year. 

Under  Article  III,  Section  3,  prior  to  its  amend- 
ment the  Board  of  Directors  had  full  authority  to 
adopt  indemnity  schedules.  Under  the  amendment, 
any  such  action  by  the  Board  is  now  subject  to 
approval  of  the  members  of  the  Corporation. 

Article  IV,  Section  I was  amended  to  increase 
the  number  of  standing  committees  from  4 to  5, 
the  5th  committee  being  a Nominating  Committee. 

Article  IV,  Section  2 formerly  provided  that  the 
Executive  Committee  would  be  composed  of  5 
Directors,  with  3 members  constituting  a quorum 
at  any  meeting.  As  amended,  this  Section  requires 
that  at  least  3 of  the  5 committee  members  shall 
be  physicians  and  permits  3 to  be  a quorum  only 
if  2 or  more  physician  members  are  present. 

Article  IV,  Section  6 is  a new  section  pertaining 
to  the  makeup  and  duties  of  the  Nominating  Com- 
mittee. This  Committee  shall  consist  of  5 members 
of  the  Corporation,  of  whom  at  least  3 shall  be  phy- 
sicians. It  shall  nominate  non-physician  members 


of  the  Board  of  Directors  and  shall  report  its  rec- 
ommendations in  writing  to  the  members  of  the 
Corporation  at  least  1 month  prior  to  the  Annual 
Meeting  of  the  Corporation. 

Under  Article  AVI.  Section  I,  prior  to  its  amend- 
ment the  Board  of  Directors  had  full  authority  to 
specify  the  limits  of  benefits  to  subscribers  and  to 
classify  such  benefits.  The  amendment  makes  any 
such  action  by  the  Board  subj  ect  to  the  approval  of 
the  members  of  the  Corporation. 

Article  X,  Section  5 formerly  provided  that  the 
by-laws  could  be  altered  or  amended  by  the  Board 
of  Directors,  upon  the  affirmative  vote  of  two- 
thirds  of  the  Directors  present.  The  effect  of  the 
amendment  is  to  remove  the  power  to  amend  the 
by-laws  from  the  Board  and  to  vest  it  in  the  mem- 
bers of  the  Corporation,  upon  affirmative  vote  of  a 
majority  of  the  members  present. 

In  1962  also,  there  were  certain  changes  made  in 
the  Corporation’s  basic  subscriber  contracts.  Some 
of  the  changes  were  intended  to  close  loopholes  or 
in  other  ways  to  reduce  the  cost  of  claims.  Others 
liberalized  benefit  provisions  of  the  contracts.  A 
few  changes  merely  clarified  language  in  the  con- 
tract. A summary  of  the  more  important  changes 
follows : 

The  effects  of  the  restrictive  amendments  were : 

( 1 ) To  provide  that  subscribers’  rights  of  recov- 
ery from  third  parties  for  surgical-medical  expenses 
shall  be  subrogated  to  the  Corporation  (a  new  pro- 
vision) ; 

(2)  To  eliminate  coverage  of  illness  or  injury 
arising  out  of  the  subscriber's  employment  (imple- 
mentation of  this  change  has  been  deferred,  and  it 
is  not  yet  in  effect)  ; 

(3)  To  limit  to  actual  charges  to  the  subscriber 
the  aggregate  amount  he  can  recover  if  he  has  con- 
tracts with  both  this  and  another  surgical-medical 
service  corporation  (formerly  it  was  possible  for 
such  a subscriber  to  recover  under  the  two  contracts 
more  than  the  total  charges  to  him  for  surgical- 
medical  service). 

The  effects  of  the  amendments  which  liberalized 
the  subscriber  contracts  were : 

(1)  To  provide  coverage  of  existing  conditions 
after  7 months  continuous  membership  by  the  sub- 

continued  on  next  page 
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Some  investment 
information  on 
TAX-FREE  bonds 
of  interest  to 
professional 
people 

You  are  cordially  invited  to  send  for  a 
free  booklet  which  points  out  many  of 
the  reasons  why  we  feel  medical  doctors 
and  other  professional  people  are  finding 
municipal  bonds  a high  quality  invest- 
ment opportunity. 

For  Example: 

• Security  second  only  to  government 
bonds. 

• Consistent  regular  income. 

• Interest  exempt  from  Federal 
Income  Tax 

• Marketability 

Write  today  for  this  free  and  informative 
brochure. 

MEMBERS  NEW  YORK  STOC  K 'E  X C H A N <3  E 

G.H.WALKERS  CO. 

cSrweStmmt  a/Jcn i£&iL 

840  Hospital  Trust  Building  • UNion  1-4000 
Pawtucket  — 34  East  Avenue  • PAwtucket  6-2350 


A.  HUSH. 
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arose  from  the  tense  crowd 
as  suddenly,  through  the 
flames  and  smoke,  a fireman 
appeared  at  the  third-floor 
window  carrying  a tiny 
form.  Swiftly  he  descended 
the  ladder  and  placed  the 
child  in  the  mother’s  out- 
stretched arms.  "My  baby!” 
she  sobbed  gratefully.  "How 
can  I ever  thank  you?” 
"Perhaps  with  a sparkling 
glass  of  Warwick  Club  Pale 
Dry  Ginger  Ale,  available 
in  the  full  32-ounce  quart 
bottle,”  he  responded.  "It 
sings  in  the  glass  . . .” 
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scriber  (formerly,  conditions  which  existed  when 
a person  became  a subscriber  were  not  covered)  ; 
and 

(2)  Effective  January  1,  1963,  to  extend  cover- 
age of  unmarried  children,  under  family  contracts, 
to  the  end  of  the  calendar  year  in  which  the  child 
attains  age  19  (formerly,  such  coverage  ceased  on 
the  child’s  19th  birthday). 

In  1962,  Physicians  Service  and  Hospital  Serv- 
ice jointly  began  offering  the  coverage  which  is 
commonly  known  as  “Major  Medical.”  This  cov- 
erage, which  is  written  as  a rider  to  basic  Hospital 
Service-Physicians  Service  contracts,  is  intended 
to  furnish  protection  against  the  expenses  of  serious 
or  prolonged  illness  which  attain  catastrophic 
levels,  often  far  exceeding  the  coverage  under  the 
two  Corporations’  basic  contracts.  Premiums  re- 
ceived and  claims  paid  are  shared  equally  by  Hos- 
pital Service  and  Physicians  Service. 

Early  in  1962,  Mr.  Stanley  H.  Saunders,  who 
had  served  as  Executive  Director  of  Physicians 
Service  since  it  commenced  business  in  1950,  died 
after  a long  illness.  Mr.  Arthur  F.  Hanley,  who 
had  been  appointed  Executive  Director  of  Hospital 
Service  to  succeed  Mr.  Saunders,  was  appointed 
Executive  Director  of  Physicians  Service.  How- 
ever, a joint  operations  agreement  under  which  the 
two  Corporations  conduct  joint  affairs  was  subse- 
quently amended  to  provide  that  in  the  future  the 
appointment  of  an  Executive  Director  will  be  sub- 
ject to  the  prior  approval  of  the  Boards  of  Directors 
of  both  Corporations. 

NEWPORT  COUNTY  MEDICAL  SOCIETY 

A dinner  meeting  of  the  Newport  County  Med- 
ical Society  was  held  at  the  Cliff  Walk  Manor  on 
June  26,  1963.  It  was  called  to  order  by  the  Presi- 
dent, Dr.  Donald  B.  Fletcher. 

The  application  for  membership  in  the  Society 
by  Dr.  Yilmaz  S.  Durodogan  and  Dr.  Elie  Joseph 
Cohen  were  approved. 

A general  discussion  concerning  support  as  spon- 
sors for  the  Diamond  Jubilee  of  the  Newport  Hos- 
pital School  of  Nursing  ended  with  a move  to  have 
the  secretary  inform  the  committee  that  no  listing 
of  physicians  by  name  should  be  made  in  the  Dia- 
mond Jubilee  book.  A page  will  be  sponsored  by 
members  of  the  Newport  County  Medical  Society 
through  a special  assessment. 

Dr.  Thomas  Perry,  President  of  the  Rhode 
Island  Medical  Society  was  guest  speaker  and 
spoke  of  his  recent  attendance  at  the  American 
Medical  Association  meeting,  of  new  developments 
concerning  osteopathic  physicians  and  M.D.  mer- 
gers and  also  urged  support  of  AMP  AC. 

The  meeting  adjourned  at  9:45  P.M. 

Respectfully  submitted : 

A.  T.  Carrellas,  m.d.,  Secretary,  Pro  Tern 
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BOOK  REVIEWS 


THE  CARE  OF  MIXOR  HAND  INJURIES 

by  Adrian  E.  Flatt,  m.d.  The  C.  V.  Mosbv  Co.. 
St.  Louis,  1963.  $10.50. 

The  “Foreword”  to  the  first  edition  of  this  book 
states  a thesis  I wholeheartedly  endorse  — namely 
that  no  hand  injury  is  “minor.”  This  is  particularly 
pertinent  in  Rhode  Island  — an  industrial  state 
productive  of  many  hand  injuries  and  an  uncom- 
monly large  number  of  lost  work  days  from  such 
injuries. 

Dr.  Flatt  has  presented  a synopsis  of  the  care  of 
hand  injuries,  both  major  and  minor,  in  a well- 
organized  and  very  comprehensive  260  page  book. 
There  is  a brief  condensation  of  important  anatomy 
and  principles  of  care,  followed  by  11  chapters  on 
various  problems  encountered  in  hand  care.  A 
method  of  treatment  for  each  problem  encountered 
is  presented  with  which  you  will  probably  agree, 
but  in  no  instance  would  there  be  any  violent  dis- 
agreement. 

The  index  is  functional,  and  there  is  a list  of  rela- 
. tively  current  references  for  each  chapter.  I would 
recommend  a copy  of  this  book  for  every  hospital 
accident  room  as  a handy  reference  book  for  the 
care  of  the  routine  cases  seen  there,  and  to  provide 
advice  and  caution  as  to  which  cases  should  be 
treated  there  and  which  should  be  admitted  or 
referred  elsewhere. 

Richard  P.  Sexton,  m.d. 

SYNOPSIS  OF  NEUROLOGY  by  Francis  M. 

Forster,  M.D.  The  C.  V.  Mosbv  Co.,  St.  Louis, 
1962.  $6.75. 

According  to  its  preface  this  is  a book  for  med- 
ical students,  “to  present  methodologies  for  eval- 
uating a neurologic  patient  and  to  acquaint  him 
with  the  most  significant  disease  entities  in  the 
field  of  clinical  neurology  . . . also  of  value  as  a 
refresher  for  family  physicians  and  other  special- 
ists.” Its  187  text  pages  is  divided  into  sixteen 
chapters.  Part  I (27  pages)  concerns  the  evalua- 
tion of  the  neurologic  patient  and  Part  II,  Clinical 
and  Neurological  Entities. 

Such  a brief  text  must  of  course  be  selective,  and 
it  is  only  here  that  a reviewer  may  take  issue  with 
the  author.  What  he  has  omitted  in  the  view  of  this 
reviewer  was  a closer  tie  between  the  contents  of 
Chapters  I,  II,  and  III,  i.e.,  the  evaluation  of  the 
neurologic  patient  through  history,  neurological 


examination,  and  diagnostic  tests  with  the  clinical 
materials  which  follows  in  part  two.  Few  correla- 
tions are  offered  between  the  nature  and  quality 
of  the  signs  and  symptoms  and  the  locus  of  the 
lesion.  For  example,  the  author  says  that  “Hoff- 
mann’s sign  is  most  important.”  describes  it  in 
detail,  but  fails  to  say  what  relevance  it  has  to 
central  nervous  system  anatomy.  This  obtains  as 
well  in  his  description  of  the  plantar  responses. 
In  the  discussion  of  vascular  diseases  of  the  cen- 
tral nervous  system,  the  author  refers  to  brain  stem 
vascular  lesions  producing  a Horner’s  syndrome, 
but  fails  to  clarify  what  this  is  clinically,  or  where 
the  specific  lesion  is.  He  states  that  the  spinal  fluid 
sugar  is  helpful  in  differentiating  benign  lymphocy- 
tic from  tubercular  meningitis,  but  fails  to  elabo- 
rate. The  neurological  entities  are  described  after 
the  manner  of  the  Merck  Manual , with  no  partic- 
ular insights  beyond  simple  exposition. 

continued  on  next  page 


Qflemoftial  Sanitmum 


Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conven- 
iently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

W.  H.  Lesovsky,  M.D.,  Ph.D. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 
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In  general  this  book  is  not  comprehensive  enough 
to  be  a text,  and  as  a didactic  lesson  for  beginners 
it  is  lacking  in  correlation  between  clinical  and 
laboratory  data  and  central  nervous  system 
anatomy. 

Alfred  E.  Fireman,  m.d. 

ELECTROCARDIOGRAPHY  by  Michael 
Bernreiter,  M.D.  Second  Edition.  J.  B.  Lippin- 
cott  Co.,  East  Washington  Sep,  Phil.  5,  1963. 
$7.50. 

This  short,  well  illustrated  text  concisely  pre- 
sents cardiac  electrophysiology  and  the  electrocar- 
diographic patterns  which  have  the  widest  clinical 
application.  It  is  aimed  at  the  level  of  the  medical 
student  and  the  general  practitioner.  One  may  find 
fault  with  this  text,  but  only  in  comparison  with 
lengthier  tomes  which  offer  a more  expansive  dis- 
cussion. The  author’s  brevity  imposes  minimal  limi- 
tations on  the  gaining  of  an  understanding  of  basic 
electrocardiography.  Less  common  and  more  ob- 
scure electrocardiographic  features  are  best  dealt 
with  in  lengthier  presentations. 

As  a readable  and  uncomplicated  text,  it  is  rec- 
ommended to  those  who  wish  an  introduction  to 
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the  field. 


Robert  L.  Curran,  m.d. 


AN  INTRODUCTION  TO  PSYCHIATRY  by 

Kurt  Kobe,  M.D.  Philosophical  Librarv,  Inc., 
N.  Y.,  1963.  $3.00. 

The  cover  flap  enthusiastically  presents  this  book 
as  a sensation  in  the  medical  circles  of  Europe  while 
the  translator,  Wade  Baskin,  introduces  it  to  the 
medical  student  beginning  his  internship  and  to  the 
intelligent  layman. 

Upon  examination,  the  book  says  little  to  the 
layman,  nothing  new  to  the  intern,  and  could  hardly 
create  a sensation  to  Europe’s  most  learned  phy- 
sicians. 

The  translation  from  the  German,  apparently 
suffers  the  awkwardness  in  style  of  many  other 
translations  and  is  difficult  to  read  not  so  much  due 
to  the  material  as  due  to  the  style  of  writing. 

In  65  pages  of  text,  even  an  introduction  to  a 
subject  becomes  brief,  and  little  more  than  a list- 
ing of  methods  of  classification,  diagnosis,  and 
therapy  is  given. 

Laurence  A.  Senseman,  m.d. 


16th  ANNUAL 

DR.  ISAAC  GERBER  ORATION 

Sponsored  by  the  Miriam  Hospital  Staff  Association 

WEDNESDAY OCTOBER  16,  1963,  at  8:30  P.M. 

At  the  Auditorium  of  the  Miriam  Hospital 

'CERTAIN  ASPECTS  OF  AUTOIMMUNITY” 

Speaker:  WILLIAM  DAMESHEK,  M.D. 

Director  of  Hematology 

PRATT  CLINIC  — NEW  ENGLAND  CENTER  HOSPITAL 
BOSTON,  MASSACHUSETTS 


TABLE  OF  CONTENTS 


511 


'TYTTTTmrilT!TTTTTTrTTT  T TTTTTTTT  T TTTfTTTTTTTTTTTTTTTTTTTTT  T T T TTT  T T T IT  T T 


►* 

►- 


The  RHODE  ISLAND  MEDICAL  JOURNAL 

Editorial  and  Business  Office : 1 06  Francis  Street,  Providence,  R.  1. 
Editor-in-Chief : Seebert  J.  Goldowsky,  m.d. 

Managing  Editor:  John  E.  Farrell,  sc.d. 

Senior  Editors 

Alex  M.  Burgess,  Sr.,  m.d.  Henri  E.  Gauthier,  m.d. 

Advisory  Board 

(in  addition  to  editors  listed  above) 

John  A.  Dillon,  m.d.  John  F.  W.  Gilman,  m.d.  Robert  V.  Lewis,  m.d. 
Peter  L.  Mathieu,  m.d.  Jose  M.  Ramos,  m.d.  Melvin  Hoffman,  m.d. 

Lester  L.  Vargas,  m.d. 

Owned  and  Published  Monthly  by 
THE  RHODE  ISLAND  MEDICAL  SOCIETY 
Second-class  postage  paid  at  Providence,  Rhode  Island 
Copyright,  1963,  the  Rhode  Island  Medical  Society,  106  Francis  Street,  Providence  3,  Rhode  Island 

Single  copies,  25  cents  . . . Subscription,  $2.00  per  year. 


- 

H 


H 

M 


M 


Volume  XL VI,  No.  10 


October,  1963 


►* 

►* 

<~ 


►* 


>« 


TABLE  OF  CONTENTS 


PAGE 

ULCERATIVE  COLITIS  IN  ADOLESCENCE,  Robert  P.  Masland,  m.d 525 

DAY  CARE  FOR  ALCOHOLICS  IN  ACUTE  WITHDRAWAL, 

Antonio  Capone,  m.d.,  and  Marjorie  Holm  berg,  r.n.  532 

EXPERIENCE  WITH  TOPICAL  FLUOCINOLONE  ACETONIDE  OINT- 
MENT IN  PSORIASIS,  Bencel  Schiff,  m.d. , and  Arthur  B.  Kern,  m.d.  534 

CRICOTHYROID  PUNCTURE  BRONCHOGRAPHY,  Jorge  Benavides,  m.d., 

and  William  Bormes,  m.d. 537 

EXPERIENCES  WITH  THE  USE  OF  BUCLAMASE  IN 

ACCIDENTAL  TRAUMA,  A.  A.  Savastano,  m.d 542 

EDITORIALS 

Gastric  Acidity  and  a Near  Miss 543 

A Scientist  Looks  at  Medicine  543 

The  Computer  in  Medicine 544 

Salk  and  Sabin 545 

Measles  Vaccines  546 

DEPARTMENTS 

Book  Reviews 548 

R.  I.  Department  of  Health,  Provisional  Vital  Statistics,  Jan.-June,  1963  556 

Scanning  the  Medical  Literature 562 

The  Washington  Scene  516 

MISCELLANEOUS 

Edalogy:  Peptic  Ulcer  in  Africa.  Lipid  Metabolism  and  Arteriosclerotic  Heart 

Disease  in  Israelis  of  Bedouin,  Yemenite,  and  European  Origin  554 


*•< 


- 


H 


« 


>“ 

Lx 


512 


RHODE  ISLAND  MEDICAL  JOURNAL 


trauma  (sprains/strains) 


proven 


proteolytic 


enzyme 


therapy3 
for 

faster  healing 


in  sprains/strains 

These  objective  benefits 
with  enzyme  therapy: 

“rapid  reduction  of  pain”  and  the  reduction 
of  swelling  to  permit  “...palpation  of  bony 
landmarks  with  subsequent  greater  ease  in 
following  the  progress  of  healing 


wmm 


For  best  results,  adequate  dosage  is  important. 
ORENZYME,  two  tablets  q.i.d.;  dosage  may  be 
reduced  to  one  tablet  q.i.d.  once  symptoms  be- 
gin to  disappear.  For  severe  conditions,  paren- 
teral trypsin  and  Orenzyme  concurrently. 
PARENZYME  AQUEOUS  [trypsin],  1 ml.  injected 
intramuscularly  (deep  intragluteally)  once  or 
twice  daily  for  several  days,  followed  by  Oren- 
zyme, one  tablet  four  times  daily  as  indicated  for 
maintenance. 


Indications:  Traumatic  wounds,  ocular  inflammation, 
thrombophlebitis,  phlebitis,  ulceration  (varicose, 
diabetic,  decubitus);  also  helps  liquefy  tenacious 
bronchial  mucous  secretions. 

ORENZYME® 

Composition:  Each  tablet  contains  trypsin  68%, 
chymotrypsin  30%  and  ribonuclease  2%,  equivalent 
in  proteolytic  activity  to  20  mg.  of  crystalline  tryp- 
sin, enteric  coated  to  insure  release  in  the  intestinal 
tract. 

Side  Effects:  Side  effects  with  Orenzyme  are  rare. 
If  they  occur,  discontinuation  of  the  drug  is  recom- 
mended. 

Supplied:  Bottles  of  48  and  500  red,  enteric  coated 

tablets. 


PARENZYME ® AQUEOUS  [trypsin] 

Side  Effects  and  Precautions:  Side  effects  with 
Parenzyme  [trypsin]  are  rare.  Prolonged  use  occa- 
sionally causes  itching  and  rash  which  may  be  re- 
lieved by  antihistaminics.  Local  pain  and  induration 
at  the  site  of  injection  may  occur.  The  usual  precau- 
tions should  be  observed  as  for  the  injection  of  any 
protein  material.  As  a precaution,  patients  should  be 
observed  for  about  15  minutes  following  an  injection 
of  trypsin.  Epinephrine  Injection,  U.S.P.  1:1000 
should  be  on  hand  for  any  systemic  reactions. 


Supplied:  (1)  In  sterile  multiple  dose  vial  containing 
lyophilized  trypsin  62,500  Units,  N.  F.  (25  mg.),  plus 
5 ml.  vial  of  aqueous  diluent.  (2)  In  sterile  single 
dose  vial  containing  lyophilized  trypsin,  12,500  Units, 
N.F.  (5  mg.),  plus  1 ml.  vial  of  aqueous  diluent. 

Compatibilities:  There  are  no  known  incompatibili- 
ties for  Parenzyme  [trypsin]  or  Orenzyme.  Other 
medications  may  be  given  with  these  preparations, 
if  indicated.  In  infection,  appropriate  antibiotic 
therapy  should  be  used  concurrently. 


References:  1.  Lichtman,  A.  L.:  Delaware  M.  J.  33:11,1961.  2.  Lichtman, 
A.  L. : Ann.  New  York  Acad.  Sc.  68:196,  1957.  3.  Golden,  H.  T.:  Clin. 
Med.  2:583,  1955.  p.2384/e3  7/53 


or  Parenzyme'  [trypsin] 


SAVE  DAYS  IN  HEALING  reduce  inflammation/ease  pain 


THE  NATIONAL  DRUG  COMPANY 

Division  of  Richardson-Merrell  Inc.,  Philadelphia  44.  Pa. 
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CHOOSE  THE  PRODUCT 
TO  FIT  THE  NEED 


7.5  Gm. 


‘CORTISPORIN’L. 

POLYMYXIN  B— NEOMYCIN— GRAMICIDIN 
with  HYDROCORTISONE  ACETATE  0,5% 

CREAM 


a new  vanishing  cream  base 


POLYMYXIN  B - BACITRACIN  - NEOMYCIN 
WITH  HYDROCORTISONE  IT 

OINTMENT 


. — ...  * ~ 


a special  low  melting  point  base 

anti-inflammatory 
bactericidal 
antipruritic 
rarely  sensitizing 


CREAM— Ingredients : Each  gram  contains  ‘Aerosporin*®  brand 
Polymyxin  B*  Sulfate  10,000  Units;  Neomycin  Sulfate  (equiv- 
alent to  3.5  mg.  Neomycin  Base)  5.0  mg.;  Gramicidin  0.25  mg.; 
Hydrocortisone  Acetate  5.0  mg.  (0.5%). 

In  a smooth,  white,  water-washable  vanishing  cream  base  with 
a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  petro- 
latum, white  petrolatum,  propylene  glycol,  polyoxyethylene  poly- 
oxypropylene  compound,  emulsifying  wax,  distilled  water,  and 
0.25%  methylparaben  as  preservative. 

Available:  In  tubes  of  7.5  Grams. 

OINTMENT  — Ingredients : Each  gram  contains  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  5,000  Units;  Zinc  Bacitracin  500 
Units;  Neomycin  Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Hydrocortisone  10  mg.  (1%). 

In  a special  white  petrolatum  base. 

Available : In  tubes  of  Vz  oz.  and  % oz. 

*U.S.  Patent  Nos.  2,565,057-2,695,261 


Indications : Wherever  inflam- 
mation or  infection  occurs 
and  is  accessible  for  topical 
therapy. 

Contraindications  : These 
drugs  are  contraindicated  in 
tuberculous,  fungal  or  viral 
lesions  (herpes  simplex,  vac- 
cinia and  varicella). 

Caution:  As  with  other  anti- 
bacterial preparations,  pro- 
longed use  may  result  in 
overgrowth  of  nonsusceptible 
organisms,  including  fungi. 
Appropriate  measures  should 
be  taken  if  this  occurs. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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THE  WASHINGTON  SCENE 

A Summary  Report  Prepared  by  the  W ashington  Office  of 
the  American  Medical  Association 


The  Food  and  Drug  Administration  has  pro- 
posed banning  more  than  50  so-called  “cold 
cure”  prescription  drugs  containing  antibiotics  and 
other  anti-microbial  agents.  The  action  was  recom- 
mended by  a team  of  leading  medical  scientists  who 
found  that  the  antibiotics  have  no  effect  whatsoever 
on  the  common  cold. 

This  proposal  followed  an  earlier  FDA  crack- 
down on  a wide  variety  of  over-the-counter  loz- 
enges, nose  drops  and  sprays,  mouth  washes  and 
deodorants,  skin  lotions  and  ointments  containing 
antibiotics.  It  was  estimated  that  about  200  such 
compounds  were  affected. 

The  most  recent  FDA  proposal  would  prevent 
the  certification  of  prescriptions  which  include 
antibiotics  in  conjunction  with  analgesics,  anti- 
histamines, decongestants,  and  caffeine.  It  would 
affect  only  prescription  drugs  taken  by  mouth. 

The  order  also  would  initiate  regulatory  action, 
if  necessary,  to  remove  from  the  market  analgesics, 
decongestants,  caffeine  and  anti-histamines  when 
mixed  with  any  other  anti-microbial  agents,  pri- 
marily the  sulfa  family. 

At  the  request  of  the  FDA,  the  National  Acad- 
emy of  Sciences  had  named  a panel  to  evaluate  the 
“cold  cures.”  The  chairman  was  Doctor  Harry 
Dowling,  chairman  of  the  American  Medical  Asso- 
ciation Council  on  Drugs  and  on  the  faculty  of  the 
University  of  Illinois  School  of  Medicine. 

The  panel  unanimously  concluded  : 

1.  There  is  no  acceptable  evidence  that  any  anti- 
microbial agent  is  of  any  value  in  the  treatment  of 
the  common  cold  or  any  other  upper  respiratory 
viral  infection. 

2.  Anti-microbial  agents  are  of  no  value  in  pre- 
venting bacterial  complications  in  patients  with 
common  colds  who  are  otherwise  healthy,  and 
therefore  should  not  be  used.  They  may  have  some 
value  in  patients  with  underlying  chronic  pulmo- 
nary disease.  When  prophylactic  therapy  of  respira- 
tory infection  is  justified,  the  anti-microbial  agent 
that  may  be  used  must  be  one  that  is  relatively  free 
of  inherent  toxicity.  This  would  preclude  the  use  of 
chloramphenicol,  triacetyloleandomycin,  and/or 
sulfonamide  products. 

The  antibiotic  in  a drug  which  includes  anal- 
gesics, anti-histaminics,  and  possibly  decongestants 


would  have  no  effect  on  the  cold  itself  and  there  is 
insufficient  clinical  evidence  to  show  that  it  would 
lie  of  value  in  the  prevention  of  complicating  infec- 
tions of  a cold.  The  symptomatic  relief  that  may  be 
provided  by  the  other  ingredients  of  such  a prepara- 
tion is  no  justification  for  any  such  product  to 
contain  an  anti-microbial  agent. 

^ 

The  Defense  Department  has  modified  the  Berry 
Plan  to  permit  deferment  of  a larger  number  of 
residents  from  the  military  draft  until  after  they 
have  completed  their  specialty  training. 

Doctor  Shirley  C.  Fisk,  deputy  assistant  defense 
secretary  for  health  and  medical  affairs,  outlined 
the  modification  in  a letter  to  deans  of  medical 
schools.  He  said,  in  part : 

“The  three  Armed  Forces  are  given  the  option  of 
deciding  in  which  specialties  they  will  offer  addi- 
tional deferments.  In  any  given  specialty,  however, 
the  number  of  additional  deferments  will  not  ex- 
ceed the  number  deferred  in  the  Berry  Plan.  We 
believe  that  this  policy  will  have  the  twofold  benefit 
of  deferring  a larger  number  of  residents  and  of 
creating  an  immediately  available  group  of  special- 
ists for  military  service  should  the  need  arise. 

>jc  ijl  5ji 

The  Pharmaceutical  Manufacturers  Association 
(PMA)  and  37  prescription  drug  producers  chal- 
lenged in  a federal  district  court  the  legal  validity 
of  a drug  advertising  and  labeling  regulation  re- 
cently promulgated  by  the  Food  and  Drug  Admin- 
istration (FDA). 

The  action,  filed  in  the  U.S.  District  Court  in 
Wilmington,  Del.,  alleged  that  the  regulation  is 
“unauthorized  by  and  contrary  to  law.” 

Secretary  of  Health,  Education  and  Welfare 
Anthony  J.  Celebrezze  and  Food  and  Drug  Com- 
missioner George  P.  Larrick  were  named  as 
defendants. 

The  controversial  regulation  was  issued  last 
June  20  as  a result  of  the  1962  amendments  to  the 
Food,  Drug,  and  Cosmetic  Act.  The  amended  law 
requires  only  that  “established  names”  of  pre- 
scription drugs  be  printed  in  labeling  and  adver- 
tising “prominently  and  in  type  at  least  half  as 
large  as  that  used  for  any  proprietary  name.”  While 
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Because  it  is  more  resistant  to  disintegration,  has  a lower  renal  clearance  rate  than  earlier 
tetracyclines'. . .a  favorable  depot  effect  resulting  from  protein  binding  and  greater  mg. 
potency ...  all  giving  higher,  sustained  in  vivo  activity  which  continues  long  after  the 
last  dose.  ~ 

I-)I  X I .(  )M  Y<  I N 

DEMEIHYLCHLORTETRACYCLINE  HC1 

Effective  in  a wide  range  of  everyday  infections-respiratory,  urinary  tract  and  others-in  the  young  and  aged-the  acutely 
or  chronically  ill-when  the  offending  organisms  are  tetracycline-sensitive.  Side  Effects  typical  of  tetracyclines  which 
may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organ- 
isms. Also:  photodynamic  reaction  (making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reac- 
tion. Reduce  dosage  in  impaired  renal  function.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCI. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Kunin,  C.  M.;  Dornbush,  A.  C.,  and  Finland,  M.:  Distribu- 
tion and  Excretion  of  Four  Tetracycline  Analogues  in  Normal  Young  Men.  J.  Clin.  Invest.  38:1950  (Nov.)  1959. 
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QUemaria/  Sanitarium 


Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conven- 
iently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

W.  H.  Lesovsky,  M.D.,  Ph.D. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 


Attractive  & Functional  Offices 


Designers  & Suppliers  ot  Offices 

150  Dorrance  Street  • Providence  3,  R.  I.  • GAspee  1-5228 
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on  the  other  hand  the  regulation  would  require  the 
established  name  to  appear  “each  time”  the  pro- 
tected trademark  or  brand  name  appears  in  an 
advertisement  or  on  a label. 

Established  names  of  drugs  usually  are  orig- 
inated by  manufacturers  in  cooperation  with  the 
U.S.  Pharmacopeia  and  the  American  Medical 
Association.  An  established  name  may  be  used  by 
any  producer  to  identify  the  active  or  therapeutic 
ingredient  in  a drug  product.  In  contrast,  a pro- 
tected brand  name  may  be  used  only  by  a single 
producer  to  identify  himself  and  his  product. 

The  plaintiffs  pointed  out  that  drugs  with  the 
same  established  name  may  differ  in  therapeutic 
effect  because  of  varying  inactive  ingredients  and 
manufacturing  methods. 

The  plaintiffs  also  said  that,  in  addition  to  going 
beyond  statutory  authority,  the  regulation  requir- 
ing repetition  of  the  established  name  with  each  use 
of  a protected  brand  name  on  a container  label,  in 
a package  insert,  or  in  any  advertising  to  physicians 
would  be  confusing  and  would  make  reading  more 
difficult,  to  the  detriment  of  doctors  and  ultimately 
their  patients. 


NEW  ENGLAND 
POSTGRADUATE  ASSEMBLY 

November  13,  14  and  15, 1963 

OPEN  TO  ALL  PHYSICIANS 

Sponsored  by  the  Council  of  New  Eng- 
land State  Medical  Societies. 

Registration  fee:  $15.00 

SYMPOSIA PANELS 

LUNCHEON  TALKS 
GEM  LECTURES  - - - C P C’s 

CHECK  THE  DATES  AND  PLAN 
TO  ATTEND! 
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The  insomniac 


The  tense,  nervous  patient 


■ girl  with  dermatosis 


Tension  headache 


The  heart-disease  patient 


The  surgical  patient 


The  woman  in  menopause 


Anxious  depression 


remenstrual  tension 


The  agitated  senile  patient 


The  alcoholic 


The  problem  child 


the  original  brand  of 
meprobamate 


The  G.I.  patient 


\?A 

WALLACE  LABORATORIES 
Cranbury,  N.J. 
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CAN  YOU  NAME  IT? 

Conducted  by  Thomas  Forsythe,  m.d.,  Associate  Roentgenologist, 
Department  of  Roentgenology,  Rhode  Island  Hospital 


The  Patient:  A twenty-four-year-old  man  with  a six-month  history  of 
intermittent  crampy  abdominal  pain  and  occasional  diarrhea. 

What’s  Your  Diagnosis:  Sprue?  Regional  enteritis?  Lymphosarcoma  of  the 
small  intestine?  Small-bowel  obstruction  secondary  to  adhesions? 


(For  this  month’s  answer  see  Page  563) 
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ULCERATIVE  COLITIS  IN  ADOLESCENCE  * 

Robert  P.  Masland,  Jr.,  m.d. 


The  Author.  Robert  P.  Masland,  Jr.,  M.D.,  of  Boston, 
Massachusetts.  Clinical  Associate  in  Pediatrics,  Har- 
vard Medical  School ; Associate  Physician,  Adolescent 
Unit,  Children’s  Hospital  Medical  C enter,  Boston, 
Massachusetts. 


Since  1930  when  C.  D.  Murray  suggested  that 
some  patients  with  ulcerative  colitis  might  re- 
spond favorably  to  psychotherapy,  the  treatment  of 
this  disease,  particularly  when  the  patient  fails  to 
improve  with  medical  management,  has  been  en- 
trusted to  the  psychiatrist.  The  evidence  presented 
in  medical  and  psychiatric  writings  for  the  past 
30  years  authenticates  Murray’s  observations. 
Psychotherapy  is  an  integral  part  of  the  treatment 
of  ulcerative  colitis.1 

The  Adolescent  Unit  of  the  Children’s  Hospital 
Medical  Center  is  a general  medical  clinic  designed 
to  care  for  young  people  in  the  12  to  21  year  age 
group.  The  Unit  is  staffed  by  physicians  who  are 
primarily  medically  oriented  ; i.e.,  pediatricians  and 
internists.  The  psychological  needs  of  the  adoles- 
cent are  rarely  suppressed,  since  the  physicians  in 
the  Adolescent  Unit  are  trained  to  deal  with  the 
emotional  aspects  of  disease.  The  technique  is 
neither  difficult  nor  unique.  In  addition  to  eliciting 
a medical  history,  the  physician  encourages  the 
patient  to  talk  about  his  experiences  in  school,  at 
home,  and  with  friends.  In  most  cases  it  is  necessary 
for  the  physician  to  do  no  more  than  give  his  tacit 
approval,  to  encourage  the  patient  to  go  beyond  the 
mere  recitation  of  symptoms.  The  adolescent  is  no 
less  susceptible  than  the  adult  to  the  sincere  flattery 
of  someone  being  interested  in  him  as  well  as  in  his 
medical  disorder.  The  adolescent  would  like  the 
physician  to  listen  before  he  lectures,  to  understand 
before  he  advises. 

To  support  our  physicians  further  in  their  care 
of  adolescents,  there  are  consulting  psychiatrists  on 
the  Adolescent  Unit  staff.  In  this  manner,  the 

*From  the  Department  of  Pediatrics,  Harvard  Medical 
School,  and  the  Adolescent  Unit,  Children’s  Hospital 
Medical  Center.  Studies  upon  which  some  of  this  material 
is  based  were  supported  by  the  Grant  Foundation,  Inc.,  and 
the  Commonwealth  Fund. 


medical-psychiatric  liaison  is  further  strengthened. 
The  psychiatrist  teaches  the  physician  to  interpret 
and  deal  with  emotional  problems  when  they  are 
presented  by  the  anxious  adolescent.  Quite  prop- 
erly this  prevents  the  physician  from  becoming  a 
“common  sense”  psychiatrist,  which  in  reality  is  a 
physician  who  imposes  his  social  code  of  behavior 
on  the  adolescent  because  he  knows  no  other  way  to 
handle  the  adolescent.  Psychiatric  instruction  gives 
the  physician  considerably  more  skill  in  determin- 
ing which  adolescent  belongs  with  the  psychiatrist 
rather  than  with  the  pediatrician  or  internist.  In 
some  cases  it  is  quite  proper  for  the  patient  to  have 
two  physicians,  one  for  the  emotional  problems  and 
one  for  the  medical,  or  three  physicians  if  the  skills 
of  the  surgeon  are  also  needed. 

In  the  Adolescent  Unit,  where  the  physicians 
have  the  support  and  guidance  of  a psychiatrist,  the 
majority  of  adolescent  patients  with  ulcerative 
colitis  receive  psychotherapy  as  part  of  the  overall 
medical  management. 

With  one  physician  in  charge,  the  patient  finds  it 
easy  to  discuss  all  of  his  problems,  medical  and  emo- 
tional, in  one  visit.  There  is  never  the  troublesome 
decision  in  the  patient’s  mind  as  to  which  complaint 
should  be  made  to  the  psychiatrist,  and  which  symp- 
tom should  be  heard  by  the  pediatrician.  Perhaps 
adults  are  resigned  to  having  their  medical  and 
emotional  complaints  parcelled  out  to  specialists, 
although  there  is  some  undercurrent  of  lay  rumbling 
calling  for  the  return  of  the  family  doctor  of  “the 
good  old  days.”  Adolescents  are  not  so  easily  per- 
suaded as  their  elders.  When  given  the  choice,  the 
adolescent  prefers  one  physician,  not  a group  of 
specialists. 

This  study  is  concerned  with  the  therapeutic 
response  of  adolescent  patients  having  ulcerative 
colitis  to  total  care  administered  by  one  physician 
who  has  been  trained  to  manage  the  emotional  as 
well  as  the  medical  disorder. 

Case  Material  and  Methods 

Sixty  adolescent  patients  suffering  from  ulcer- 
ative colitis  were  studied  and  followed  during  the 
years  1954-1961.  The  patients  were  seen  both  in 
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the  clinic  and  in  private  practice.  Their  selection 
was  based  solely  on  the  confirmed  diagnosis  of 
ulcerative  colitis.  The  patients  were  divided  into 
three  groups  according  to  the  severity  of  the  disease 
and  type  of  treatment.  All  of  the  patients  had  mod- 
erate to  marked  changes  in  the  colonic  architecture 
demonstrated  by  barium  enema  and  sigmoidoscopy. 
These  changes,  no  matter  how  extensive,  could 
never  be  correlated  accurately  with  the  patient’s 
symptoms.  Consequently,  the  patient’s  clinical  re- 
sponse to  the  disease,  rather  than  the  pathologic 
changes,  was  the  criterion  for  the  grade  of  severity. 

One  physician  assumed  charge  of  each  patient. 
The  type  of  treatment  was  either  symptomatic, 
symptomatic  plus  steroids,  or  surgical.  Formal 
psychotherapy  was  an  adjunct  to  the  medical  or 
surgical  treatment  in  some  of  our  cases,  as  will  be 
indicated,  but  it  was  never  the  sole  approach.  Symp- 
tomatic treatment  involved  medicaments  to  control 
the  bowel  symptoms  (paregoric,  tincture  of  opium, 
and  belladonna),  sedatives  (phenobarbital) , and 
occasionally  absorbable  or  non-absorbable  anti- 
microbials ( Gantrisin,®  Sulfasuxidine ,®  Azulfi- 
dine,®  and  Achromycin®).  Diet  alterations,  rest, 
and  changes  in  living  and  social  habits  when  indi- 
cated were  considered  part  of  the  symptomatic 
treatment.  The  steroids  used  were  cortisone,  pred- 
nisone, and  occasionally  ACTH  stimulation.  The 
surgical  procedure  was  usually  a subtotal  colectomy 
with  ileostomy.  The  psychotherapeutic  approach 
included  attention  to  the  patient's  feelings,  as  pre- 
viously indicated. 

The  sixty  patients  were  classified  in  three  groups 
on  the  basis  of  severity  of  the  disease  : 

Group  I.  (12  patients)  These  patients  had  mild 
symptoms.  Bleeding  was  minimal,  diarrhea  was 
not  marked,  and  tenesmus  was  not  a problem. 
The  patients  were  afebrile  and  non-toxic.  There 
was  little,  if  any,  interference  with  daily  living. 
Medical  treatment  for  this  group  was  sympto- 
matic. One  patient  received  intensive  psychiatric 
treatment  because  the  emotional  problems  far 
surpassed  the  bowel  complaints,  which  were 
minimal. 

Group  II.  (27  patients)  In  these  patients,  the 
disease  was  characterized  by  stormy  onset  and 
exacerbations,  with  periods  of  remission  varying 
in  length.  During  the  active  period,  there  was 
persistent  bloody  diarrhea,  tenesmus,  anorexia, 
weight  loss,  anemia,  fever,  and  mental  depression. 
All  of  the  patients  in  this  group  received  steroid 
therapy  in  addition  to  symptomatic,  supportive 
care.  Seven  patients  in  this  group  received  psychi- 
atric treatment. 

Group  III.  (21  patients)  Intractable  disease  or 
surgical  emergencies,  such  as  hemorrhage  or  per- 
foration, resulted  in  surgical  intervention  for  all 
of  this  group.  When  possible,  subtotal  or  total 
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colectomy  with  ileostomy  was  the  preferred  treat- 
ment. Medical  and  psychiatric  treatment  failed 
for  patients  in  this  group.  Ten  patients  in  this 
group  received  psychiatric  treatment. 

In  order  to  illustrate  the  clinical  features  of  these 
three  groups,  one  case  from  each  group  has  been 
selected  for  presentation. 

Illustrative  Case  Histories 

GROUP  I (Case  42) 

This  seventeen-vear-old  white  boy  was  referred 
to  Children’s  Hospital  during  the  summer  of  1955 
for  evaluation  of  his  ulcerative  colitis.  The  patient 
was  first  seen  in  a midwestern  clinic  in  the  spring  of 
1954,  at  which  time  he  complained  of  loose,  watery 
diarrhea  with  mid-abdominal  cramps,  and  some 
blood  in  his  stools  for  two  weeks.  He  was  hospital- 
ized ; sigmoidoscopy  revealed  numerous  shaggy 
ulcerations  of  the  lower  recto-sigmoid  area.  A 
barium  enema  at  this  time  was  reported  as  within 
normal  limits.  Stools  were  cultured  and  studied  for 
ova  and  parasites,  and  no  pathologic  organisms 
were  isolated.  The  patient  was  given  several  courses 
of  Azulfidine®  with  moderate  relief  of  symptoms. 
He  was  not  given  steroids.  The  only  abnormal  lab- 
oratory finding  was  an  elevated  sedimentation  rate 
(30-34  mm/1  hour  ).  A repeat  barium  enema  done 
six  months  after  the  original  x-ray  study  revealed 
definite  involvement  of  the  entire  transverse  and 
sigmoid  colon. 

The  patient’s  past  history  revealed  an  episode  of 
bloody  diarrhea  which  lasted  only  two  or  three 
weeks  in  the  spring  of  1953.  This  antedated  by  one 
year  his  visit  to  the  midwestern  clinic.  Sympto- 
matic treatment  relieved  this  attack,  and  he  was 
perfectly  well  until  the  spring  of  1954.  His  illness 
never  kept  him  out  of  school  activities.  In  fact,  he 
did  exceptionally  well  in  academic  and  extracur- 
ricular affairs.  His  mother  described  him  as  a very 
good  boy,  who  was  never  a disciplinary  problem. 
The  boy  wanted  to  be  a minister.  He  admitted  that 
under  emotional  stress  he  had  an  increased  number 
of  bowel  movements. 

The  father  was  a fifty-one-year-old  chemical 
engineer.  He  reported  a “nervous  bowel”  with 
diarrhea  during  periods  of  emotional  stress.  He  was 
a hard-driving,  ambitious  person,  who  seemed  un- 
aware of  his  son's  emotional  needs.  The  mother  was 
fifty  years  old.  When  she  was  forty-three  years  old, 
she  underwent  a cholecystectomy  for  chronic  gall- 
bladder disease. 

There  were  four  siblings,  one  of  whom  died  of 
acute  leukemia  in  December,  1954  at  the  age  of  two 
and  one-half  years.  There  was  a twenty-four-year- 
old  brother,  who  had  intermittent  abdominal  cramps 
and  a questionably  “spastic  colon’’  since  age  ten 
years.  He  did  not  have  diarrhea.  There  was  a 
nineteen-year-old  sister,  who  was  very  ambitious 
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and  was  valedictorian  of  her  class  in  high  school. 
She  had  no  medical  problems.  There  was  a nine- 
year-old  brother  who  was  said  to  have  had  a 
‘‘pyloric  stenosis"  as  a youngster,  but  surgery  was 
not  performed. 

The  mother  described  the  patient  as  having  been 
a thin,  colicky  baby.  He  was  enuretic  until  the  age 
of  nine  years.  He  always  preferred  playing  with  his 
sister,  and  she  would  often  dress  him  in  her  clothes 
and  allow  him  to  play  with  her  dolls.  This  behavior 
did  not  persist  after  the  boy's  eighth  year.  The 
patient  has  never  been  friendly  with  his  older 
brother.  The  patient  “tolerates"  his  younger 
brother. 

When  he  came  to  the  Adolescent  Unit,  he  was 
assigned  to  one  physician  for  over-all  management. 
He  was  seen  daily  as  an  out-patient  during  a one- 
week  period  by  that  physician.  The  x-ray  films  were 
reviewed,  and  the  previous  diagnosis  of  chronic 
ulcerative  colitis  was  confirmed.  Chest  x-ray.  com- 
plete blood  count,  urinalysis,  and  blood  Hinton 
were  normal.  The  sedimentation  rate  was  33  mm/ 
1 hour.  There  were  no  abnormal  physical  findings. 

As  part  of  his  general  work-up,  he  was  given 
psychological  tests.  The  following  is  a summary  of 
the  psychologist’s  report : 

“He  appeared  to  be  a boy  of  superior  intelligence 
whose  interpersonal  relationships  were  mediated 
largely  through  intellectual  ability.  This  intellectu- 
ality seemed  to  disguise  a basically  hostile,  fearful 
boy.  He  regards  his  hostile  tendencies  as  unaccept- 
able and  screens  this  by  successful  reaction  forma- 
tions. such  as  a genial,  smiling  exterior.  He  has  a 
tremendous  dependent  craving  which  seemed  to  be 
almost  as  intense  as  his  hostile  impulses  and  just  as 
likely  to  remain  unsatisfied.  He  felt  alone,  isolated, 
and  insecure.  All  of  this  in  spite  of  other  evidence 
which  suggested  the  patient  was  quite  likely  an 
overprotected  child.  There  was  evidence  of  a strong 
sibling  rivalry  complex.  The  patient  was  thought  to 
be  a boy  whose  hostile  tendencies  seemed  to  be  held 
in  fairly  adequate  check  by  obsessive  controls 
and  reaction  formation.  It  appeared  that  he  did 
have  the  capacity  to  establish  therapeutic  insight, 
and  a further  course  of  psychotherapy  was 
recommended." 

The  patient  returned  to  his  home  with  the  sug- 
gestion to  the  referring  physician  that,  should  an 
exacerbation  of  his  symptoms  occur,  a course  of 
steroids  might  be  profitable.  In  addition,  regular 
visits  with  a psychiatrist  were  arranged. 

During  the  seven  years  since  he  was  last  seen  in 
our  clinic,  we  have  had  periodic  reports  from  the 
patient.  After  two  visits  with  the  psychiatrist,  the 
patient  thought  that  this  approach  was  unnecessary  ; 
he  did  not  return.  However,  his  internist  at  this 
point  assumed  complete  charge  of  the  boy.  and  a fine 
therapeutic  relationship  was  formed. 


Since  1955,  there  have  been  only  minor  bouts  of 
non-bloody  diarrhea,  usually  related  to  emotional 
stress,  which  have  been  easily  controlled  with  symp- 
tomatic and  supportive  management.  He  is  doing 
what  he  always  planned  to  do  — studying  to  be  a 
minister. 

GROUP  II  (CaseI) 

This  thirteen-year-old  white  girl  was  admitted  to 
the  Children’s  Hospital  in  April,  1958  for  the  treat- 
ment of  a bloody  diarrhea  of  four  weeks’  duration. 
Except  for  a rare  bout  of  non-bloody  diarrhea  in 
past  years  as  part  of  a mild  infectious  disease,  or  of 
unknown  cause,  the  patient  had  enjoyed  excellent 
health.  The  present  illness  accompanied  an  attack 
of  rubella,  but  the  diarrhea  failed  to  respond  to 
ordinary  symptomatic  treatment.  Stools  averaged 
6 to  10  daily,  were  non-formed,  and  contained 
minute  to  moderate  amounts  of  gross  blood. 

The  patient  was  described  by  her  parents  as  being- 
shy,  sensitive,  and  nervous.  She  was  only  a fair 
student.  Her  father  was  a thirty-six-year-old  clerk 
with  chronic  “nervous"  indigestion.  The  mother 
was  thirty-five  years  old  and  in  excellent  health. 
There  was  one  younger  sibling,  a seven-year-old 
boy  who  had  no  medical  problems. 

On  admission,  the  patient  was  shy  and  apprehen- 
sive. She  was  62  inches  in  height  and  weighed  90 
pounds.  (This  represented  a loss  of  15  pounds  since 
onset  of  diarrhea. ) On  physical  examination,  there 
was  diffuse  abdominal  tenderness,  but  no  masses 
were  palpable.  Breast  development  and  pubic  hair 
were  present.  (Menarche  — November,  1957,  age 
12/4  years.) 

Barium  enema  and  sigmoidoscopy  confirmed  the 
diagnosis  of  ulcerative  colitis,  involving  the  entire 
colon  and  rectum.  Small  bowel  studies  revealed  no 
ileal  disease.  Repeated  stool  cultures  and  smear  for 
ova  and  parasites  were  negative.  There  was  a slight 
anemia  (hemoglobin  1 1.6  grams  ),  but  otherwise  no 
unusual  blood  findings  were  noted.  Stools  con- 
tained gross  blood. 

During  the  first  week  in  the  hospital,  the  patient’s 
course  was  poor.  Treatment  was  symptomatic 
(phenobarbital,  belladonna,  paregoric,  Sulfasuxi- 
dine,®  and  intravenous  fluids),  with  good  nursing- 
care  and  emotional  support  furnished  by  the  attend- 
ing physicians.  She  was  depressed  and  expressed  to 
several  of  the  student  nurses  the  wish  to  die.  After 
seeing  the  patient  in  this  acute  emotional  distress,  a 
psychiatrist  made  the  following  comment : 

“If  this  girl  had  been  presented  in  a psychiatric 
or  general  clinic  without  colitis,  I would  have  no 
hesitation  in  recommending  psychotherapy  for  the 
child  and  the  parents,  with  the  specific  goal  of  help- 
ing her  to  overcome  her  phobias.  The  presence  of 
colitis  makes  such  treatment  (psychiatric)  even 
more  strongly  indicated." 
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At  this  point,  ten  days  after  admission,  steroids 
(prednisone,  10  mgm.  four  times  daily)  were  given. 
In  four  days  there  was  a remarkable  improvement. 
Bowel  movements  were  decreased  to  6 times  daily, 
with  none  during  the  night.  Her  depression  van- 
ished. She  fixed  her  hair  and  put  on  lipstick.  Two 
weeks  after  steroids  were  started  the  patient  was 
discharged  feeling,  looking,  and  acting  greatly 
improved.  The  prednisone  dosage  was  reduced  to 
10  mgm.  every  12  hours.  Neither  the  patient  nor 
the  parents  wanted  psychiatric  help,  so  the  total 
management  was  assumed  by  one  physician,  an 
internist.  One  month  after  her  hospital  discharge 
the  patient  weighed  105  pounds.  Her  stools  were 
semi-formed,  contained  no  blood,  and  averaged  3 
to  4 daily.  Her  morale  was  excellent.  For  one  year 
after  discharge  she  was  maintained  on  10  mgm.  of 
prednisone  daily.  It  was  then  discontinued,  and  for 
the  past  year  she  has  had  no  steroid  therapy.  There 
is  no  diarrhea,  no  anemia ; and  it  is  only  on  procto- 
scopic examination  that  there  is  slight  evidence  of 
ulcerative  colitis.  A recent  barium  enema  shows 
marked  improvement.  Her  present  height  is  64U 
inches  and  she  weighs  141  pounds.  Menses  are 
regular.  She  is  in  the  tenth  grade,  doing  average 
work.  Her  social  life  is  active  and  includes  boy 
friends.  She  sees  the  internist  at  the  Adolescent 
Unit  of  the  Children’s  Hospital  Medical  Center 
once  every  four  months.  He  describes  her  as  a 
“happy,  friendly,  fifteen-year-old  girl,  who  recalls 
her  active  ulcerative  colitis  as  a ‘nightmare’.”  It 
would  appear  that  steroids  plus  the  single  phvsician- 
in-charge  were  a rewarding  combination  for  this 
acutely  ill  young  girl. 

GROUP  III  (Case  39) 

This  twelve-year-old  white  girl  was  admitted  to 
the  Children’s  Hospital  for  the  first  time  in  Febru- 
ary, 1955.  At  that  time,  her  complaints  were  rectal 
urgency,  abdominal  cramps,  and  bloody  stools  for 
three  weeks.  The  average  number  of  stools  in  a 
twenty-four-hour  period  ranged  from  five  to  fifteen. 
On  one  day,  she  had  twenty-five  bowel  movements. 
She  had  lost  weight,  was  pale,  and  very  fatigued. 

There  had  been  no  history  of  infectious  disease 
just  prior  to  the  onset  of  these  symptoms.  The 
family  had  moved  to  a new  home  in  a different  part 
of  Boston  in  the  past  six  months,  but  the  patient 
seemed  to  have  adjusted  to  this  move  without  diffi- 
culty. Her  past  medical  history  was  non-contribu- 
tory. She  had  not  had  her  menarche. 

The  mother  was  a forty-one-year-old,  large, 
friendly,  talkative  woman,  who  was  quite  con- 
cerned about  her  daughter’s  condition.  The  father 
was  forty-three  years  old,  a tailor,  who  was  much 
smaller  than  his  wife  and  did  not  appear  to  be  as 
upset  as  she  was  about  his  daughter’s  health.  There 
were  two  healthy  siblings ; an  older  sister,  aged  fif- 
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teen  years,  and  a younger  brother,  aged  nine  years. 

The  parents  described  the  patient  as  a quiet, 
well-liked,  talkative  child,  who  worried  too  much 
but  never  was  a behavior  problem.  She  was  a good 
student  in  school  and  had  many  friends.  There  had 
never  been  any  question  about  the  patient's  being 
well-adjusted  and  happy.  The  mother  did  not  think 
that  the  patient  was  particularly  depressed. 

On  physical  examination,  the  patient  was  an 
alert,  cooperative,  apprehensive  young  girl.  There 
was  no  evidence  of  malnutrition.  Temperature  was 
100  degrees,  respiration  20,  pulse  rate  100,  blood 
pressure  120/80.  She  was  58  inches  tall  and 
weighed  70  pounds.  On  physical  examination,  there 
was  no  evidence  of  pubertal  changes.  The  abdomen 
was  slightly  tender  to  palpation,  hut  no  organs  were 
palpable.  Rectal  examination  revealed  no  local  ab- 
normality, but  there  was  blood  on  the  examining 
finger. 

The  hemoglobin  was  7.2  grams.  The  white  blood 
count  was  10,450  with  72  per  cent  neutrophils  and 
28  per  cent  lymphocytes.  A corrected  sedimentation 
rate  was  30  mm/1  hour. 

The  upper  gastrointestinal  and  small  bowel  x-rays 
were  normal.  The  barium  enema  revealed  a small 
segment  of  the  distal  descending  colon  involved, 
with  the  process  compatible  with  a diagnosis  of 
acute  ulcerative  colitis.  Stool  studies  were  negative 
for  pathogenic  organisms,  ova,  and  parasites.  Stool 
guaiac  studies  were  consistently  positive.  Sigmoid- 
oscopic  examination  revealed  acute  ulcerative 
lesions  of  the  lower  sigmoid  and  rectum. 

The  patient  was  given  three  blood  transfusions 
during  her  hospital  course  of  one  month.  After  the 
third  transfusion,  her  hemoglobin  was  12.9  grams. 
W hen  the  ACTH  was  stopped,  the  diarrhea  re- 
curred. Cortisone  (initial  dose  300  mgms.  daily  in 
divided  doses  for  three  days)  was  started,  and  her 
symptoms  once  again  subsided.  The  dosage  was 
reduced  gradually  over  the  next  two  weeks  to  100 
mgms.  daily. 

A psychiatric  consultant  suggested  that  there 
was  a definite  emotional  component  related  to  the 
girl’s  disease.  Wffien  a combined  medical-psychiatric 
approach  was  presented  to  the  patient  and  the 
family,  the  mother  and  the  patient  refused  to  accept 
psychotherapy. 

Wffien  she  was  discharged  in  April,  1955,  after 
one  month  in  the  hospital,  her  weight  was  73 
pounds  ; and  her  bowel  movements  were  reduced  to 
two  or  three  daily,  with  occasional  blood  in  the 
stools.  She  was  continued  on  cortisone,  100  mgms. 
daily. 

During  the  next  year  the  patient  was  readmitted 
to  the  hospital  five  times  because  of  persistent  diar- 
rhea, bleeding,  and  anemia.  On  one  of  these  admis- 
sions, her  hemoglobin  was  6 grams.  She  was  seen 
by  her  doctor  as  an  out-patient  in  the  Adolescent 
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Unit  at  least  three  times  a month.  In  spite  of  steroid 
therapy  and  consistent  support  by  her  physician, 
the  diarrhea  and  bleeding  never  subsided.  In  June. 
1956.  a repeat  barium  enema  showed  involvement 
of  the  entire  colon  with  multiple  sessile  pseudo- 
polyps. She  weighed  83  pounds.  She  was  discou- 
raged because  of  her  frequent  hospitalizations  and 
was  willing  to  accept  the  fact  that  surgery  was 
necessary  to  cure  her  disease.  She  was  admitted  to 
the  hospital  in  June.  1956.  and  a subtotal  colectomy 
with  ileostomy  was  performed.  She  was  prepared 
for  this  operation  not  only  by  doctors  but  also  by 
visits  with  other  ileostomy  patients.  Post-opera- 
tively,  she  was  in  the  hospital  for  only  ten  days. 

In  October.  1956  the  ileostomy  was  functioning 
without  difficulty.  She  was  not  only  willing  but  able 
to  participate  in  all  the  normal  activities  of  a 
fourteen-year-old  girl. 

Since  1956.  she  has  been  seen  twice  yearly  in  the 
Adolescent  Unit.  In  1958  she  had  a small  bowel 
obstruction,  due  to  adhesions,  and  was  relieved  by 
surgery.  There  were  no  complications  following 
this  secondary  procedure. 

In  May.  1961.  she  was  perfectly  well.  She  is  59 
inches  in  height  and  weighs  98  pounds.  She  is  viva- 
cious, pretty,  and  is  engaged  to  be  married.  She 
does  not  consider  her  ileostomy  a handicap. 

Results 

The  twelve  patients  in  Group  I,  who  responded 
to  symptomatic  non-specific,  medical  supportive 
care,  represent  20  per  cent  of  the  cases  studied. 
These  patients  had  only  mild  to  moderate  ulcer- 
ative colitis  and,  for  the  most  part,  had  never  mani- 
fested unusual  emotional  or  physical  illness  prior  to 
the  onset  of  colitis.  In  the  general  practice  of  medi- 
cine, it  is  likely  that  a larger  percentage  of  the  ulcer- 
ative colitis  patients  will  be  in  this  relatively  benign 
group.  Those  patients  with  more  serious  disease 
usually  are  referred  to  the  hospital,  which  may 
explain  the  relatively  low  percentage  of  benign 
patients  in  this  study. 

The  twenty-seven  patients  in  Group  II  were 
given  steroids,  without  particular  preference  as  to 
type  (ACTH.  cortisone,  prednisone).  The  initial 
dosage  was  high.  i.e.  prednisone,  15  mgm.,  four 
times  daily  (60  mgm.,  total),  and  then  gradually 
decreased  after  seven  to  ten  davs  to  a level  con- 
sistent  with  clinical  control  of  the  symptoms.  The 
indications  for  steroid  treatment  were : ( 1 ) per- 
sistent diarrhea,  weakness,  anorexia,  and  general 
debilitation  in  spite  of  vigorous  symptomatic  and 
supportive  measures;  (2)  melena  and  resultant 
anemia,  and  (3)  emotional  upset,  with  depression 
and  poor  motivation  for  psychotherapy. 

Seven  patients  in  Group  II  received  psychiatric 
treatment,  administered  by  a psychiatrist.  Six  of 
these  seven  patients  are  not  in  remission;  one 


patient  enjoys  a clinical  remission. 

Twenty  patients  in  Group  II  had  one  physician 
responsible  for  the  medical  care  and  supportive 
psychotherapy.  Six  of  these  patients  continue  with 
active  clinical  colitis ; fourteen  are  in  medical 
remission. 

It  is  only  fair  to  note  that  the  seven  psychiatric 
patients  in  Group  II  were  severely  ill.  and  showed 
little  response  to  steroid  management.  It  is  quite 
likely  that  without  psychiatric  treatment  these 
patients  would  now  be  in  surgical  Group  III. 

The  twenty-one  patients  in  Group  III  had  sur- 
gery for  the  reasons  previously  designated  in  the 
definition  of  Group  III.  Ten  patients  in  this  group 
received  psychiatric  treatment,  and  eleven  were 
maintained  on  a medical  program  prior  to  surgery. 
Every  patient  in  this  group  had  a period  of  steroid 
treatment.  The  response  to  steroids  was  uniformly 
poor. 

Sixteen  patients  were  subjected  to  subtotal 
colectomy  and  ileostomy.  Five  patients  had  less 
extensive  surgical  procedures.  The  non-remission 
surgical  patients  are  the  two  with  ileosigmoidos- 
tomy  and  one  with  a simple  ileostomy. 

Discussion 

There  are  certain  adolescent  patients,  such  as 
those  in  Group  I,  who  do  not  have  severe  disease. 
Simple,  straightforward  medical  management, 
without  resorting  to  steroids  or  psychiatric  treat- 
ment. should  be  sufficient. 

In  Group  II.  because  of  the  stormy  course,  the 
patients  have  more  active  colitis  and  more  heroic 
measures  are  dictated.  Again,  by  earlier  definition, 
every  patient  in  this  group  received  steroids. 

The  response  to  steroids  is  never  immediate  in 
this  series.  However,  if  the  steroids  are  going  to  be 
effective,  a decrease  in  diarrhea,  bleeding  or  both 
will  be  noted  within  ten  days.  It  is  at  this  point  that 
the  steroid  dosage  is  graduallv  reduced  to  an  effec- 
tive maintenance  level. 

Unfortunately  there  is  no  clear-cut  test  as  to 
whether  it  is  the  physician’s  relationship  with  the 
patient  or  the  addition  of  a new  drug  which  brings 
about  the  remission.  It  may  well  be  a little  of  each, 
so  that  intelligent  use  of  steroids  by  a thoughtful 
physician  can  be  of  service  in  two  ways.  The  concept 
of  ulcerative  colitis  as  an  auto-immune  disease2  is 
most  appealing  and  may  explain  the  response  of 
some  patients  to  steroids  in  the  absence  of  indi- 
vidual physician-patient  care  such  as  is  apt  to  occur 
in  a large  medical  ward.  If,  after  three  weeks  of 
intensive  steroid  therapy  managed  by  an  interested 
physician,  there  has  beeen  no  improvement  in  a 
very  ill  patient,  then,  practically  without  exception, 
the  surgeon  must  intervene.  The  operation  is  a life- 
saving procedure. 

The  surgical  Group  III  represents  35  per  cent  of 
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the  patients  presented.  Twelve  patients  in  Group  III 
will  probably  come  to  operation  eventually,  because 
they  are  not  in  remission  and  their  prognosis 
without  surgery  is  extremely  poor.  Should  these 
patients  also  be  treated  surgically.  Group  III  will 
then  represent  slightly  more  than  50  per  cent  of  the 
total.  The  Beth  Israel  Hospital  in  Boston  reported 
that  34  per  cent  of  245  patients,  whose  ulcerative 
colitis  began  at  an  average  of  ±30  years,  required 
surgical  treatment.  Our  present  figure  of  35  per  cent 
compares  interestingly  with  the  Beth  Israel  study. 

The  eighteen  patients  who  received  psychiatric 
treatment  represent  30  per  cent  of  the  total  series. 
Psvchiatric  treatment  in  this  study  is  defined  as 
intensive  and  prolonged  psychotherapy  by  a psychi- 
atrist, in  addition  to  medical  management  by  the 
pediatrician  or  internist.  Diagnostic  psychiatric 
tests  and  psychiatric  consultations  did  not  qualify 
a patient  for  the  treatment  group. 

Chart  I 


GROUP  I 


Case  X o 

. Sex 

Age  at 
Onset 

Surgical 

Rx 

Psych i 
atric  R. 

r Status 

2 

F 

8 

0 

0 

R 

3 

M 

13 

0 

0 

R 

11 

M 

11 

0 

0 

R 

16 

F 

8 

0 

0 

R 

21 

F 

15 

0 

0 

R 

23 

M 

12 

0 

0 

R 

26 

M 

11 

0 

0 

R 

28 

M 

12 

0 

0 

R 

32 

M 

11 

0 

0 

R 

42 

M 

16 

0 

0 

R 

48 

F 

12 

0 

0 

R 

53 

M 

10 

0 

Yes 

R 

Totals  : 

12 

F -4 
M-8 

8 to  16 

None 

One 

Remission  12 

The  one  patient  in  Group  I who  was  referred  for 
formal  psychiatric  treatment  responded  well.  He 
was  an  eighteen-year-old  male,  who  was  motivated 
for  psychotherapy  because  of  emotional  problems 
which  preceded  his  colitis.  All  twenty  patients  in 
Group  II  were  offered  psychiatric  treatment.  Of 
the  seven  who  accepted  psychotherapy,  six  had 
many  emotional  problems  which  preceded  the 
colitis.  These  patients  were  definitely  interested  in 
psychotherapy.  The  seventh  had  a toxic  psychosis 
while  receiving  steroids,  which  necessitated  psychi- 
atric management  during  this  acute  phase. 

Of  the  twenty-one  patients  in  Group  III,  eleven 
either  refused  psychotherapy  or  were  too  ill  medi- 
cally to  respond  to  this  approach.  Two  of  the  ten 
who  had  psychotherapy  in  this  group  were  under- 
going this  treatment  before  they  developed  ulcer- 
ative colitis,  and  it  has  been  continued  post- 
operatively.  The  other  eight  patients  who  were 
willing  to  and  did  participate  in  a psychiatric  pro- 
gram did  not  have  unusual  emotional  problems 
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GROUP  II 


Age  at 

Surgical 

Psychi 

- 

Case  X o. 

5V;r 

Onset 

Rx 

atric  R. 

x Status 

1 

F 

13 

0 

0 

R 

4 

F 

10 

0 

0 

R 

5 

M 

9 

0 

0 

R 

6 

F 

14 
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0 

R 

7 

M 

14 

0 

Yes 

R 

9 

M 

16 
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Yes 

Active 

10 

F 

9 

0 

0 

R 

13 

F 

13 

0 

0 

R 

14 

M 

11 

0 

0 

R 

19 

M 

10 

0 

0 

Active 

22 

M 

13 

0 

Yes 

Active 

25 

M 

9 

0 

Yes 

Active 

29 

F 

15 

0 

0 

R 

33 

M 

7 

0 

Yes 

Active 

34 

F 

13 

0 

0 

R 

35 

M 

9 

0 

Yes 

Active 

36 

F 

16 

0 

0 

R 

40 

F 

14 

0 

0 

R 

41 

F 

14 

0 

0 

R 

43 

F 

16 

0 

Yes 

Active 

44 

M 

14 

0 

0 

Active 

46 

F 

13 

0 

0 

R 

49 

M 

9 

0 

0 

R 

50 

M 

15 

0 

0 

Active 

51 

M 

15 

0 

0 

Active 

52 

M 

12 

0 

0 

Active 

59 

M 

20 

0 

0 

Active 

Totals  : 

27 

F - 12 

7 to  20 

None 

7 

Remission  15 

M-  15 

Active  12 

before  the  colitis.  In  all  ten  cases,  the  psychiatrist 
agreed  that  a combined  medical-psychiatric  pro- 
gram was  a failure  and  that  surgery  was  obligatory. 

It  has  become  increasingly  apparent6-7,8  that  the 
course  of  ulcerative  colitis  can  be  affected  by  the 
personality,  interest,  and  skill  of  the  physician  in 
charge.  The  wise  physician  will  realize  that  he  must 
concern  himself  with  the  patient’s  emotional  needs 
as  well  as  with  the  disease  process.  For  example, 
when  meeting  a patient  for  the  first  time,  Engel  is 
introduced  as  “a  doctor  who  is  interested  in  patients 
with  ulcerative  colitis.”6  Note  well  that  the  patient 
comes  before  the  disease.  The  psychiatrist  will  con- 
cede that  “vigorous  and  conscientious  attention  to 
the  physical  aspect  of  the  disease"  is  essential  to  the 
patient’s  well-being.6  The  internist  realizes  that 
psychological  forces  are  present,  when  he  states  that 
“lack  of  attention  and  gloom  and  despair  can  kill.”7 
Improvement  and  remissions  are  noted  when  a 
“patient’s  life  situation  is  changed  for  the  better.  "s 
A narrower  medical  approach  is  expressed  by  those 
physicians  who  say  that  “it  is  very  seldom  that 
psychological  factors  have  been  of  any  significance 
in  the  treatment  of  ulcerative  colitis,”9  or  merely 
that  “physical  and  mental  rest”  are  one  facet  of  the 
treatment  of  this  disorder.10  The  psychiatric  re- 
joinder to  this  is  to  the  effect  that  ulcerative  colitis 
is  curable  by  psychoanalytic  treatment  alone  and 
that  “I  do  not  know  of  any  cases  cured  by  other 
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methods.  At  least  none  have  been  reported  in  the 
literature.”11  The  evidence  in  the  present  paper 
would  refute  this  statement. 

It  is  our  belief  that  the  management  of  ulcerative 
colitis  in  adolescence  should  be  primarily  medical, 
under  the  guidance  of  a physician  who,  by  training 
and  because  of  awareness  of  the  psychological  needs 
of  his  patient,  will  give  his  full  attention  to  all  the 
needs  of  a patient  with  ulcerative  colitis.  He  must 
take  a positive  approach  to  the  care  of  the  patient's 
emotional  reaction  to  the  ulcerative  colitis,  as  well 
as  to  the  multiplicity  of  somatic  problems. 

Summary 

1.  Sixty  adolescent  patients  with  documented 
ulcerative  colitis  were  encountered  during  a seven- 
year  period  ( 1954-1961 ) in  the  Adolescent  Unit. 

2.  Twelve  patients  (20  per  cent)  (Group  I)  with 
mild  ulcerative  colitis  (bloody  diarrhea  without 
significant  systemic  response ) entered  a remission 
after  treatment  by  a single  physician  using  symp- 
tomatic medicaments  (belladonna,  phenobarbital, 
paregoric,  tincture  of  opium),  supplemented  and 
enforced  by  the  physician’s  willingness  to  attend  to 
the  patient's  emotional  needs.  A psychiatrist 
treated  one  of  the  patients  in  this  group. 

3.  Twenty-seven  patients  (45  per  cent)  (Group 
II)  with  moderately  severe  ulcerative  colitis 
(bloody  diarrhea,  fever,  weight  loss,  anorexia,  and 
depression  ) entered  a complete  or  partial  remis- 
sion. These  patients  all  received  steroids  (ACTH, 
cortisone,  or  prednisone),  in  addition  to  sympto- 
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R 
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R 
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R 

56 

M 
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R 

57 

M 

7 
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58 

F 

18 

Yes 

Yes 

R 

60 

M 

12 

Yes 

Yes 

R 

Totals  : 

21 

F - 8 
M-13 

7 to  18 

21 

10  Remission  18 
Partial  Rem.  2 
No  Remission  1 

matic  medicaments.  Seven  patients  had  therapy  by 
a psychiatrist  as  part  of  their  treatment.  The  remain- 
der had  supportive  psychotherapy  by  the  attending 
physician.  Twelve  patients,  including  six  who  have 
had  psychiatric  treatment,  presumably  will  come  to 
surgery  because  they  never  had  a complete  remis- 
sion over  a two-year  period,  and  their  present  course 
has  been  influenced  little  by  steroids,  psychiatric 
treatment,  or  both. 

4.  Twenty-one  patients  (35  per  cent)  (Group 
III)  with  severe  ulcerative  colitis  (progressive 
disease  complicated  by  persistent  anemia,  fever, 
weight  loss,  and  irreversible  clinical  course)  had 
surgical  treatment.  This  was  successful  except  when 
limited  to  ileo-rectal  anastomosis  or  simple 
ileostomy. 

None  of  these  21  patients  had  responded  to  medi- 
cal treatment,  psychiatric  treatment,  or  both.  All 
patients  who  had  been  subj  ected  to  colectomy,  would 
appear  to  have  resolved  the  emotional  problems 
which  accompanied  the  acute  disease  process. 
Patients  with  pre-existing  psychiatric  disorders 
enjoyed  a post-surgical  somatic  remission,  but  their 
psychiatric  problems  remained. 

5.  The  treatment  of  patients  with  ulcerative 
colitis  may  be  medical,  psychiatric,  or  surgical.  In 
our  experience  with  adolescent  ulcerative  colitis 
patients,  the  medical-psychiatric  treatment  can  be 
managed  by  one  physician  rather  than  two.  The 
results  compare  favorably  with  those  other  patients 
managed  principally  by  psychiatrists  or  medical 
physicians. 
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The  alcoholic  in  a state  of  acute  intoxication  or 
in  withdrawal  needs  professional  care  to  correct 
his  physiological  and  emotional  crisis.  In  most  cases 
this  care  is  administered  at  the  public  expense,  with 
limited  budget,  medical  staff  and  hospital  facilities. 
The  alternative  — leaving  the  alcoholic  in  his  most 
critical  phase  to  the  care  of  his  family  or  the  police 
— is  undesirable  from  every  point  of  view. 

For  some  years  the  Division  of  Alcoholism  of  the 
State  of  Rhode  Island  has  been  conducting  a pro- 
gram designed  to  help  the  alcoholic  through  his 
emergency  period  without  overtaxing  the  available 
facilities.  This  Dry-Out  Unit,  as  we  call  it,  gives  a 
bed,  meals,  and  medication  to  the  patient  for  a 
period  of  three  days,  but  only  from  8 :30  a.m.  until 
4:30  p.m.  The  patient,  supplied  with  a bedtime 
sedative,  must  go  home  for  the  night.  The  system 
thus  runs  on  a permanent  staff  instead  of  rotating 
shifts. 

This  method,  which  will  be  described  in  more 
detail,  depends  in  essence  upon  effective  medica- 
tion. What  is  needed  is  a drug  potent  enough  to 
sedate  the  patient  and  still  leave  him  ambulatory 
and  sufficiently  alert  to  make  the  trips  to  and  from 
the  clinic.  For  a period  our  drugs  of  choice  were 
phenothiazine  compounds,  which  gave  excellent 
results  in  calming  tense  and  even  violent  patients, 
but  which  involved  the  hazards  of  postural  hypoten- 
sion, circulatory  collapse,  or  a state  resembling 
shock.  While  such  reactions  can  be  controlled 
promptly  in  a hospitalized  case,  they  are  alarming 
if  they  occur  during  the  night  hours  when  the 
patient  is  not  under  medical  supervision. 

For  this  reason  we  welcomed  the  early  reports  on 
the  new  agent  chlordiazepoxide  (Librium®)*  in 
the  treatment  of  alcoholism,1-4  which  indicated  that 
this  agent  was  virtually  non-toxic,  and  that  it 
relieved  anxiety-tension  without  clouding  the  sen- 
sorium.  Trials  of  the  drug  in  city  and  state  hospitals 

*Trademark  of  Hoffmann-LaRoche  Inc.,  Nutley  10,  N .J. 


were  so  encouraging  that  in  the  summer  of  1961  we 
began  using  chlordiazepoxide  in  our  Dry-Out  Unit. 

Operation  of  the  Alcoholism  Clinic 
The  staff  of  the  clinic  is  as  follows  : one  registered 
nurse,  one  psychiatric  attendant,  two  psychiatrists 
full  time  and  two  psychiatrists  part  time,  one  intern- 
ist full  time  and  one  internist  part  time,  one  psychol- 
ogist, and  three  social  workers. 

Physically,  the  unit  consists  of  a reception  area, 
staff  offices,  and  a day  ward  with  beds  for  12  males 
and  4 females. 

In  the  typical  course,  the  patient  arrives  at  the 
unit  in  a state  of  intoxication  and,  after  screening 
by  a social  worker  and  then  by  a psychiatrist,  is 
admitted  to  the  ward.  If  indicated  the  patient  is  also 
seen  by  the  internist.  Ffe  is  given  parenteral  medica- 
tion, meals,  and  whatever  treatment  is  needed  dur- 
ing the  day  of  bed  rest.  When  he  leaves  at  4 : 30  p.m. 
he  receives  a bedtime  dose  of  the  drug  in  use.  On 
the  following  two  days  he  returns  for  rest  and 
treatment,  and  on  discharge  is  given  a week’s  supply 
of  the  drug.  He  then  continues  under  clinic  care  as 
an  outpatient  under  the  supervision  of  a psychi- 
atrist, visiting  the  clinic  approximately  every  week, 
and  receiving  at  each  visit  sufficient  medication  to 
last  until  the  next  appointment. 

Dosage  schedules  for  chlordiazepoxide  are:  100 
mg.  intramuscularly,  stat,  followed  by  50  mg.  every 
4 hours  for  four  doses.  After  the  admission  day 
dosage  is  oral : on  the  second  day  25  mg.  every  4 
hours  for  a total  of  four  doses,  plus  50  mg.  at  hour 
of  sleep.  On  the  third  day  dosage  is  cut  to  10  mg. 
every  4 hours  for  four  doses.  A reduction  of  these 
amounts  is  sometimes  made,  especially  in  elderly 
patients. 

Clinical  Findings  in  166  Patients 
When  the  present  study  was  completed,  166  pa- 
tients had  received  therapy  with  chlordiazepoxide. 
Of  this  number  109  individuals  completed  the  full 
three  days  of  treatment.  Since  some  of  them  later 
returned  once,  twice,  or  three  times  for  dry-out 
care,  a total  of  136  three-day  courses  was  completed. 
In  addition,  39  alcoholics  were  treated  for  two  days, 
and  18  others  for  one  day  only. 

The  109  patients  who  completed  the  full  course 
of  treatment  consisted  of  89  males  and  20  females, 
in  the  following  age  groups  : 
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Under  30  6 

31-40  33 

41  - 50  37 

51-60  26 

60  plus 7 
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The  criteria  for  evaluating  the  effects  of  chlor- 
diazepoxide  were  the  speed  and  degree  of  symptom 
relief,  improved  patterns  of  sleep  and  appetite,  and 
ease  of  handling,  as  considered  in  the  context  of 
previous  chemotherapies.  The  incidence  and  sever- 
ity of  side  effects  was  also  taken  into  account.  In 
the  combined  appraisal  of  the  staff  the  results  of 
chlordiazepoxide  therapy  were  as  follows : 


Marked  improvement 35  patients 

Moderate  improvement 63 

Minimal  improvement 7 

Unchanged  3 

Inconclusive  1 
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Thus  approximately  90  per  cent  of  the  series 
obtained  good  to  excellent  results  from  the  three- 
day  treatment.  A similar  appraisal  of  drug  effects 
in  the  39  patients  who  failed  to  return  for  the  third 
day  showed  58  per  cent  marked  or  moderate  im- 
provement. This  indicates  not  only  that  the  three- 
day  dry-out  period  is  necessary  to  get  the  alcoholic 
back  on  his  feet,  but  also  that  those  who  fail  to 
return  for  treatment  are  determined  to  keep  on 
drinking. 

Only  9 of  the  series  of  109  patients  reported  side 
effects,  which  in  3 cases  were  slight : lethargy,  lack 
of  ambition,  and  fatigue.  Six  patients  complained 
of  weakness,  nausea,  dizziness,  and  unsteadiness 
severe  enough  to  interfere  with  their  functioning. 
These  conditions  were  corrected  by  decreasing  the 
drug  dosage  from  25  mg.  to  10  mg.  These  side 
effects  occurred  mainly  in  the  older  patients  ; and. 
in  the  opinion  of  the  registered  nurse,  there  was  a 
distinct  possibility  that  some  of  the  symptoms  were 
present  in  periods  not  involving  treatment. 

Despite  the  difficulties  of  maintaining  alcoholics 
on  an  outpatient  basis,  25  of  the  series  have  kept 
their  appointments  for  regular  visits  to  the  clinic 
for  periods  of  six  months  to  a year.  Only  8 of  these 
still  require  medication. 

Comments  by  Staff  Members 
The  staff  members  most  closely  concerned  with 
the  Dry-Out  Unit  were  asked  to  express  their  feel- 
ings about  the  treatment  with  chlordiazepoxide  as 
compared  with  agents  previously  used.  Their  writ- 
ten replies  showed  a decided  preference  for  the 
newer  drug,  as  these  excerpts  indicate  : 

The  clinical  psychiatrist : “It  has  been  my  ob- 
servation since  we  started  this  new  schedule  of 


treatment  using  Librium®  as  the  main  tran- 
quilizer that  the  patients  seem  to  react  much 
faster  than  under  the  old  treatment  schedule. 
These  patients  appear  more  relaxed  and  alert 
than  previously.  They  definitely  have  a faster 
improvement  in  their  appetite  and  sleep  patterns  ; 
and,  by  the  time  thev  finish  the  third  dav  treat- 
ment.  their  appearance  and  behavior  can  be  con- 
sidered quite  normal.” 

The  psychiatric  attendant : “.  . . There  are  no  side 
effects  from  this  medication  nor  any  complaints 
whatsoever.  There  is  no  rise  or  fall  of  blood  pres- 
sure. The  patient  under  Librium®  is  much  easier 
to  handle  in  the  Dry-Out  Unit  as  compared  to 
those  under  treatment  with  the  old  method.” 

The  internist:  “My  observations  of  Librium® 
impress  me  that  it  is  the  drug  of  choice  in 
alcoholic  withdrawal,  the  principal  reason  being 
that  there  is  no  untoward  reaction  from  its  use. 
However,  failure  or  success  depends  upon 
tailored  dosage  to  each  case.  . . . The  old  dry-out 
treatment  was  very  effective,  but  there  was 
always  the  danger  of  orthostatic  hypotension.” 
The  registered  nurse:  “I  feel  that  this  treatment 
produces  more  marked  improvements  in  the 
patients  over  the  usual  three-day  schedule  than 
the  previous  medication.  Normal  appetite  and 
sleep  seem  to  be  achieved  much  more  rapidly  and 
the  degree  of  nervousness  is  lessened  sooner. 
The  treatment’s  success,  of  course,  is  much  more 
dramatic  when  started  with  the  first  day  100  mg. 
intramuscular  dosage  in  acutely  intoxicated  cases. 
These  patients  are  often  ‘sobered  up’  at  an  aston- 
ishing rate. 

“These  cases  have  returned  to  normal  activity, 
including  employment,  faster  than  our  previous 
groups.  . . . There  have  been  no  sudden  drops  in 
blood  pressure  following  treatment,  and  there 
have  been  none  of  the  phone  calls  from  relatives 
at  home  describing  untoward  symptoms  ranging- 
up  to  complete  collapse,  which  frightened  the 
family  or  necessitated  emergency  treatment  at 
times  when  our  clinic  was  closed.  The  complaints 
were  dealt  with  by  the  family  physician,  emer- 
gency rooms  at  local  hospitals,  or  the  Rescue 
Squad.  These  had  occurred  on  occasion  with  our 
previous  treatment  schedule.” 

Summary  and  Conclusions 
A system  of  day-care  for  patients  in  acute  alco- 
holic withdrawal  is  described  in  some  detail  as 
possibly  offering  a practical  solution  of  the  problem 
which  besets  many  public  hospitals : that  of  giving- 
adequate  treatment  to  the  alcoholic  during  the  with- 
drawal crisis,  in  spite  of  the  limited  facilities  avail- 
able. Under  this  system  the  patient  receives  a bed, 
meals,  and  medication  in  a day  ward  between  the 
hours  of  8:30  a.m,  and  4:30  p.m.,  and  is  then  sent 
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#T,he  good  response  of  psoriatic  lesions  to  topi- 
cally  applied  fluocinolone  acetonide  in  a cream 
base,  with  occlusion,  has  been  reported  by  numerous 
investigators.1  4 

Samman  and  Beer5  in  a communication  to  the 
British  Journal  of  Dermatology  of  July  1962,  re- 
ported the  use  of  fluocinolone  acetonide  0.025  per 
cent  in  a greasy  rather  than  cream  base  in  the  treat- 
ment of  40  patients  with  psoriasis.  The  ointment 
was  applied  to  lesions  without  occlusion.  Thirty- 
two  of  those  treated  presented  good  to  excellent 
results,  while  eight  showed  little  or  no  response. 

This  preliminary  report  is  concerned  with  our 
observation  of  ninety  psoriatic  patients  treated 
with  fluocinolone  acetonide  0.025  per  cent  in  a 
petrolatum  base.* 

Method 

Ninety  private  ambulatory  patients  with  chronic 
psoriasis  were  treated.  The  ages  ranged  from  10  to 
68  years,  and  the  duration  of  the  disease  was  from 
one  to  thirty  years. 

All  patients  exhibited  psoriatic  lesions  on  the 
glabrous  skin,  scalp,  or  intertriginous  areas.  They 
were  divided  into  two  groups  and  were  instructed  to 
use  hexachlorophene  (pHisohex®)  or  Dial®  soap 
prior  to  application  of  medication  twice  daily. 
Where  occlusion  was  used,  the  area  in  question  was 
covered  with  a piece  of  Saran®  wrap  sealed  in  with 
adhesive  or  Scotch®  tape.  In  general,  occlusion  was 

*From  the  Department  of  Dermatology,  Boston  University 
School  of  Medicine. 

^Fluocinolone  acetonide  ointment  0.025  per  cent  (Synalar®) 
supplied  by  Dr.  Kenneth  Dumas,  Syntex  Laboratories, 
Inc.,  Palo  Alto,  California. 


maintained  just  during  the  sleeping  hours. 

Group  1 comprised  seventy-six  patients  who 
applied  fluocinolone  acetonide  ointment  0.025  per 
cent  to  all  lesions  without  occlusion. 

Group  2 consisted  of  fourteen  patients  who 
treated  all  involved  areas  with  fluocinolone  aceto- 
nide ointment  0.025  per  cent  with  occlusion. 

In  order  to  compare  the  histological  changes 
induced,  biopsy  specimens  of  psoriatic  skin  from 
two  patients  were  obtained  before  and  after  seven 
days’  treatment  with  fluocinolone  acetonide  oint- 
ment without  occlusion  and  fluocinolone  acetonide 
cream  with  occlusion  (Fig.  1-4). 

Of  three  ambulatory  severe,  extensive  psoriatics, 
with  60  per  cent  body  involvement,  two  were 
treated  with  occlusion  and  one  without  occlusion ; 
twenty-four  hour  urine  specimens  were  obtained 


Fig.  1.  Histologic  section  of  biopsy  specimen  of  psori- 
atic tissue  showing  marked  acanthosis,  parakeratosis, 
and  dilatation  of  papillary  and  subpapillary  vessels. 
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Fig.  2.  Tissue  specimen  after  seven  days  of  occlusive 
therapy  with  fluocinolone  cream  revealing  decreased 
parakeratosis  and  resolution  of  acanthosis.  Little 
change  is  seen  in  the  vascular  dilatation. 

and  17-ketosteroid  level  determinations  made  be- 
fore and  after  treatment  and  on  the  sixth,  thirteenth, 
and  twentieth  day  of  treatment. 

The  response  to  therapy  was  recorded  either  as 
improvement  or  as  failure.  Those  rated  as  improved 
showed  considerable  lessening  or  disappearance  of 
infiltration,  erythema,  scaling,  and  itching,  leaving 
residual  pigmentation  or  depigmentation. 

Results 

Of  the  ninety  psoriatics  treated,  sixty-five  showed 
improvement  and  twenty-five  were  considered  as 
failures. 

The  rate  of  improvement  response  was  72.2  per 
cent.  This  would  approximate  the  same  results 
obtained  by  Samman  and  Beer,  who  treated  a series 
of  psoriatics  with  a similar  technique. 

The  response  to  treatment  was  noted  within  one 
to  three  weeks. 

In  general,  the  fluocinolone  acetonide  ointment 
was  well  tolerated.  In  the  few  instances  where 
miliaria  occurred  in  those  treated  with  occlusion, 
it  disappeared  rapidly  when  occlusion  was  dis- 
continued. There  were  no  other  apparent  local  side 
effects  nor  was  there  any  instance  of  systemic  effect 
from  the  corticosteroid  even  though  extensive  areas 
were  treated  in  many  of  the  cases. 


Fig.  3.  Histologic  section  of  biopsy  specimen  of  psori- 
atic plaque  showing  parakeratosis,  psuedo-abscesses 
of  Munro,  acanthosis,  and  capillary  dilatation. 


In  the  three  cases  of  severe  extensive  psoriasis, 
two  of  which  were  treated  with  occlusion  and  one 
without,  the  17-ketosteroid  levels  determined  dur- 
ing and  after  treatment  revealed  no  changes  as 
compared  with  pre-treatment  values. 

Histologic  sections  of  biopsy  specimens  taken 
seven  days  after  application  of  fluocinolone  aceto- 
nide ointment  without  occlusion  and  fluocinolone 
acetonide  cream  with  occlusion  demonstrated  de- 
creased parakeratosis,  absence  of  pseudo-abscesses 
of  Munro,  and  resolution  of  acanthosis  in  both. 
Dilatation  of  the  capillaries  was  still  apparent  but 
formation  of  a granular  layer  could  be  seen  after 
each  type  of  therapy. 

Discussion  and  Summary 
The  results  indicate  that  fluocinolone  acetonide 
in  an  ointment  base  used  without  occlusion  pro- 
duces rapid  involution  of  psoriatic  lesions  in  approx- 
imately 72.2  per  cent  of  cases. 

It  is  of  interest  to  note  that  the  histologic  changes 
in  psoriatic  skin  treated  with  fluocinolone  acetonide 
ointment  without  occlusion,  and  fluocinolone  aceto- 
nide cream  with  occlusion  were  identical. 

The  simplicity  of  its  application  and  efficacy  of 
its  results  makes  fluocinolone  acetonide  ointment 
another  valuable  agent  in  the  management  of 
psoriasis. 
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Fig.  4.  Tissue  specimen  after  seven  days  of  topical 
fluocinolone  acetonide  ointment  without  occlusion 
showing  absence  of  parakeratosis,  pseudo-abscesses 
of  Munro,  and  acanthosis.  No  change  in  capillary 
dilatation. 
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DAY  CARE  FOR  ALCOHOLICS 
IN  ACUTE  WITHDRAWAL 
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home  for  the  night.  A three-day  course  of  treatment 
is  the  rule. 

The  successful  carrying  out  of  this  method  is 
essentially  dependent  upon  chemotherapy.  Under 
the  previous  system  phenothiazines  were  used 
as  a tranquilizing  agent.  When  chlordiazepoxide 
(Librium®)  was  introduced,  a year's  trial  showed 
highly  satisfactory  results  in  quickly  and  effectually 
reducing  the  withdrawal  symptoms,  without 
untoward  side  effects.  The  staff  in  charge  of  the 
Dry-Out  Unit  were  strongly  in  favor  of  continuing 
chlordiazepoxide  as  the  drug  of  choice.  In  common 
with  other  investigators5-7  the  authors  feel  that  this 
compound  has  a special  value  in  making  the  with- 
drawal crisis  safe  and  tolerable  to  the  patient,  so 
that  often  he  is  willing  to  continue  contact  with  the 
clinic  and  receive  constructive  help. 
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Cricothyroid  functure  bronchography  was 
originally  described  by  Sicard  and  Forestier11 
in  France  in  1922.  Since  then  the  procedure  has 
been  used  widely  in  continental  Europe  and  Eng- 
land. In  the  United  States  this  procedure  has  not 
gained  popularity  and  is  only  used  in  a few  centers. 

A review  of  the  American  literature  of  recent 
years  disclosed  only  a few  articles  dealing  with  this 
method.  Beck  and  Hobbs1  in  1958  described  the 
technique  whereby  a 16  gauge  needle  was  inserted 
directly  into  the  trachea.  For  topical  anesthesia, 
they  used  1 per  cent  Cyclaine.®  Dionosil®  was  the 
contrast  medium  employed.  No  details  were  given 
in  regard  to  the  number  of  cases  or  complications, 
but  they  indicated  that  the  results  were  satisfactory. 

In  1959  Willson12  described  the  same  technique, 
using  a polyethylene  catheter  threaded  through  a 
16  gauge  needle,  and  indicated  the  advantage  of 
using  this  flexible  catheter  instead  of  a rigid  needle. 
He  used  1 per  cent  Xylocaine®  for  anesthesia  and 
Dionosil®  as  a contrast  medium.  He  reported  25 
cases  with  no  significant  complications. 

Reams  and  Bosniak10  in  1960  reported  19  cases 
with  two  minor  complications.  They  used  a 16 
gauge  needle,  1 per  cent  Cyclaine®  for  anesthesia, 
and  Dionosil®  as  a contrast  medium. 

In  1961  Hemley6  advocated  the  use  of  a 16  gauge 
needle,  and  saw  no  real  advantage  in  using  the 
polyethylene  catheter.  The  anesthesia  employed 
was  Pontocaine.®  He  presented  a series  of  85  cases, 
with  only  four  minor  complications. 

In  1961,  Ewing4  described  the  use  of  a percu- 
taneous catheter,  with  1 per  cent  Xylocaine®  for 
anesthesia  and  Dionosil®  as  a contrast  medium. 
No  description  of  cases  was  given. 

*From  the  Department  of  Surgery,  National  Jewish  Hos- 
pital, Denver,  Colorado. 


Method 

Between  July  1.  1961  and  June  15,  1963,  we  have 
done  the  following  bronchoscopies  and  broncho- 


graphic  procedures : 

Bronchoscopy  132 

Bronchoscopy  and  Bronchogram 82 

Bronchogram  26 


Preparation  of  the  Patient 

Our  patients  are  given  Seconal®  or  Nembutal,® 
1.5  hours  prior  to  the  procedure,  with  Demerol,® 
scopolamine,  or  atropine  about  45  minutes  before. 
The  dose  of  these  drugs  is  given  according  to  the 
sex,  size,  and  age  of  the  patient  in  an  attempt  to 
avoid  under  or  oversedation. 

For  bronchoscopies,  the  base  of  the  tongue,  pyri- 
form fossae,  soft  palate,  pharynx,  and  epiglottis  are 
sprayed  with  5 per  cent  Cyclaine®  until  adequate 
topical  anesthesia  is  obtained  and  the  gag  reflex 
abolished.  Then,  Cyclaine®  is  instilled  into  the 
larynx  and  trachea,  as  seen  through  a laryngeal 
mirror.  This  bothersome  procedure  is  not  neces- 
sary when  cricothyroid  puncture  bronchogram  is 
done. 

When  a bronchogram  is  to  follow  a broncho- 
scopy, a No.  14  French  catheter  is  passed  through 
the  bronchoscope  and  left  in  the  trachea  while  the 
scope  is  withdrawn.  The  contrast  medium  is 
injected  through  the  catheter  and  the  films  are 
taken. 

Whenever  a bronchogram  was  done  without  a 
preceding  bronchoscopy,  the  same  method  of  anes- 
thesia was  employed.  A No.  14  French  catheter  was 
passed  transglottically  into  the  trachea  with  the 
help  of  a laryngeal  mirror  and  a stylet.  Recently, 
we  have  used  exclusively  cricothyroid  puncture 
bronchography  when  a bronchogram  is  done  alone, 
or  when  the  endotracheal  catheter  has  been  coughed 
out  after  a bronchoscopy. 

Description  of  Cricothyroid  Bronchography 

The  patient  is  placed  on  the  x-ray  table  with  his 
head  tilted  up  20°.  A pillow  is  placed  under  the 
neck  and  shoulders  to  obtain  optimal  hyperexten- 
sion of  the  head.  In  this  position,  one  can  easily  feel 
the  lower  border  of  the  thyroid  and  the  upper  bor- 
der of  the  cricoid  cartilages,  as  well  as  the  depres- 
sion between  them,  which  corresponds  to  the 
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cricothyroid  membrane.  After  cleansing  the  neck, 
the  skin  is  anesthetized  with  1 ml.  of  1 per  cent 
Xylocaine,®  with  a 25  gauge  needle  and  a 5 ml. 
syringe.  The  same  needle  is  pushed  through  the 
cricothyroid  membrane  into  the  trachea  and  1 ml. 
of  Xylocaine®  is  injected.  Usually  the  patient 
coughs  a few  times  immediately,  and  little  cough  is 
observed  later  on. 

As  advocated  by  Ewing,4  a 14  gauge  Bardic® 
Deseret  Intracatheter*  is  used  to  cannulate  the 
trachea.  The  needle  is  inserted  through  the  anes- 
thetized skin  and  gently  pushed  until  the  cricothy- 
roid membrane  is  pierced ; then,  following  the 
directions  accompanying  the  package,  the  intra- 
catheter is  advanced  through  the  needle  into  the 
trachea  to  the  desired  position.  The  needle  is  then 
pulled  back  to  the  end  of  the  catheter,  which  is 
secured  to  the  skin  with  a piece  of  tape.  The  syringe 
is  attached  to  the  needle  and  4 ml.  of  Xylocaine® 
are  injected  into  the  trachea,  and  the  patient  is 
positioned  accordingly  to  obtain  adequate  anes- 
thesia. If  necessary,  another  2 ml.  of  Xylocaine® 
may  be  injected. 

The  pillow  is  removed,  and  the  patient  is  allowed 
to  lie  comfortably.  The  contrast  material  is  injected 
until  the  desired  bronchial  segments  are  filled,  using 
the  standard  maneuvers  for  bronchial  filling. 
Hytrast®f  is  water  soluble,  absorbs  easily,  and 
adheres  to  the  bronchial  mucosa,  providing  good 
coating  without  considerable  alveolar  filling.  We 
have  found  it  an  excellent  contrast  medium.  After 
the  procedure  is  finished,  the  catheter  is  removed 
*C.  R.  Bard,  Inc.,  Murray  Hill,  N.  J. 
fE.  Fougera  and  Co.,  Inc.,  Hicksville,  L.  I.,  New  York. 


and  the  patient  allowed  to  cough.  A needle  puncture 
is  the  only  remaining  evidence  of  this  simple 
procedure. 

Material 

Since  December  1962,  we  have  used  cricothyroid 
bronchography  in  20  cases.  In  15  of  them,  no  bron- 
choscopy was  done.  Bronchography  was  preceded 
by  bronchoscopy  in  five  patients,  who  coughed  out 
the  transglottic  catheter  while  being  transferred 
from  the  bronchoscopy  room  to  the  x-ray  depart- 
ment. 

In  the  first  five  cases,  5 per  cent  Cyclaine®  was 
the  anesthetic  used.  One  of  these  experienced  a 
toxic  reaction  manifested  by  convulsions  in  spite 
of  the  fact  that  only  7 ml.  were  used.  This  was  con- 
trolled with  intravenous  seconal. 

In  the  last  15  cases,  we  have  used  1 per  cent 
Xylocaine,®  employing  between  5 and  8 ml.  in 
every  case,  without  reaction. 

Complications 

Several  isolated  cases  of  complications  following 
this  technique  have  been  reported.  Koehler7  re- 
ported a case  of  fatal  mediastinal  emphysema  with 
air  embolism.  Olmer9  reported  a case  of  transitory 
air  embolism.  Leraux  and  Bonchett8  reported  a 
case  of  fatal  anaerobic  cellulitis.  Guy5  reported 
breaking  off  of  the  needle  in  the  trachea. 

Other  possible  complications3  are  danger  of  in- 
serting the  needle  into  a nerve  or  blood  vessel ; 
subcutaneous  or  mediastinal  emphysema ; hemop- 
tysis, neck  pain,  hoarseness ; dysphagia ; perfora- 
tion of  posterior  wall  of  trachea  and  esophagus ; 


FIG.  I — Materials  Employed 
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and  extravasation  of  opaque  material  with  abscess 
formation.  However,  in  a review  of  the  recent 
American  literature,  we  found  only  six  reported 
minor  complications  in  129  cases. 

In  our  cases,  we  found  no  significant  complica- 
tions. About  one-third  of  the  patients  complained 
of  minimal  soreness  of  the  neck  ; one  patient  devel- 
oped a slight  cellulitis  of  the  skin  in  the  area  of  the 


FIG.  II  — Technique: 


A.  Localization  of  depression  above  cricoid  cartilage 


B.  Injection  of  local  anesthetic 


needle  puncture,  which  disappeared  in  two  days  and 
required  no  treatment.  One  patient  developed  an 
asymptomatic  subcutaneous  emphysema  of  the  neck 
which  cleared  in  one  day. 

Discussion 

The  time  required  to  do  this  procedure  is  ten  to 
fifteen  minutes.  We  have  not  encountered  any  tech- 
nical difficulties  so  far.  and  feel  that  this  simple 
technique  can  be  mastered  easily.  Its  most  impor- 
tant assets  are  the  relative  lack  of  discomfort  ex- 
perienced by  the  patient  and  the  quality  of  the 
bronchograms  obtained.  The  fact  that  the  patient 
does  not  have  a sore  throat,  has  little  cough,  is  able 
to  talk,  and  has  minimal  apprehension  has  a great 
deal  to  do  with  the  quality  of  the  bronchograms. 

Having  used  the  transglottic  catheterization  and 
the  cricothyroid  puncture,  we  can  not  pass  the 
opportunity  to  make  an  attempt  to  compare  both 
techniques : 

Time:  The  transglottic  technique  requires  about 
30  to  45  minutes,  as  compared  to  10  to  15  minutes 
for  cricothyroid  puncture. 

Skill  Required:  Even  in  experienced  hands,  the 
transglottic  method  may  prove  to  be  quite  difficult 
because  of  swallowing,  gagging,  and  poor  coopera- 
tion. On  the  other  hand,  the  puncture  technique  can 
be  mastered  soon  by  any  intelligent  physician,  and 
can  be  used  even  in  apprehensive  patients  with  sat- 
isfactory results. 

Patient’s  Discomfort : After  seeing,  only  too  fre- 
quently, a frightened  patient,  gagging,  coughing, 
and  salivating  profusely  while  his  throat  is  being 
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D.  Injection  of  contrast  material 

sprayed  with  the  local  anesthetic,  one  is  easily  im- 
pressed by  the  relatively  little  discomfort  produced 
by  the  puncture  technique. 

Amount  of  Anesthetic : In  the  transglottic  tech- 
nique, we  used  an  average  of  15  to  18  ml.  of  local 
anesthetic.  With  the  puncture  method,  only  a third 
of  this  amount  is  needed,  thereby  minimizing  the 
possibilities  of  reaction. 

Quality  of  Bronchogram : Sometimes  the  trans- 
glottic catheter  is  well  tolerated,  but  often,  espe- 
cially if  the  laryngeal  anesthesia  is  wearing  off,  the 
sliding  motion  of  the  catheter  will  produce  bother- 
some bouts  of  cough  which  may  result  in  the  cough- 
ing out  of  the  catheter,  or  in  poor  bronchograms. 
The  degree  of  coughing  found  in  the  puncture  tech- 
nique cases  has  not  been  significant  and  has  not 
interferred  with  obtaining  good  bronchograms. 
Three  bronchograms  performed  by  this  technique 
were  considered  fair ; the  rest  were  either  good  or 
excellent. 

Complications : The  majority  of  patients  studied 
by  the  transglottic  approach  complained  of  consid- 
erable sore  throat,  cough,  and  hoarseness  for  24  to 
48  hours.  In  our  series,  a third  of  the  patients  com- 
plained only  of  mild  soreness  of  the  neck.  We  en- 
countered only  two  minor  complications. 

It  is  our  opinion  based  on  our  experience  that 
the  technique  under  discussion  is  quite  safe ; and 
that  gentleness,  caution,  and  experience  with  the 
procedure  will  minimize  the  incidence  of  both  major 
and  minor  complications. 

Summary  and  Conclusions 

A cricothyroid  puncture  technique  was  used  for 
bronchography  in  20  cases  with  only  two  minor 
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complications.  A review  of  the  recent  American 
literature  revealed  129  reported  cases  with  six 
minor  complications.  The  technique  has  been  de- 
scribed in  detail,  using  a transtracheal  intracatheter. 
1 per  cent  Xylocaine®  for  anesthesia,  and  Hvtrast® 
as  a contrast  medium. 

A comparison  of  the  transglottic  and  cricothyroid 
puncture  techniques  is  presented.  The  technique 
described  appears  to  be  simple,  efficient,  time- 
saving, and  well-tolerated.  Since  this  technique  has 
not  been  fully  accepted  in  the  United  States,  it  is 
our  hope  that  this  report  will  encourage  a wider 
trial  of  the  procedure. 

200  Hope  Street 
Providence  6,  R.I. 
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FIG.  Ill  — Cricothyroid  Puncture  Bronchograms: 


A.  M.E.,  Normal  bronchogram 


B.  H.B.,  Chronic  bronchitis,  bronchial  asthma 


C.  M.G.,  Tuberculous  stenosis,  main  left  stem  bronchus 


D.  R.V.,  Left  upper  lobe  bronchial  stump  after  left  upper 
lobectomy  and  thoracoplasty 
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EXPERIENCES  WITH  THE  USE  OF  BUCLAMASE 
IN  ACCIDENTAL  TRAUMA 

A.  A.  Savastano,  m.d. 


The  Author.  Orthopedic  Surgeon,  Department  of 
Athletics,  University  of  Rhode  Island;  Chairman, 
Committee  on  the  Medical  Aspects  of  Sports,  Rhode 
Island  Medical  Society. 


In  connection  with  my  work  in  the  Department 
of  Athletics  at  the  University  of  Rhode  Island 
I treat  many  injuries  sustained  by  athletes  in  the 
various  sports.  I also  have  occasional  opportunity 
to  treat  high  school  football  players  injured  during 
the  playing  season.  Since  most  of  these  injuries  are 
sprains,  strains,  bruises,  and  hematomas,  a large 
percentage  of  these  patients  may  be  returned  to 
competition  reasonably  early.  This  can  he  done  if 
the  examining  physician  will  assume  that  swelling 
and  ecchymosis  which  may  not  be  present  at  the 
time  of  his  original  examination  will  develop,  and, 
immediate,  appropriate  steps  are  taken  to  control 
the  swelling  and  ecchymosis.  The  time-honored 
methods  of  compression,  ice  applications,  and  ele- 
vation, followed  by  heat,  are  not  enough,  as  many 
cases  remain  markedly  swollen  and  discolored  for 
long  periods  of  time  in  spite  of  this  treatment. 

During  the  1962-1963  fall  and  winter  high  school 
and  college  athletic  season  every  injured  athlete 
who  came  under  my  care  because  of  sprains,  strains, 
fractures,  contusions,  or  hematoma  was  placed  on 
Buclamase®  therapy  as  an  adjunct  to  the  other 
accepted  forms  of  therapy.  Buclamase®  is  an  anti- 
inflammatory enzyme  which  is  described  by  its 
manufacturers  as  “a  concentrated  form  of  alpha 
amylase  produced  by  a strain  of  non-pathogenic 
bacteria.  The  previously  recognized  activity  of  this 
enzyme  is  depolymerization  of  starches  and  poly- 
saccharides. Buclamase®  represents  the  first  use  of 
this  or  any  other  carbohydrase  to  control  inflamma- 
tion, edema  and  pain.” 

Buclamase®  was  selected  for  use  in  a consecutive 
series  of  cases  because  of  its  purported  effective- 
ness, rapidity  of  action,  and  absence  of  side  effects. 
These  properties  had  been  noted  in  a few  cases  in 
which  I had  previously  used  it. 

Since  Buclamase®  is  administered  by  the  buccal 
route  the  active  enzyme  can  be  expected  to  be 
released  immediately  in  contrast  to  the  enteric- 
coated  oral  tablets  which  take  longer  to  release  the 
effective  enzyme. 


Buclamase®  has  been  standardized  in  Rystan® 
units.  '‘One  unit  of  amylolytic  activity  is  that 
amount  which,  under  the  condition  specified  in  the 
method  of  assay,  will  reduce  100  meg.  of  the  soluble 
starch  substrate  to  the  achromatic  point  in  10  min- 
utes at  38  degrees  centigrade.” 

The  observations  herein  reported  include  the  use 
of  Buclamase®  in  11  cases  of  ankle  sprains,  15  cases 
of  hemarthrosis  of  the  knee  joint,  22  cases  of  bruises 
with  ecchymosis  occurring  in  the  thigh,  arm,  back, 
and  pelvic  area  and  one  large  hematoma  of  the 
thigh.  The  dosage  of  Buclamase®  used  consisted  of 
two  tablets  four  times  daily  for  three  to  five  days 
and  then  one  tablet  four  times  daily  until  the  major 
portion  of  the  swelling,  ecchymosis,  and  pain  had 
largely  subsided.  The  average  patient  received 
Buclamase®  for  seven  to  fourteen  days. 

Buclamase®  was  used  as  an  adjunct  to  other 
appropriate  therapeutic  measures.  These  included 
immobilization  in  the  case  of  fractures,  compres- 
sion, medication  for  pain,  immediate  ice  applica- 
tions, and  subsequent  hydrotherapy  whenever  pos- 
sible. Swelling  or  ecchymosis  began  to  disappear  on 
the  third  day,  with  complete  disappearance  by  the 
seventh  to  the  tenth  day  in  most  cases.  In  contrast, 
it  took  about  twice  as  long  for  the  swelling  and 
ecchymosis  to  disappear  in  cases  not  receiving  en- 
zyme treatment. 

Of  particular  interest  was  a case  of  a large  hema- 
toma of  the  thigh  occurring  in  a football  player.  In 
this  case  I am  convinced  that  if  the  anti-inflamma- 
tory enzyme  had  not  been  used,  an  extensive  myosi- 
tis ossificans  would  have  developed.  The  hematoma 
was  aspirated  three  times  at  one  week  intervals.  At 
the  first  aspiration  95  ml.  of  whole  blood  was 
obtained.  On  the  second  occasion  about  60  ml.  of  a 
watery  fluid  with  a slightly  bloody  tinge,  and  at  a 
third  aspiration  20  ml.  of  thin  watery  fluid  were 
obtained.  The  patient  was  given  eight  tablets  of 
Buclamase®  daily  during  the  first  week  and  four 
tablets  daily  for  two  succeeding  weeks.  X-ray 
studies  four  months  after  the  injury  revealed  no 
evidence  of  calcification  of  the  soft  tissues,  and 
clinical  examination  revealed  no  swelling  and  no 
tenderness. 

Characterized  by  rapidity  of  action  and  absence  of 
side  effects,  Buclamase®  appears  to  play  a substan- 
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GASTRIC  ACIDITY  AND  A NEAR  MISS 


At  the  recent  Annual  Meeting  of  the 
- American  Medical  Association  in  Atlantic  City, 
Doctor  Lester  R.  Dragstedt  of  Gainesville,  Florida, 
research  professor  of  surgery  at  the  University  of 
Florida  School  of  Medicine,  and  formerly  professor 
of  surgery  at  the  University  of  Chicago,  was 
awarded  the  A.M.A.  1963  Distinguished  Service 
Award  for  his  achievements  in  the  fields  of  educa- 
tion, research,  and  clinical  surgery.  A pioneer 
among  that  peculiarly  American  breed  of  surgical 
physiologists  who  have  contributed  so  much  to  the 
understanding  of  human  physiology,  he  well  de- 
serves this  token  of  recognition. 

As  early  as  1917  Dragstedt  suggested  the  prob- 
able relationship  between  gastric  acidity  and  peptic 
ulceration.  Aware  that  the  cephalic  phase  of  gastric 
acid  secretion  was  mediated  through  the  vagus 
nerves  he  introduced  vagotomy  for  peptic  duodenal 
ulceration  in  1943,  and  that  year  reported  his  first 
two  cases.  In  1945  he  combined  vagotomy  with 
gastroenterostomy. 

Without  detracting  from  the  importance  of  this 
contribution,  the  story  of  a near-miss  by  another 
group  of  workers  in  the  vineyard  of  peptic  ulcer 
may  be  of  interest.  In  1929  Eugene  Klein,  working 
at  the  Mount  Sinai  Hospital  in  Xew  York  City, 
observed  that  there  are  four  phases  of  gastric 
secretion:  1.  Primary  or  cephalic  phase  mediated 
over  the  vagus  nerves.  This  secretion  “ceases  if 
these  are  severed.”  2.  Secondary  or  gastric  phase. 
3.  Intestinal  phase,  occurring  three  to  four  hours 
after  food.  4.  Continuous  phase,  having  no  apparent 
stimulus,  but  possibly  also  mediated  over  the  vagi. 
“The  primary  phase,”  he  wrote,  “undoubtedly  acts 
over  the  vagus  nerve,  and  it  seems  likely  that  the 
continuous  secretion  results  from  stimuli  coming 


down  the  same  pathway.  Section  of  the  vagi,  there- 
fore, would  have  eliminated  the  primary  and  per- 
haps the  continuous  secretion.  A very  large  number 
of  observations  have  shown  that  experimental  sec- 
tion of  both  vagus  trunks  at  the  level  of  the  cardia 
is  not  followed  by  any  permanent  ill  effects.”  Hav- 
ing marched  up  the  hill,  he  then  marched  half-way 
down.  “It  was  deemed  safer,  however,  ...  to  section 
only  the  left  vagus  in  man.”  Suggesting  that  vagot- 
omy could  be  used  in  conj  unction  with  gastrectomy 
(then  still  a controversial  procedure  for  duodenal 
ulcer  ),  he  concluded  (also  in  his  1929  report ) : 
“The  operation  has  now  been  done  eight  times  by 
Dr.  A.  A.  Berg.  The  trunk  of  the  left  vagus  is  sec- 
tioned near  the  cardia.  The  procedure  is  not  difficult 
and  adds  only  a few  minutes  to  the  procedure.”  The 
cases  selected  had  a high  acidity,  and  gastric  ana- 
cidity  was  obtained  in  each  case.  By  1938  Berg  and 
Winklestein  had  extended  the  observation  to  34 
cases,  with  achlorhydria  resulting  in  practically  all 
cases,  and  freedom  from  recurrences.  In  1937  the 
same  group  reported  two  cases  of  left  subphrenic 
vagotomy  in  conjunction  with  gastroenterostomv 
for  pyloric  obstruction.  Both  patients  (operated 
upon  respectively  by  S.  Hirshfeld  and  Percy 
Klingenstein)  had  strikingly  good  clinical  courses. 
Klingenstein  et  al.,  writing  of  bilateral  vagotomy 
and  partial  resection  in  1951,  recalled  these  earlier 
experiences  and  concluded : “In  the  light  of  our 
present  knowledge  it  is  questionable  whether  these 
favorable  results  were  more  than  coincidental,  but 
much  credit  should  be  given  these  workers  for 
attempting  to  eliminate  the  neurogenic  factor  in 
gastric  secretion."  They  came  within  a vagus  of 
winning. 


A SCIENTIST  LOOKS  AT  MEDICINE 


TTveryone  who  is  involved  in  the  practice  or 
" teaching  of  medicine  is  aware  of  the  ever- 
expanding  and  infinitely  detailed  base  of  scientific 
knowledge  on  which  modern  medical  diagnosis  and 
treatment  must  rest.  To  keep  in  close  touch  with 


the  advances  on  all  fronts  is  out  of  the  question  for 
the  physician,  whose  daily  duties  of  necessity  cause 
a limitation  of  his  time  for  conferences,  reading, 
and  study.  However,  in  order  for  him  to  have  a 
clear  understanding  of  medical  progress  in  the 
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various  fields  in  which  his  interest  and  his  activi- 
ties lie,  he  must  have  a relatively  clear  idea  of  what 
is  going  on,  so  that,  as  new  scientific  information  is 
obtained,  he  can  make  the  alterations  and  improve- 
ments in  his  care  of  patients  that  should  result.  To 
aid  him  in  an  awareness  of  scientific  advance  in  its 
relation  to  medicine  he  needs  from  time  to  time  a 
broad  authoritative  survey  of  what  has  developed 
in  the  various  fields  that  are  basic  to  a real  under- 
standing of  medical  progress.  An  excellent  example 
of  such  a survey  is  an  article  in  the  Journal  of  the 
American  Medical  Association  (issue  of  August  3, 
1963)  by  a distinguished  Rhode  Island  scientist, 
Dr.  J.  Walter  Wilson,  who  has  been  for  years 
Professor  of  Biology  and  chairman  of  that  depart- 
ment in  Brown  University.  This  was  presented  at 
the  59th  annual  Congress  on  Medical  Education  at 
Chicago,  February  4,  1963. 

Dr.  Wilson  begins  his  discussion  with  math- 
ematics in  relation  to  medicine.  He  cites  statistics 
and  the  computer  as  the  two  tools  most  useful  to 
the  medical  scientist,  that  have  resulted  from  math- 
ematical studies.  He  points  out  that  to  the  medical 
scientist  a detailed  knowledge  of  neither  of  these  is 
essential,  but  rather  an  awareness  of  their  value  in 
completing  the  testing  and  recording  of  the  cre- 
ative work  that  he  has  done. 

His  discussion  of  the  physical  sciences,  physics 
and  chemistry,  and  their  relationship,  basic  to 
modern  medicine,  has  been  a development  of  many 
years ; and  at  the  present  time  its  continued  prog- 

THE  COMPUTER 

Reference  is  made  in  the  previous  editorial  to 
- Professor  J.  Walter  Wilson’s  comments  on  the 
future  of  the  computer  in  medicine.  “As  for  the 
computer,’’  he  said,  “it  is  an  impressively  bewilder- 
ing pile  of  equipment  to  anyone  except  an  expert  in 
computers.  I suspect  it  is  to  many  of  them  . . . and 
I suspect  further  that  a great  many  professional 
mathematicians  would  rather  not  be  expected  to 
explain  one.”  He  felt  that  the  “medical  scientist  no 
more  needs  to  understand  the  mathematics  of  the 
computer  than  he  does  the  physical  optics  of  an 
apochromatic  lens  in  his  microscope  or  the  elec- 
tronics of  his  electron  microscope.”  He  should, 
however,  know  the  difference  between  a digital  and 
analog  computer,  and  he  should  be  prepared  to 
consult  with  and  seek  help  from  computer  experts 
where  indicated. 

In  this  connection  a paper  by  Maloney,  et  ah,  on 
the  Analysis  of  Chemical  Constituents  of  Blood  by 
Digital  Computer  ( Surgery , July,  1963),  read 
before  the  Twenty-fourth  Annual  Meeting  of  the 
Society  of  University  Surgeons,  commands  atten- 
tion. This  is  a report  of  a study  carried  out  jointly 
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ress  involves  biological  and  medical  school  labora- 
tories throughout  the  world.  He  stresses  the  revo- 
lution in  biochemistry,  or  chemical  physiology  as 
he  calls  it,  since  the  introduction  of  radio-isotopes 
25  years  ago.  In  addition  many  basic  new  concepts 
are  discussed  of  which  the  physician  must  he  aware 
and  knowledge  of  which  is  increasing  as  the  result 
of  study  in  the  laboratories  of  universities,  medical 
schools  and  hospitals. 

Genetics  and  modern  psychology  receive  careful 
attention.  In  addition  he  has  given  a great  deal  of 
space  to  anthropology,  pointing  out  the  importance 
of  environmental  adaptation  in  human  evolution. 
Other  topics  such  as  various  aspects  of  “cell  biology" 
which  can  he  classified  as  belonging  in  several  fields 
are  discussed,  and  the  subject  of  chromosomal 
aberrations  receives  special  attention. 

Professor  Wilson  in  conclusion  voices  the  opin- 
ion that  medical  educators  should  strive  to  produce 
men  “thoroughly  aware  of  the  many  and  various 
intellectual  resources  of  the  day  . . . their  possibili- 
ties and  limitations  in  application.”  His  article 
affords  an  excellent  bird’s  eye  view  of  the  whole 
field  of  scientific  progress  on  which  medical  prog- 
ress must  depend.  Rhode  Islanders  may  well  be 
proud  that  a distinguished  citizen  of  our  State  has 
been  selected  to  present  a general  view  of  scientific 
advance  at  the  major  annual  educational  conference 
of  the  medical  profession  of  the  country  and  that  he 
has  done  it  with  such  competence. 

IN  MEDICINE 

by  a group  at  the  University  of  California  Medical 
Center  and  the  Rand  Corporation  of  Santa  Monica. 
The  Rand  Corporation  is  a non-profit  corporation 
principally  concerned  with  research  and  develop- 
ment for  the  United  States  Air  Force  and  the  office 
of  the  Secretary  of  Defense. 

“The  Sum  of  Medical  Knowledge,”  says  the 
report,  “has  become  so  vast  that  the  human  mind 
can  no  longer  comprehend  the  complexities  of  the 
whole  body  system.  The  physician  has  resorted  to 
specialization  to  solve  the  problem ; the  physical 
scientist  has  resorted  to  mathematics  and  high 
speed  digital  computers.  Computers  are  particularly 
helpful  in  the  handling  of  systems  with  multiple 
variables.  Since  there  is  no  machine  or  system  with 
as  many  variables  as  the  human  body,  computers 
could  be  expected  to  be  especially  applicable  to  the 
problems  of  medicine.  Despite  the  availability  of 
computer  science  for  the  past  10  to  15  years,  there 
has  been  little  application  of  digital  computer 
technology  to  the  analysis  of  complex  biochemical 
systems.  This  study  undertook  to  apply  a digital 
computer  to  the  analysis  of  the  clinical  constituents 
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of  blood." 

Computers  may  commonly  be  used  for  four  types 
of  operation  : 1 . Data  sorting , such  as  may  be  done 
in  a hospital  medical  records  library;  2.  Data 
retrieval,  as  for  example  the  automatic  calculation 
of  telephone  bills  ; 3.  Computation,  such  as  the  chi 
square  determination  in  medical  statistics ; and 
4.  Simulation,  as  for  example  the  mathematical 
representation  of  a biological  system  in  which  there 
is  a flow  of  ions  and  water  from  one  compartment 
to  another.  The  report  in  question  dealt  with  the 
latter  application,  the  most  sophisticated  of  the 
four.  Its  authors,  furthermore,  predicted  that  “the 
simulation  of  complex  biological  systems  offers  the 
greatest  promise  of  the  application  of  computers  to 
medicine.”  This  type  of  operation  can  be  thought  of 
as  analogous  to  the  prediction  of  the  performance  of 
an  aircraft  under  varying  flight  conditions,  or  the 
course  of  a missile  under  changing  circumstances 
of  speed,  thrust,  or  load. 

Recent  developments  in  computer  programming 
methods  for  chemical  phenomena  in  industry  have 
facilitated  application  of  mathematical  methods  to 
biological  systems. 

The  first  product  of  these  programming  methods 
was  a computer  model  of  the  human  external 
respiratory  system.  The  present  report  deals  with 
the  use  of  the  technique  in  the  analysis  of  the  intra- 
cellular and  extracellular  constituents  of  the  blood, 
as  applied  to  surgical  problems. 

Variations  in  the  electrolyte  and  gaseous  con- 
stituents of  alveolar  gas,  plasma,  and  red  cells  can 
be  predicted  under  any  set  of  experimental  condi- 
tions. The  model  under  discussion  can  be  applied 
to  problems  of  acid-base  balance,  to  the  effects  of 
hypothermia,  to  clinical  respiratory  problems,  to 


research,  to  teaching,  and  to  the  validation  of 
reports  in  the  literature.  Changes  in  some  56  dif- 
ferent constituents  of  plasma,  erythrocytes,  and 
alveolar  gas  have  been  determined  by  the  model 
when  subjected  to  various  stresses.  Among  these 
have  been  alkalosis,  hypothermia,  respiratory  acid- 
base  problems,  saline  solution  infusion,  hyperbaric 
oxygenation,  and  metabolic  acidosis. 

Although  the  computer  used  has  an  initial  cost 
of  $2,000,000,  a complete  blood  analysis  can  be 
done  for  $10,  against  the  cost  of  determining  serum 
chloride,  sodium,  potassium,  and  carbon  dioxide 
combining  power  by  conventional  methods.  “The 
lack  of  computer  facilities,”  says  the  report,  “will 
not  prevent  hospitals  and  medical  centers  from 
using  the  techniques  described.  At  the  present  time, 
data  transmission  systems  are  available  through 
standard  telephone  services  which  permit  inter- 
communication between  machines.”  A long  dis- 
tance phone  call  could  transmit  the  data  on  all 
patients  in  the  hospital  to  a digital  computer  center, 
where  it  could  be  analyzed  in  a few  minutes,  re- 
turned to  the  hospital,  and  recorded  directly  on 
paper  — all  at  superphonic  speed  in  machine  lan- 
guage. Additional  advantages  indicated  are  the 
saving  of  human  energy,  avoidance  of  laboratory 
error,  and  the  possibility  “of  exploring  biochemical 
frontiers  for  which  no  satisfactory  method  of  lab- 
oratory analysis  exists.” 

The  following  sweeping  conclusion  of  the  authors 
reveals  exciting  new  directions  for  the  medical 
investigator : “The  application  of  modern  high- 
speed digital  computer  techniques  to  medicine 
opens  a whole  new  era  of  clinical  research  and 
treatment.” 


SALK  AND  SABIN 


No  one  will  deny  the  great  importance  of  the 
advent  of  Salk  polio  vaccine  in  1955.  Xor  will 
anyone  deny  its  effectiveness  during  the  years  it  has 
been  in  use.  The  decreasing  incidence  of  polio- 
myelitis since  the  general  availability  of  the  Salk 
vaccine  is  indeed  striking.  There  is  no  question  that 
the  effectiveness  of  the  Salk  vaccine  is  somewhere 
between  eighty-five  and  ninety  per  cent  with  four 
injections  properly  timed. 

That  poliomyelitis  has  not  been  eliminated  is  dis- 
appointing. One  of  the  major  factors  in  this  failure 
is  public  indifference.  Other  changes  in  the  epidemi- 
ology of  poliomyelitis  are  evident.  There  are  more 
sharply  localized  outbreaks  in  epidemic  areas  and 
a greater  incidence  among  these  populations  than 
was  previously  reported.  The  question  of  “herd 
immunity”  arises  in  regard  to  the  Salk  vaccine.  By 
“herd  immunity”  is  meant  the  secondary  reduction 


of  the  spread  of  the  pathogenic  agent,  and  therefore 
reduction  of  the  incidence  of  a disease,  resulting 
from  artificial  immunization  of  a portion  of  the 
population.  It  is  doubtful  whether  the  immunity 
from  the  paralytic  consequences  of  poliomyelitis 
infection  resulting  from  the  Salk  vaccine  will  reduce 
intestinal  infection  with  the  viruses  and  thus  lower 
the  spread  of  the  virus  through  the  community  with 
resulting  protection  of  non-immunized  individuals. 

With  the  development  of  the  live-virus  polio 
vaccine  for  oral  administration,  the  protective  level 
of  the  entire  community  as  well  as  of  the  vaccinated 
individual  was  advanced.  Despite  much  controversy, 
the  oral  polio  vaccine  has  shown  a remarkable  suc- 
cess in  lowering  the  incidence  of  poliomyelitis  in 
the  regions  where  it  has  been  used  extensively. 
Further,  the  oral  vaccine  has  ease  of  administration, 
low  cost,  and  a remarkable  ability  to  halt  an  incipi- 

continued  on  next  page 
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ent  or  full-blown  epidemic  when  given  to  the  com- 
munity on  a mass  immunization  program  basis.  The 
oral  polio  vaccine  protects  the  community  as  well 
as  the  individual  actively  immunized  against  polio- 
myelitis. An  important  problem  concerning  the  live 
virus  vaccine  is  whether  the  virus  may  mutate  and 
become  virulent,  and  so  spread  paralytic  disease  in 
a community,  thus  starting  an  epidemic.  While  the 
possibility  exists,  it  has  not  occurred  in  several 
years  of  extensive  studies  with  the  vaccine  and  with 
millions  of  vaccinated  people  in  many  countries  and 
on  both  sides  of  the  Iron  Curtain. 

Recently  an  oral  polio  vaccine  capable  of  simul- 
taneously conferring  immunity  to  all  three  types  of 
polio  with  only  two  doses  has  become  available. 
This  new  vaccine,  we  predict,  is  yet  another  step 
forward  in  the  refinement  of  the  polio  vaccine 
toward  the  ultimate  goal  of  complete  eradication  of 
poliomyelitis.  The  live  oral  trivalent  vaccine,  con- 
taining Sabin  strains  types  1,  2,  and  3,  is  given  as  a 
full  series  of  two  doses  eight  weeks  apart,  achieving 

MEASLES 

Tif easles  is  an  acute  communicable  disease 
occurring  largely  in  childhood.  Ninety  per  cent 
of  children  will  at  some  time  in  their  development 
have  clinical  evidence  of  measles,  mostly  in  the  age 
group  of  two  to  six  years.  Each  year  four  to  five 
million  children  in  this  country  suffer  from  an 
attack  of  measles,  and  each  year  one-tenth  of  one 
per  cent,  or  one  case  in  every  one  thousand,  will  die. 
Even  more  shocking  is  the  higher  percentage  of 
children  with  measles  who  are  left  with  sequelae  in 
the  form  of  brain  damage  and  hearing  loss. 

In  1958  the  laboratory  of  Doctor  John  Enders  at 
Harvard  began  testing  a new  measles  vaccine,  hop- 
ing to  produce  in  the  vaccinated  either  complete 
protection  from  measles  or  a modified  protection 
that  would  lower  both  mortality  and  morbidity. 

For  the  past  five  years  two  types  of  measles  vac- 
cine have  been  investigated.  On  February  25,  1963, 
an  Advisory  Committee  to  the  Surgeon  General  of 
the  United  States  Public  Health  Service  met  in 
Washington,  D.  C.,  to  make  available  to  the  health 
professions  the  latest  scientific  information  regard- 
ing the  two  measles  vaccines : The  inactivated 
measles  virus  vaccine,  and  the  live  measles  vaccine. 

Live  attenuated  measles  virus  vaccine  is  given  in 
a single  intra-muscular  injection  accompanied  by 
an  injection  of  gamma  globulin  in  the  opposite  arm. 
The  live  vaccine,  as  presently  available  commer- 
cially, when  given  alone,  produces  protection  from 
measles  in  ninety-five  per  cent  of  susceptible  chil- 
dren. It,  however,  produces  undesirable  side  effects, 
such  as  elevation  of  temperature  and  rash  in  as 
many  as  sixty  per  cent  of  children.  When  gamma 
globulin  is  injected  at  the  same  time  as  the  live 
measles  vaccine,  but  at  another  site,  the  incidence 
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simultaneous  immunization  against  all  three  types 
without  loss  of  effectiveness  against  any  one  type. 
Thus  this  most  recent  preparation  reduces  the 
number  of  doses  and  further  shortens  the  length  of 
time  necessary  for  producing  immunity. 

The  American  Academy  of  Pediatrics  on  the 
basis  of  all  data  available  states  that  both  oral  polio 
vaccine  and  inactivated  polio  vaccine  have  been 
effective  in  the  prevention  of  paralytic  poliomyelitis, 
and  both  vaccines  are  acceptable.  However,  evalua- 
tion of  the  virtues  and  limitations  of  the  killed  and 
live  polio  vaccines  reveals  a clear-cut  superiority  of 
the  oral  polio  vaccine  from  the  point  of  view  of  ease 
of  administration,  immunogenic  effect,  protective 
capacity,  and  potential  for  the  eradication  of 
poliomyelitis.  The  oral  vaccine,  either  monovalent 
or  trivalent,  is  now  the  vaccine  of  choice  for 
community-wide  vaccination  programs  of  both 
childhood  and  young  adults  and  for  routine  immu- 
nization in  infancy. 

VACCINES 

of  side  reactions  is  reduced  to  less  than  fifteen  per 
cent.  No  cases  of  encephalitis  or  abnormal  brain 
wave  patterns  (EEG)  have  been  observed.  The 
live  vaccine  presently  available  produces  more  than 
ninety-seven  per  cent  serological  conversion  and 
clinical  immunity. 

Experimental  evidence  is  available  which  indi- 
cates that  live  measles  vaccine  may  be  further  atten- 
tuated,  so  that  children  over  the  age  of  two  years 
need  not  be  given  gamma  globulin  to  counteract 
febrile  and  rash  reactions.  This  preparation  will  not 
be  available  immediately. 

Measles  virus  vaccine  inactivated  is  given  in 
three  monthly  injections.  The  incidence  of  reactions 
to  this  dead  vaccine  approximates  that  of  any  alum 
precipitated  product.  However,  the  serological  con- 
version response  is  lower  than  that  produced  by 
live  measles  virus  vaccine.  Furthermore  this  titred 
response  diminishes  to  an  undetectable  level  after 
one  year  in  the  ninety  per  cent  of  susceptible  chil- 
dren initially  showing  a serological  response.  The 
degree  of  clinical  protection  produced  by  the  inac- 
tivated vaccine  is  not  definitely  known  because  of 
the  short  time  of  study,  but  it  is  presumed  to  be  of 
short  duration. 

A combination  of  the  two  vaccines,  using  one  or 
two  injections  of  inactivated  measles  virus  vaccine 
at  monthly  intervals,  followed  by  an  injection  of 
attentuated  live  vaccine  one  to  three  months  later, 
gives  excellent  response  in  ninety-five  per  cent  of 
susceptible  children,  and  excellent  clinical  protec- 
tion in  ninety-seven  per  cent  of  the  children  for  the 
six  month  period  during  which  this  group  of  chil- 
dren was  observed. 

The  live  attentuated  measles  vaccine  gives  excel- 
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lent  protection  to  measles,  and  without  sequelae. 
There  is.  however,  a high  incidence  of  side  effects 
even  with  the  use  of  gamma  globulin.  The  live 
attentuated  measles  vaccine  is  contraindicated  in 
pregnancy,  lymphomas,  severe  febrile  illness, 
therapy  which  depresses  resistance  (such  as 
steroids),  recent  gamma  globulin  administration 
and  egg  sensitivity.  It  is  to  be  hoped  that,  with 
further  experience,  the  live  attentuated  vaccine  will 
be  further  refined  providing  a preparation  that  may 
he  given  in  one  inoculation,  with  absence  of  local 
reactions  and  insignificant  febrile  response,  and 
providing  protective  capacity  comparable  to  that 
produced  by  natural  measles. 

There  are  no  known  contraindications  to  the  use 
of  the  inactivated  measles  vaccine,  since,  for  egg- 
sensitive  individuals,  the  virus  may  be  grown  on 
monkey  kidney  tissues.  The  lack  of  side  effects  is 
striking.  However,  the  need  for  a series  of  timed 
injections  and  the  apparently  short-lived  antibody 
response  would  appear  to  lessen  the  attractiveness 
of  this  vaccine  as  first  choice  for  protection  of  long 
duration  against  measles. 

It  is  clear  that  the  agents  for  eradicating  measles 
are  available.  \Ye  must  now  perfect  these  agents  so 
that  another  serious  communicable  disease  of  child- 
hood can  be  relegated  to  that  growing  list  of  medi- 
cal conditions  found  only  in  textbooks. 


USE  OF  BUCLAMASE  IN  ACCIDENTAL  TRAUMA 
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tial  role  in  the  reduction  of  the  extent  of  inflamma- 
tory reactions  in  traumatized  tissues.  The  enzyme 
further  appears  to  accelerate  the  repair  of  injured 
tissues  and  reduce  pain  by  its  ability  to  reduce 
swelling  and  inflammation. 
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FOR  SALE 

GREENWOOD— On  beautiful  Gorton 
Lake.  7 room  raised  ranch  on  18,000  sq. 
feet  of  land  125  foot  lake  frontage.  Pri- 
vate beach  and  boat  dock.  Stone  front, 
double  garage,  2 fireplaces,  \ lA  baths,  over 
$6,000  in  landscaping.  Asking  $35,000. 

Pearson  Realty  RE  7-6070 


CRANSTON — On  Oaklawn  Avenue, 
bordering  Dean  Estates,  8 room  stone 
front  ranch  1 54  years  old.  Corner  location 
on  17,000  sq.  ft.  This  is  a custom  built 
home  with  modern  birch  kitchen,  built' 
ins,  2 tile  baths,  family  room,  plastered 
double  garage,  and  expensive  carpeting 
throughout.  $39,000. 

Pearson  Realty  RE  7-6070 
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BOOK  REVIEWS 


SPECIFIC  AND  NONSPECIFIC  FACTORS 

IN  PSYCHOPATHOLOGY.  Edited  by  Max 

Rinkel,  M.D.  Philosophical  Library,  Inc.,  N.  Y., 
1963.  $3.75. 

At  the  Third  World  Congress  of  Psychiatry  held 
in  Montreal,  Canada,  June  1961  a section  of  the 
program  was  devoted  to  neuropsychopharmacol- 
ogy. Max  Rinkel  was  chairman  of  a symposium  on 
SPECIFIC  AND  NONSPECIFIC  FACTORS 
IN  PSYCHOPHARMACOLOGY.  This  170 
page  book  is  composed  of  the  papers  read  and  the 
formal  discussions.  The  need  for  such  a symposium 
arose  as  a result  of  the  contradictory  findings  re- 
ported even  by  reliable  investigators  on  the  thera- 
peutic effects  of  psychoactive  drugs.  The  first  paper 
titled  SOME  SPECIFIC  EFFECTS  OF  PSY- 
CHOACTIVE DRUGS  was  presented  by  Harold 
Himwich  of  Illinois.  He  states:  “Because  of  the 
large  volume  of  critical  work  that  has  been  per- 
formed, the  time  is  right  to  make  an  evaluation  . . . 
of  the  actions  of  those  psychotropic  drugs  which 
affect  brain  amines.  Supported  by  157  bibliographic 
references  the  author  goes  on  to  discuss  reserpine 
and  other  drugs  which  release  amines  and  mono- 
amine oxidase  inhibitors  such  as  iproniazid  which 
increase  amines.  The  author  then  tries  to  correlate 
psychotropic  drug  chemistry  with  human  behavior. 
The  final  pages  of  the  paper  concern  the  intercel- 
lular metabolism  of  brain  amines.  The  paper  was 
discussed  by  Hudson  Hoagland  of  the  Worcester 
Foundation.  The  second  paper  by  Henry  K. 
Beecher  of  the  Massachusetts  General  Hospital 
was  A QUANTITATIVE  APPROACH  TO 
PSYCHOPHARMACOLOGY.  This  was  more 
an  essay  than  a scientific  paper  best  summarized 
in  his  concluding  sentence : “The  behavioral  sci- 
ences must  if  they  are  to  be  soundly  established 
move  onward  from  the  present  state  which  in  many 
areas  is  largely  one  of  description  to  one  of  meas- 
urement.” The  paper  was  discussed  by  H.  Kluver 
of  Chicago.  The  third  paper,  TEST  SCORE  IN- 
STABILITY was  by  D.  A.  Knight  of  Montreal. 
The  differential  placebo  sensitivity  of  some  psycho- 
physiological  tests  and  factors  which  allow  the 
unbridled  operation  of  placebo  are  discussed.  The 
fourth  paper  by  Louis  Lasagna  of  Johns  Hopkins 
was  titled  THE  RELATION  OF  DRUG- 
INDUCED  CHANGES  TO  PERSONALITY. 


In  his  discussion  the  author  states : “Certainly,  the 
functional  state  of  an  organ  can  affect  the  response 
of  the  organism  to  drugs  which  act  on  that  organ. 
There  should  accordingly  be  no  occasion  for  sur- 
prise when  it  is  asserted  that  the  state  of  the  central 
nervous  system  (as  reflected  albeit  imperfectly  in 
the  usual  tests  of  personality  structure  ) may  effect 
the  response  to  drugs  acting  primarily  on  the  nerv- 
ous system.  He  goes  on  to  state  in  his  conclusion : 
“The  administration  of  a drug  is  only  one  more 
experience,  one  additional  stimulus  in  the  life  his- 
tory of  the  recipient.  It  would  seem  unlikely  that 
a person’s  past  psychologic  history  and  present 
psychologic  status  . . . would  bear  no  relationship 
to  the  drug’s  effect.  A rather  curious  finding  re- 
ported in  this  paper  was  the  fact  that  of  56  volun- 
teers for  clinical  psychological  research,  from 
college  young  men  age  twenty-one  to  twenty-eight, 
twenty-five  showed  severe  psychologic  maladjust- 
ment. Both  this  paper  and  the  previous  one  are 
documented  with  copious  statistics.  In  the  next 
papers,  PERSONALITY  AND  DRUGS,  “SPE- 
CIFIC” AND  “NONSPECIFIC”  INFLU- 
ENCES ON  DRUG  ACTIONS  by  Albert  Di- 
Mascio  and  Max  Rinkel  of  Boston,  VARIABLES 
AND  DRUG  EFFECTIVENESS  by  Sidny 
Malitz,  NON  DRUG  PARAMETERS  OF  PSY- 
CHOPHARMACOLOGY by  Paul  Feldman,  and 
the  final  paper  by  Kornetsky,  Dawson,  and  Pelican, 
INDIVIDUAL  ANIMAL  VARIATION  IN 
THE  EFFECTS  OF  PENTOBARBITAL  AND 
DEXTROAMPHETAMINE  (a  comparison), 
the  theme  of  previously  described  papers  persists. 

This  is  certainly  a useful  book  for  the  researcher 
in  psychiatry  and  a stimulus  for  reappraisal  of  drug 
effects  by  all  users  of  psychotropic  drugs. 

Alfred  E.  Fireman,  m.d. 

THE  RISK  TAKERS  by  Hugh  McLeave.  Holt, 

Rinehart  and  Winston,  New  York,  1963.  $4.50. 

This  is  the  story  of  heart  surgery  from  its  des- 
perate beginning  only  seventy  years  ago  to  the  pres- 
ent when  a team  of  surgeons  can  arrest  the  human 
heart  beat,  cause  clinical  death  in  order  to  gain  the 
time  necessary  to  repair  the  heart’s  defects,  then 
jog  it  to  life  again  and  the  patient  back  to  health. 
In  short,  it  is  a success  story,  something  which 
everyone  said  couldn’t  be  done,  but  which  a success- 

continued  on  page  550 


Nutritional  supplementation  is  basic  to  postoperative  care. 
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sion  of  men  with  courage  and  foresight  doggedly 
did.  The  Risk  Takers  of  the  title  are  its  heroes — 
not  all  of  them  surgeons.  Credit  must  be  shared 
with  anesthetists,  brave  patients,  and  technicians 
of  incredible  ingenuity.  Moreover,  death  is  only  one 
of  the  villains  ; our  heroes  also  had  to  overcome  the 
caution  and  often  the  censure  of  their  colleagues. 

Prior  to  1896,  the  heart  was  considered  the  final 
frontier  of  surgery ; it  had  defied  the  surgeon  and 
his  scalpel  for  over  two  hundred  centuries.  But  on 
September  9,  1896  Dr.  Ludwig  Rehn  successfully 
sutured  a hole  in  the  throbbing  heart  of  a patient 
considered  “as  good  as  dead  already.”  Rehn 
thought  himself  merely  lucky ; nonetheless,  he  be- 
came the  first  surgeon  to  record  holding  a living 
human  heart  in  his  hands.  Thereafter  followed  dra- 
matic steps. 

At  the  age  of  twenty  five  Dr.  Werner  Forssmann 
catheterized  his  own  heart — a life  or  death  experi- 
ment in  the  opinion  of  his  colleagues.  Dr.  John 
Gibbon  spent  twenty  years  perfecting  his  heart  lung 
by-pass  machine.  Hypothermy  was  investigated  : 
curare,  heparin,  and  antibiotics  proved  invaluable. 
A pressure  chamber  was  borrowed  from  the  Royal 
Dutch  Navy  by  Professor  Ite  Boerema  who  rea- 
soned that  increased  oxygen  forced  into  the  pa- 
tient’s brain  would  allow  the  surgeon  extra  time 
to  work  on  the  stopped  heart.  In  theory  he  was 
correct ; in  practice  some  of  the  surgeons  of  the 
operating  team  became  “light  headed”  due  to  the 
excess  oxygen  pressure. 

Never  satisfied,  always  looking  for  refinements 
in  technique,  the  Risk  Takers  thus  advanced  from 
blind  to  open  heart  surgery.  But  success  story  that 
it  is,  it  does  not  minimize  the  dangers  which  exist 
today,  nor  fail  to  take  into  account  the  frontiers 
which  are  still  to  be  crossed. 

It  is  a story  told  with  verve,  with  graphic  similies 
and  vital  verbs ; moreover  it  does  not  suffer  from 
over-simplification.  The  illustrations  are  adequate  ; 
the  index  seems  complete.  If  one  might  wish  for 
anything  it  would  be  for  a bibliography.  There  is 
drama  enough  for  the  general  reader,  inspiration 
for  the  discouraged  scientist,  and  hope  and  encour- 
agement for  the  victim  of  heart  disease. 

Sally  Sleicher 

MODERN  CLINICAL  PSYCHIATRY  by 
Arthur  P.  Noyes,  m.d.,  and  Lawrence  C.  Kolb, 
m.d.  Sixth  Edition.  W.  B.  Saunders  Co.,  Phil., 
1963.  $8.00 

The  format  of  this  book  is  excellent.  It  is  printed 
clearly  with  two  columns  to  the  page  similar  to  the 
arrangement  in  the  Journal  of  the  American  Med- 
ical Association.  Dr.  Noyes,  with  extensive  experi- 
ence as  hospital  psychiatrist  and  administrator,  and 
Dr.  Kolb,  as  psychoanalyst,  have  produced  a com- 

continued  on  page  552 
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In  the  nine  years  since  it  became 
available  to  American  physicians,  Thor- 
azine (chlorpromazine,  sk&f)  has  been 
more  widely  used,  more  thoroughly  in- 
vestigated and  more  extensively  docu- 
mented than  any  other  agent  of  its  type. 

Its  actions,  effects — and  side  effects — 
are  well  known  throughout  the  medical 
profession.  Its  efficacy  has  been  clearly 
demonstrated.  And  when  properly  used, 
its  advantages  far  outweigh  any  possible 
disadvantages. 

This  is  why  there  is  nothing  “new” 
about  Thorazine  (chlorpromazine,  sk&f). 
This  is  why  it  remains  the  first  choice  in 
many  conditions — and  the  standard 
against  which  other  agents  are  inevita- 
bly compared 

This  is  why  it  is  one  of  the  funda- 
mental drugs  in  medicine. 

SMITH  KLINE  & FRENCH 
LABORATORIES,  PHILADELPHIA 
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continued-  from  page  550 

prehensive,  eclectic  textbook  of  psychiatry  of  value 
to  every  psychiatrist,  whatever  his  type  of  practice. 
It  is  perhaps  weighted  too  much  with  words  espe- 
cially concerning  psychoanalytic  theories  and 
interpretations. 

The  chapters  on  Personality  Development,  on 
Adaptive  Processes  and  Mental  Mechanisms,  and 
on  Psychopathology  are  rewarding.  The  chapter  on 
Clinical  Examination  of  the  Patient  contains  the 
classification  of  Psychiatric  Disorders  officially 
adopted  by  the  American  Psychiatric  Association. 
These  disorders  are  covered  in  the  following  pages 
with  space  allotted  to  them  more  or  less  in  accord- 
ance with  their  frequency  and  importance.  The 
chapters  on  Mental  Deficiency,  the  four  chapters  on 
Psychotic  Disorders,  and  the  chapter  on  Psychiatry 
and  the  Law  are  excellent.  The  chapters  on  Psycho- 
neurotic Disorders  and  on  Psychotherapy  are  not 
too  stimulating.  The  proof  reading  of  the  book 
could  have  been  better,  as  there  are  a number  of 
errors  in  spelling. 

This  book  is  highly  recommended.  It  well  de- 
scribes what  is  accepted  by  psychiatrists  at  the 
present  time  as  their  basic  knowledge.  It  is  very 
useful  for  reference. 

Dr.  Noyes,  the  senior  author,  is  remembered  by 
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many  of  us  as  Superintendent  of  the  State  Hospital 
for  Mental  Diseases  at  Howard,  Rhode  Island, 
where  he  meticulously  conducted  practical,  schol- 
arly, interesting  conferences  where  known  facts  in 
psychiatry  were  emphasized  as  they  are  in  his  book. 
Unfortunately  too  few  facts  in  psychiatry  are  found 
in  most  textbooks.  It  is  to  our  advantage  to  have 
comprehensive  textbooks  written  by  experts. 

William  Newton  Hughes,  m.d. 

CLINICAL  METABOLISM  OF  BODY 
WATER  AND  ELECTROLYTES  by 
John  H.  Bland,  m.d.  W.  B.  Saunders  Co.,  Phil., 
1963.  $16.50 

Dr.  Bland  states  in  his  preface  that  the  main  aim 
of  his  book  “is  to  emphasize  clinical  medicine  as  it 
relates  to  laboratory  research,  to  bridge  the  gap 
between  basic  and  clinical  investigation  and  bed- 
side medicine.”  It  is  his  feeling  that  “there  is  need 
for  a better  expression  of  water  and  electrolyte 
metabolism  . . . , that  one  person  can  no  longer 
encompass  the  field.  Thus  the  decision  for  a multi- 
author clinical  book.” 

In  all  this  Dr.  Bland  has  not  been  disappointing. 
His  book  contains  22  chapters,  the  first  8 chapters 
describing  basic  physiology  and  bio-chemistry  of 
body  water  and  electrolytes  versus  body  function  — 
reviewing  in  the  process  the  physiology  of  the  kid- 
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ney,  the  gastrointestinal  tract,  the  skin,  and  the 
lungs.  From  the  normal  state  to  the  pathology  of 
disease  states  consideration  is  given  in  the  follow- 
ing chapters  to : Congestive  heart  failure ; Liver 
disease ; Water  and  electrolyte  metabolism  in 
pediatrics  ; Respiratory  control ; Aging ; Surgical 
metabolism ; Skeletal  metabolism ; Connective 
tissue  system ; Diabetes  mellitus  ; Acute  and  chronic 
adrenocortical  insufficiency ; Central  nervous  sys- 
tem relationship  ; Shock  and  Chronic  renal  failure  ; 
and  the  description  of  normal  and  abnormal  Potas- 
sium and  Magnesium  metabolism. 

To  lend  further  authority  to  his  own  extensive 
work,  Dr.  Bland  has  called  upon  many  other  notable 
specialists  to  collaborate  in  this  volume  as  follows : 
Doctors  : Albert  R.  Behnke,  Jr.,  Robert  F.  Bradley, 
Halvor  N.  Christensen,  Joseph  Cort,  H.  Earl  Ginn, 
Arthur  Grollman,  James  F.  Hammarsten,  John  S. 
Hanson,  Gerald  A.  Kerrigan,  John  M.  Kinney, 
Arthur  S.  Kunin,  Edward  E.  Mason,  William  H. 
Meroney,  Francis  D.  Moore,  Donald  E.  Oken, 
Searle  B.  Rees,  Ethan  A.  H.  Sims,  William  O. 
Smith,  Samuel  Solomon,  Burton  S.  Tabakin, 
George  W.  Welsh,  3rd. 

In  short  this  is  a book  for  the  general  practi- 
tioner, internist,  surgeon,  pediatrician,  neurologist, 
and  psychiatrist  alike  to  have  at  hand.  It  represents 
the  up-to-date  scientific  knowledge  of  the  factors  at 


work  in  many  not  to  say  all  disease  states. 

Jeannette  E.  Vidal,  m.d. 

MALPRACTICE  LAW  DISSECTED  FOR 

QUICK  GRASPING  by  Charles  L.  Cusumano. 
Medicine-Law  Press,  Inc.,  N.Y.,  1962.  $10.00 

W hile  every  physician  does  not  need  to  own  this 
book,  certainly  it  should  be  read  by  members  of 
medical  society  defense  committees  and  by  defend- 
ants in  malpractice  suits.  Such  a defendant  physi- 
cian will  be  relieved  to  learn  that  the  law  makes 
every  effort  to  protect  him.  It  points  out  the  pitfalls 
he  should  avoid  and  explains  his  available  defenses. 

Mr.  Cusumano,  the  author,  has  practiced  in  New 
York  for  33  years.  He  shows  that,  while  being  sued 
for  malpractice  carries  no  stigma,  losing  such  a case 
in  court  could  be  expensive.  Suits  for  assault  or 
breach  of  contract  do  not  involve  such  large  money 
verdicts.  The  chapter  on  “How  a Malpractice  Case 
is  Proved  in  Court”  is  very  informative.  The  pros- 
ecuting lawyer  has  a very  difficult  job  trying  to 
prove  such  a case. 

Potential  malpractice  booby  traps,  such  as  the 
problem  of  new  drugs,  shock  therapy,  cardiac 
arrest,  blood  transfusions,  and  the  delegation  of 
care  to  hospital  resident  staff  and  nurses  are  dis- 
cussed at  length. 

Francis  B.  Sargent,  m.d. 


Inadequate  cerebral  blood  flow  — often  due  to  cerebral  arteriosclerosis— may 
result  in  the  "senility  syndrome”  with  its  pattern  of  mental  confusion,  mem- 
ory lapses,  depression,  fatigue,  apathy  and  behavior  problems.1'3 

43%  increase  in  cerebral  blood  flow4 

In  patients  with  cerebrovascular  insufficiency,  Eisenberg4  measured  a 43  per- 
cent increase  in  blood  flow  in  the  brain  following  administration  of  Arlidin 
(nylidrin  HCI)  orally  for  more  than  two  weeks  beginning  with  a dosage  of 
12  mg.  t.i.d.  and  increasing  to  18  mg.  t.i.d.  There  was  a decrease  in  cerebral 
vascular  resistance  in  most  instances. 

Winsor  and  associates3  found  Arlidin  (nylidrin  HCI)  "of  particular  value 
clinically  in  relieving  some  of  the  symptoms  of  cerebral  vascular  insufficiency 
(vertigo,  lightheadedness,  mental  confusion,  diplopia).” 

arlidin 


.nylidrin  HCI 


SUMMARY:  Indicated  whenever  an  increase  in  blood  supply  is  desirable  in 
circulatory  insufficiencies  of  the  extremities,  brain,  eye  and  ear.  Use  with 
caution  in  the  presence  of  a recent  myocardial  lesion,  severe  angina  pectoris 
and  thyrotoxicosis.  Contraindicated  in  acute  myocardial  infarction. 


REFERENCES:  1.  Madow,  L.:  Penn.  M.  J.  62-861,  June  1959. 
ed.  2,  Philadelphia,  Saunders,  1949  p.  274.  3.  Winsor,  T.,  et 
May  1960.  4.  Eisenberg,  S.:  ibid,  July  1960. 


2.  Stieglitz,  E.  J.:  Geriatric  Medicine, 
al.:  Amer.  J.  Med.  Sciences  239:594, 
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In  pediatrics  ...  in  geriatrics 
. . . and  all  the  years  between  — 
Milk  — Nature’s  most  nearly 
perfect  food,  figures  promi- 
nently in  the  balanced  diet. 

For  you,  your  family  and  your 
patients,  the  A.  B.  Munroe 
Dairy  produces  the  finest  milk 
available.  Fortified  with 
Vitamin  D,  processed  in 
immaculate  surroundings, 
conforming  to  stringent  quality 
requirements,  A.  B.  Munroe 
milk  is  the  ultimate  in  purity 
and  safety. 
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EDALOGY 

Peptic  Ulcer  in  Africa 

It  is  generally  taught  that  peptic  ulcer  is  a 
disease  of  civilization.  It  is  believed  to  be  much 
more  common  among  the  white  race  than  among 
the  dark  races.  Also  it  has  been  shown  in  the  United 
States  that  peptic  ulcer  is  much  less  common  among 
the  Negroes  than  the  white  population. 

However,  there  are  reports  in  the  literature  re- 
vealing that  there  are  localized  areas  in  Africa  and 
South  India  where  duodenal  ulcer  is  extremely 
common.  . . . 

Reports  from  southern  Nigeria,  Ethiopia,  and 
southern  India  reveal  that  peptic  ulcer  is  not  a 
disease  limited  to  those  living  under  the  tensions 
and  pressures  of  modern  civilization  as  stated  in 
many  textbooks. 

We  found  as  in  southern  Nigeria  and  southern 
India  that  the  incidence  of  peptic  ulcer  had  geo- 
graphical limitations.  A neighboring  mission  hos- 
pital to  the  south  of  us  in  Tanganyika  never  saw 
peptic  ulcer  patients.  Another  mission  hospital  to 
the  east  of  us  in  the  Kivu  province  of  the  Belgian 
Congo  also  did  not  see  ulcer  patients.  . . . 

The  high  incidence  of  duodenal  ulcer  among  the 
peoples  of  Ruanda-Urundi  is  probably  dietary  in 
origin.  The  mainstays  of  the  diet  are  yams,  cassava, 
and  beans.  The  diet  is  deficient  in  animal  proteins 
and  vitamin  B complex.  The  people  consume  large 
quantities  of  alcohol.  They  go  long  periods  without 
eating  and  eat  usually  once  a day  in  the  evening.  . . . 

These  people  are  not  free  from  anxiety.  Many  of 
them  are  primitive  and  live  in  great  fear  of  evil 
spirits,  poisoning,  etc. 

Also  suggested  is  the  role  of  heredity.  These 
people  have  a tribal  origin  strictly  limited  to  small 
geographical  areas.  The  tendency  toward  this  dis- 
ease could  be  hereditary.  . . . 

. . . Extracted  from  report  by  Snyder,  C.  A., 
and  Alexander,  M.  J.,  from  Burundi, 
Africa,  Arch.  Surg.  87 :206,  1963 

jjs  ijj  sjt 

Lipid  Metabolism  and  Arteriosclerotic  Heart 

Disease  in  Israelis  of  Bedouin,  Yemenite, 
and  European  Origin. 

The  diverse  population  of  Israel  affords  the  pos- 
sibility of  studying  the  effects  of  diet  and  environ- 
ment on  serum  lipids  and  correlating  these  results 
with  the  epidemiology  of  arteriosclerotic  heart  dis- 
ease (AHD).  Two  hundred  and  twenty-two  age 
and  sex  matched  Israelis  of  Yemenite,  Bedouin, 
and  European  origin  were  investigated.  Yemen- 
ites were  subdivided  into  those  in  Israel  less  than 
12  years  (“semi-recent”)  and  those  in  Israel  15-30 
years  (“early”).  Bedouins  eat  a lacto-vegetarian 
diet  of  1,500-2,000  calories  daily,  semi-recent 
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Yemenites  approximately  2,500  calories  25  per  cent 
of  which  are  derived  largely  from  unsaturated  fat, 
and  Europeans  some  3,000  calories  of  which  40 
per  cent  are  derived  from  fat  predominately  sat- 
urated. Early  Yemenites  have  adopted  many  Euro- 
pean dietary  habits.  AHD  is  extremely  rare  in 
Bedouins  and  semi-recent  Yemenites,  infrequent  in 
early  Yemenites  and  common  in  Europeans. 

Lowest  weight/height  ratios,  serum  triglyceride, 
cholesterol  and  beta-lipoprotein  cholesterol  concen- 
trations, and  the  most  rapid  clearance  of  orally 
administered  1-131  labeled  triolein  were  noted  in 
Bedouins  and  semi-recent  Yemenites.  Highest 
values  were  found  in  Europeans  and  early  Yemen- 
ites with  AHD  and  related  conditions.  Europeans 
with  AHD  smoked  more  and  exercised  less  than 
others.  The  family  history  of  AHD  was  most  fre- 
quently positive  in  this  group  and  negative  in  all 
Bedouins  and  semi-recent  Yemenites.  The  diet  and 
environment  of  the  latter  two  groups  may  have 
modified  their  serum  lipids  and  prevented  the  de- 
velopment of  AHD. 

One  or  more  of  either  the  cholesterol,  triglyceride, 
or  triolein  tests  was  abnormal  in  4.6  per  cent  of 
22  normal  Bedouins,  7.2  per  cent  of  28  normal 
semi-recent  Yemenites,  35.7  per  cent  of  28  normal 
Europeans,  and  90.9  per  cent  of  22  Europeans  with 
AHD.  The  serum  cholesterol  together  with  either 
the  triglyceride  or  1-131  triolein  test  more  effec- 
tively screened  normal  from  abnormal  subjects  than 
the  determination  of  the  cholesterol  alone. 

. . . Abstract  of  report  of  M.  J.  Schwartz,  et  al. 
from  Beilinson  Hospital  in  Israel,  J.  Mount 
Sinai  Hospital  (N.Y.)  30:187,  1963 
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RHODE  ISLAND  DEPARTMENT  OF  HEALTH 
PROVISIONAL  VITAL  STATISTICS 


January -June,  1963 


Joseph  E.  Cannon,  m.d.,  m.p.h.  Lera  L.  O’Hara 

Director  of  H ealth  State  Registrar  of  Vital  Statistics 


"Provisional  vital  statistics  presented  here  are 
based  on  the  recorded  occurrences  in  Rhode 
Island  during  the  first  half  of  1963.  Comparable 
data  for  the  same  period  of  1962  indicate  short- 
term changes  in  these  vital  events.  The  rates  are 
computed  on  an  annual  basis. 

BIRTHS:  There  was  practically  no  change  in 
the  births  reported  for  the  first  six  months  of  1963 
when  compared  with  1962.  Although  the  number 
of  births  rose  slightly,  the  rate  was  lower  because 
of  the  increase  in  the  population.  During  the  first 
six  months  of  1963  there  were  9,144  live  births  at 
a rate  of  20.8  per  1,000  estimated  population. 
MARRIAGES  AND  DIVORCES  : The  num- 


ber of  marriages  and  the  rate  in  the  first  six  months 
of  1963  exceeded  1962  slightly.  Table  I shows  the 
January- June  1963  total  as  2,662  marriages  or  92 
above  the  previous  year.  The  rate  has  remained 
within  the  range  of  5.8  to  6.2  during  this  period  in 
the  last  five  years  and  was  lowest  in  1961  when 
there  were  only  5.8  marriages  per  1,000  population 
compared  with  6.1  in  1963. 

Both  the  number  of  divorces  recorded  and  the 
rate  per  1,000  population  increased  by  about  one- 
fifth  over  1962.  This  increase  was  most  likely  due 
to  the  under-reporting  of  divorces  in  1962,  the  first 
year  that  divorces  were  reportable  by  individual 
case  by  law. 


TABLE  I — Vital  Events  Occurring  in  Rhode  Island,  January-June,  1962  and  1963 


Number  Rate 

Percent  Percent 

Item  1963  1962  Change  1963  1962  Change 


Live  Births* 9,144  9,102  +0.5  20.8  20.9  -0.5 

Marriages* 2,662  2,570  +3.6  6.1  5.9  +3.4 

Divorces* 497  406  +22.4  1.1  0.9  +22.2 

Deaths* 5,001  4,619  +8.3  11.4  10.6  +7.5 

Infant  Deaths** 225  243  -7.4  24.6  26.7  -7.9 

Neonatal  Deaths** 170  186  — 8.6  18.6  20.4  —8.8 

Fetal  Deaths  (20+)** 147  166  -11.4  16.1  18.2  -11.5 


*Rate  per  1,000  population 

**Rate  per  1,000  live  births  ; fetal  deaths  of  20  or  more  weeks  gestation 


INFANT  AND  MATERNAL  DEATHS: 
The  infant  death  rate  of  24.6  per  1,000  live  births  is 
nearly  eight  per  cent  lower  than  in  1962  but  is  the 
second  highest  rate  for  this  period  in  the  past  six 
years.  The  lowest  rate  was  20.8  in  1958,  when 
Rhode  Island  had  the  lowest  infant  death  rate  in 
the  nation.  The  neonatal  death  rate  (infants  under 
28  days  of  age)  of  18.6  was  also  the  second  highest 
in  the  past  six  years,  exceeded  only  in  1962 
(Table  I). 

While  there  were  no  maternal  deaths  in  the  first 
half  of  1962,  to  date  in  1963  two  women  died  from 
complications  of  pregnancy,  childbirth,  and  the 
puerperium  (Table  III). 

FETAL  DEATHS : The  number  of  reported 
fetal  deaths  of  20  weeks  or  more  gestation  declined 


by  11  per  cent  during  this  period  of  1963  as  com- 
pared with  1962  (Table  I) . The  rate  per  1,000  live 
births  dropped  by  the  same  percentage  to  16.1  in 
January-June  1963. 

DEATHS  AND  PRINCIPAL  CAUSES  OF 
DEATH  : There  were  382  more  deaths  during  the 
first  half  of  1963  than  in  1962.  The  current  rate  of 
11.4  deaths  per  1,000  population  was  7.5  per  cent 
higher  than  last  year  (Table  I).  The  ten  leading 
causes  of  death,  ranked  in  Table  II,  accounted  for 
nearly  nine-tenths  of  the  total  deaths.  In  1963  seven 
of  the  ten  principal  causes  of  death  exceeded  the 
rates  in  1962.  Lower  rates  were  noted  for  certain 
diseases  of  early  infancy,  influenza  and  pneumonia, 
and  general  arteriosclerosis. 


continued  on  page  558 


It  is  unlawful 
to  duplicate 


This  is  the  key  that  opens  the  box  that  con- 
tains the  labels.  Only  authorized  supervisory 
personnel  have  the  key  to  transfer  labels  from 
the  "lockup  box”  to  the  labeling  machine. 
■ These  responsible  Lilly  employees  regard  la- 
bels as  serious  business.  To  make  certain  that  the 
right  label  appears  on  each  container,  all  labels 
are  kept  under  lock  and  key  until  needed  on 
the  finishing  line.  Only  the  quantity  needed  to 


finish  the  lot  is  dispensed.  When  transferred  to 
the  finishing  belt,  the  appropriate  number 
of  labels  is  placed  in  the  labeling  machine. 
Excess  labels  are  put  in  the  lockup  box 
until  needed.  At  night,  the  supervisor  returns 
unused  labels  to  the  box  lest  some  get  lost  or 
misplaced.  ■ This  is  just  one  more  precaution 
in  an  endless  list  of  rules  that  contribute  immeas- 
urably to  the  quality  of  the  finished  product. 


EliLilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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TABLE  II  — Deaths  and  Death  Rates  per  100,000  Population  from  Ten  Principal  Causes  of  Death: 

Rhode  Island,  January-June,  1962  and  1963 


1963 

Rank  Cause  of  Death 

1963 

Number 

Rate 

Number 

1962 

Rate 

1.  Diseases  of  the  heart  (400-402,  410-443) 

2,295 

522.6 

2,092 

480.2 

2.  Malignant  neoplasms  (140-205)  

821 

186.9 

800 

183.6 

3.  Vascular  lesions  (330-334) 

462 

105.2 

446 

102.4 

4.  Accidents  (800-962)  

172 

39.2 

158 

36.3 

5.  Certain  diseases  of  early  infancy  (760-776) 

141 

32.1 

154 

35.4 

6.  Diabetes  mellitus  (260) 

138 

31.4 

103 

23.6 

7.  Influenza  and  pneumonia  (480-493) 

132 

30.1 

133 

30.5 

8.  Congenital  malformations  (750-759) 

69 

15.7 

56 

12.9 

9.  Other  circulatory  diseases  (451-468) 

66 

15.0 

62 

14.2 

10.  General  arteriosclerosis  (450) 

61 

13.9 

83 

19.1 

Table  III  presents  the  provisional  number  of  deaths  from  selected  causes  with  rates  for  the  first  half  of  1962  and  1963 
A more  detailed  breakdown  is  available  upon  request. 


TABLE  III  — Provisional  Number  of  Deaths  from  Selected  Causes: 


Rhode  Island,  January-June,  1962  and  1963 
(Excludes  fetal  deaths;  Rates  per  100,000  estimated  population  except  as  noted) 


Cause  of  Death 

(International  Classification  of  Diseases,  1955) 

1963 

Number 

Rate 

1962 

Number 

Rate 

All  causes#  

5,001 

11.4 

4,619 

10.6 

Tuberculosis,  all  forms  (001-019)  

15 

3.4 

15 

3.4 

Syphilis  & its  sequelae  (020-029) 

Dysentery,  all  forms  (045-048)  

Scarlet  fever  & streptococcal  sore  throat  (050,  051) 

3 

0.7 

2 

0.5 

Meningococcal  infections  (057)  

3 

0.7 

1 

0.2 

Acute  poliomyelitis  ( 080) 

Encephalitis  (082)  

2 

0.5 

Measles  (085)  

1 

0.2 

2 

0.5 

Infectious  hepatitis  ( 092 ) 

5 

1.1 

Malignant  neoplasms  ( 140-205 ) 

821 

186.9 

800 

183.6 

Asthma  (241)  

17 

3.9 

14 

3.2 

Diabetes  mellitus  ( 260 ) 

138 

31.4 

103 

23.6 

Meningitis,  except  meningococcal  & tuberculous  (340) 

5 

1.1 

6 

1.4 

Cardiovascular-renal  dis.  (330-334,  400-468,  592-594)  

2,976 

677.7 

2,763 

634.2 

Vascular  lesions  (330-334) 

462 

105.2 

446 

102.4 

Diseases  of  heart  (400-402,  410-443) 

2,295 

522.6 

2,092 

480.2 

Hypertension  without  mention  of  heart  (444-447)  

55 

12.5 

45 

10.3 

General  arteriosclerosis  (450)  

61 

13.9 

83 

19.1 

Other  diseases  of  circulatory  system  (451-468) 

66 

15.0 

62 

14.2 

Chronic  & unspecified  nephritis  (592-594) 

37 

8.4 

35 

8.0 

Influenza  (480-483)  

6 

1.4 

Pneumonia  (490-493)  

126 

28.7 

133 

30.5 

Bronchitis  (500-502)  

26 

5.9 

13 

3.0 

Ulcer  of  stomach  & duodenum  (540,  541) 

45 

10.2 

32 

7.3 

Appendicitis  (550-553)  

5 

1.1 

4 

0.9 

Hernia  & intestinal  obstruction  (560,  561,  570) 

45 

10.2 

25 

5.7 

Gastritis,  enteritis,  etc.  (543,  571,  572) 

16 

3.6 

18 

4.1 

Cirrhosis  of  liver  (581)  

54 

12.3 

59 

13.5 

Cholelithiasis,  Cholecystitis,  & Cholangitis  (584,  585) 

13 

3.0 

9 

2.1 

Acute  nephritis  & nephrosis  (590,  591) 

4 

0.9 

3 

0.7 

Infections  of  kidney  (600) 

18 

4.1 

22 

5.1 

Hyperplasia  of  prostate  (610) 

11 

2.5 

8 

1.8 

Complications  of  pregnancy,  childbirth,  etc.*  (640-689) 

2 

2.2 

Congenital  malformations  (750-759) 

69 

15.7 

56 

12.9 

Certain  diseases  of  early  infancy  (760-776) 

141 

32.1 

154 

35.4 

Symptoms,  senility  & ill-defined  conditions  (780-795) 

11 

2.5 

11 

2.5 

Accidents  (800-962)  

172 

39.2 

158 

36.3 

Motor-vehicle  accidents  (810-835) 

49 

11.2 

45 

10.3 

All  other  accidents  (800-802,  840-962) 

123 

28.0 

113 

25.9 

Occurring  in  home  (870-936,  .0) 

61 

13.9 

64 

14.7 

Suicide  (963,  970-979) 

23 

5.2 

20 

4.6 

Homicide  (964,  980-985)  

6 

1.4 

4 

0.9 

#Rate  per  1,000  population 
*Rate  per  10,000  live  births 


cut  Rx  writing  by  2/3 
in  colds, flu  or  grippe 

No  need  to  write  three  separate  prescriptions  for  antitussive, 
decongestant  and  analgesic  relief  of  common  cold, 
flu  or  grippe  symptoms  when  it  is  therapeutically  correct . . . 

economically  sound.. .to  specify 

ANTITUSSIVE/DECONGESTANT/ANALGESIC 

‘EMPRAZIL-C’TABLETS 

Each  tablet  contains: 


Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride. . 20  mg. 

‘Perazil’®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Phenacetin 150  mg. 

spirin 200  mg. 

Caffeine 30  mg. 


*Warning-may  be  habit  forming 

‘Emprazil-C’  Tablets  are  available  on  prescription  only. 

Dosage:  Adults  and  children  over  12  years  — 1 or  2 
tablets  — 3 times  daily  as  required.  Children  6 to  12 
years  — 1 tablet-3  times  daily  as  required.  Caution: 
While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used 
with  caution  in  hypertension.  Also,  while  chlorcy- 
clizine has  a low  incidence  of  antihistaminic 
drowsiness,  the  usual  precautions  should  be 
observed.  Supplied:  Bottles  of  100  tablets. 

Also  available  without  codeine  as 
EMPRAZIL’®  TABLETS 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

, BURROUGHS  WELLCOME  & CO  (U.S.A.)  INC. 

Tuckahoe,  N.  Y. 
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WILL  YOU  HELP,  DOCTOR? 

The  Woman’s  Auxiliary  to  the  Rhode  Island 
Medical  Society  has  established  an  International 
Health  Activities  Committee  to  participate  in 
the  work  initiated  by  the  Auxiliary  of  the  American 
Medical  Association  to  publicize  the  need  for,  and 
to  collect  drugs  and  other  medical  supplies  for 
peoples  in  other  lands  who  live  out  their  lives,  often 
unnecessarily  short  ones,  because  they  lack  medi- 
cines to  cure  or  prevent  diseases. 

The  Auxiliary  appeals  to  the  Members  of  the 
Rhode  Island  Medical  Society  for  help  in  this  great 
humanitarian  project. 

In  addition  to  drugs  and  medicines,  medical  jour- 
nals, books  and  instruments  are  also  sought.  Office 
assistants  can  be  of  great  help  in  “office  houseclean- 
ing” by  putting  aside  supplies  that  will  provide 
relief  to  a world-wide  community. 

Opened  packages  of  drugs  are  not  acceptable.  All 
packing  containers  of  drugs  should  be  sealed  and 
packed  so  as  to  prevent  breakage.  All  shipping 
charges  are  to  be  prepaid  by  the  sender,  and  may  be 
sent  to  any  one  of  the  various  agencies  listed  below. 
Our  Auxiliary  will  undertake  the  packing  and 
shipping  of  supplies,  but  not  of  books  and  journals. 
If  you  need  help  in  packing  and  shipping,  contact 
one  of  the  following  members  of  the  Auxiliary 
before  November  15 : 


LIFE  DEATH 

INSURANCE  or  INSURANCE? 

SOME  Medical  men  need  DEATH  Insurance 
ONLY. 

Others  need  accumulating,  guaranteed 
dollar  values  to  meet  their  LIVING  needs  in 
the  future  - DEPRESSION  - EMERGENCY  - 
RETIREMENT,  etc. 

In  any  event,  our  new  "CHEAPER-THAN- 
TERM"  DEATH  INSURANCE  is  the  first  step 
in  the  right  direction! 

Don't  make  any  important  changes  in  your 
Life  Insurance  or  Estate  plans  without  inves- 
tigating "CHEAPER-THAN-TERM"! 

For  further  information  about  this  sensational 
new  development  in  DEATH  INSURANCE, 
write  or  phone: 

ROLAND  A.  DEROSIER 
54  Custom  House  Street 
Providence  3,  Rhode  Island 
TE  1-4833 
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Mrs.  Lester  L.  Vargas  (PL  1-5484),  Airs. 
H.  Frederick  Stephens  (CH  5-5175  ),  Mrs.  Donald 
S.  McCann  (Ch.  5-7489),  Mrs.  Donald  K. 
O’Hanian  (739-4288),  Mrs.  John  M.  Malone 
(683-525),  Mrs.  Robert  W.  Riemer  (Pawtucket 
area,  CH  5-2239),  Mrs.  Lee  G.  Sannella  (WI 
1-3121),  Mrs.  J.  Merrill  Gibson  (LY  5-4026)  or 
Mrs.  Paul  E.  Boucher  (PO  9-0067). 

If  any  physician  sends  donation  directly  to  any 
of  the  agencies  listed  below,  he  is  asked  to  notify 
either  Mrs.  Vargas,  president  of  our  Auxiliary,  or 
Mrs.  Stephens,  chairman  of  the  International 
Health  Activities  Committee,  of  the  shipment  in 
order  that  a complete  record  may  be  kept  by  the 
Auxiliary. 

AGENCIES  SEEKING  EQUIPMENT 
AND  SUPPLIES 

Sample  drugs  (in  original  sealed  container  I. 
medical  supplies,  instruments,  bandages  and  band- 
age materials  such  as  clean  white  sheets  and  shirts, 
x-ray  and  other  equipment,  office  furniture,  etc., 
are  requested  by  : 

World  Medical  Relief , Inc. ,479  W.  Columbia  St., 
Detroit  1,  Michigan. 

Direct  Relief  Foundation,  29  East  Canon  Perdido. 
Santa  Barbara,  Cal. 

Catholic  Mission  Board, 

Rev.  Anthony  LaBau,  S.J., 

10  West  17th  St.,  New  York,  N.Y. 

Leprosy  Relief  Fund  (Bandages  needed), 

Adam  W.  Aitken,  P.O.  Box  1283. 

Bangkok,  Thailand. 

DESPERATE  NEED  FOR  MEDICAL 
LITERATURE 

There  is  great  need  for  general  medical  and 
surgical  texts  and  basic  texts  in  specialties  (not 
more  than  4 years  old,  except  for  timeless  texts  such 
as  Anatomy).  Periodicals  should  be  sent  parcel 
post,  book  rate,  at  9l/2  cents  for  the  first  pound  and 
5 cents  for  each  additional  pound.  Send  to : 

The  Christian  Medical  Council  of  the  National 
Council  of  Churches,  475  Riverside  Drive. 
New  York  27,  N.Y. 

The  World  Medical  Association,  10  Columbus 
Circle,  New  York  19,  N.Y. 

Books  for  Asian  Students,  21  Drum  St.,  San 
Francisco  11,  Cal. 

Darien  Book  Aid  Plan,  1926  Post  Road,  Darien. 
Conn. 

Catholic  Medical  Mission  Board,  10  W.  17th  St., 
New  York,  N.Y. 
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DARTING 

into  the  street,  the  young 
man  masterfully  subdued 
the  runaway  horse.  "Bully 
for  you!”  shouted  J.  P. 
Richly,  the  town  banker 
who  had  watched  the  brave 
deed  from  the  porch  of  his 
stately  home.  "Step  up  here, 
my  boy,  and  let  me  tell  you 
about  a highly-paid  position 
in  my  bank  that  needs  a lad 
of  your  pluck.  And  while 
we  talk,  well  enjoy  a spar- 
kling glass  of  Warwick  Club 
Pale  Dry  Ginger  Ale,  avail- 
able in  the  full  32-ounce 
quart  bottle.  It  sings  in  the 
glass!  Here  ...” 


Curran  & Burton,  Inc. 

1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHOLESALE  FUEL  OILS 


C.  P. 


WILBUR  E.  JOHNSTON,  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 


178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
GAspee  1-2512 

Pharmacy  License  #225 


Anthony,  Inc. 

^*u4aaUii 


complete  the 

THYROID  PROFILE 

AT 

HOPKINS  MEDICAL  LABORATORY 


a proved,  accurate  thyroid  function  test1*4 

(1-triiodothyronine 
test  for  determining 
the  thyrobinding  index 
of  serum  or  plasma) 

Unaffected  by  high  iodine  diets 
or  any  iodine  the  patient  may  be 
taking  therapeutically  or  diagnostically 
(opaque  dyes). 


Only  2 ml  of  patient’s  serum  or 
plasma  is  required.  The  patient 
does  not  have  to  take  or  use  anything. 
The  I131  is  used  in  vitro. 


Stat  orders  impeccably  executed. 

Economical  because  of  time-and- 
labor-saving  equipment  used. 

1.  Scholer,  J.  F.:  J.  Nuclear  Med.  3:41,  1962.  2. 
Foeckler,  F.,  et  al..  Paper,  Meet.  Soc.  Nuclear  Med., 
June  1962.  3.  Sodee,  B.:  Paper,  Meet.  Soc.  Nuclear 
Med.,  June  1962.  4.  Nordyke,  A.  M.,  et  al.:  Paper. 
Meet.  Soc.  Nuclear  Med.,  June  1962. 


HOPKINS 

MEDICAL  LABORATORY 

322  BROADWAY 

PROVIDENCE,  RHODE  ISLAND 

Telephone — GAspee  1-7244 
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SCANNING  THE  MEDICAL  LITERATURE 


B ELOW-KN EE  AMPUTATIONS.  Thomas 
Perry,  Jr.  Arch.  Surg.  86:199,  1963. 

Fourteen  out  of  fifteen  below-knee  amputations 
in  peripheral  vascular  disease  healed  successfully. 
The  operative  procedure  employed  uses  no  anterior 
flap,  the  bone  ends  being  covered  by  a long  posterior 
musculo-cutaneous  flap.  The  good  blood  supply  in 
the  muscle  nourishes  the  skin.  In  the  conventional 
procedures,  with  anterior  and  posterior  flaps,  or  a 
guillotine  incision,  the  thin  pretibial  skin  and  fat 
covering  bone  often  become  necrotic. 

A popliteal  pulse  is  not  necessary  for  success. 
However,  if  adequate  bleeding  from  cut  muscle 
does  not  occur,  the  procedure  should  be  abandoned 
for  a thigh  amputation.  Use  of  fine  suture  material 
and  meticulous  care  in  avoiding  tension  are  essen- 
tials to  success. 

Care  must  be  taken  in  the  immediate  post- 
operative period  to  prevent  contractures  of  both  the 
knee  and  hip  joints,  as  a few  degrees  of  flexion 
prevent  use  of  a prosthesis. 

In  several  instances,  primary  healing  was  not 
obtained,  but  did  eventually  occur.  This  morbidity 
is  sufficient  to  contraindicate  the  procedure  if  the 
patient  is  not  sufficiently  co-ordinated  to  be  consid- 
ered for  a prosthesis.  An  exception  is  the  double 
amputee  who  does  better  with  at  least  one  long 
stump  for  balance  in  sitting  and  for  leverage  in  bed. 


STUDY  OE  POSTPARTUM  ALOPECIA. 

Schiff,  B.  L.,  and  Kern,  A.  B.  Arch.  Dermat., 
87:609-611,  May,  1963 

In  an  attempt  to  clarify  the  entity  of  postpartum 
alopecia.  98  women  with  this  condition  have  been 
studied. 

Onset  of  hair  loss  following  delivery  ranged  from 

4 to  20  weeks,  from  8 to  16  weeks  postpartum  in 
88.7  per  cent.  In  58  women  thinning  of  the  hair  was 
evident  over  the  anterior  one-third  of  the  scalp,  in 
20  it  was  diffuse  over  the  entire  scalp,  in  1 1 it  was 
limited  to  the  frontal  regions,  and  in  9 there  was  no 
thinning  apparent  despite  the  patients'  complaint 
that  it  was  present.  Degree  of  alopecia  varied  con- 
siderably. Eighty-four  of  the  subjects  were  followed. 
Alopecia  ceased  from  1 to  15  months  after  onset, 

5 to  6 months  being  required  in  66.6  per  cent. 
Seventy-nine  of  the  women  had  had  multiple  preg- 
nancies. All  of  these,  with  only  six  exceptions,  had 
noted  alopecia  following  each  of  their  previous 
pregnancies.  Three  of  these  six  women  had  failed 
to  develop  alopecia  whenever  conception  occurred 
prior  to  the  second  menses  following  delivery ; 
alopecia  would  occur  when  a longer  time  interval 
separated  the  successive  pregnancies. 

These  observations  support  the  theory  of  a hor- 
monal mechanism  for  postpartum  alopecia. 

Prognosis  is  excellent  with  complete  regrowth  to 
be  anticipated  unless  some  other  process  super- 
venes. Accordingly,  reassurance  of  the  patient  is 
the  most  important  therapeutic  tool. 


THIRD  ANNUAL  KIVEN  MEMORIAL  LECTURE 

MONDAY,  DECEMBER  9,  1963,  8:30  P.  M. 

MIRIAM  HOSPITAL  AUDITORIUM 

Speaker:  DOCTOR  PAUL  DUDLEY  WHITE 

“PLAIN  FACTS  ABOUT  EXERCISE  AND  ITS 
RELATIONSHIP  TO  HEART  DISEASE ” 
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Luxury  Office  Suites 
Available  New  Medical 
Building,  East  Side,  3A 
occupied. 

AIR-CONDITIONING, 
ELEVATOR,  PARKING 


Call  Miss  Berard,  421*5130 
for  information 


I.  E.  BBENNAN  & COMPANY 

Leo  C.  Clark,  Jr.,  B.S.,  Reg.  Pharm. 

/tfeat&ecarieA 

Two  Convenient  Locations 
5 North  Union  Street  Pawtucket,  R.  I. 

140  Central  Avenue  Seekonk,  Mass. 

7 Registered  Pharmacists 

Pharmacy  License  #226 


X-RAY  DIAGNOSIS 
(See  Page  522) 

Regional  Enteritis 

Note  the  typical  "string  sign”  in  the 
involved  loop  of  terminal  ileum  with  mu- 
cosal effacement  and  pinpoint  ulceration. 
The  dilatation  proximal  to  the  segment  of 
narrowing  is  a common  finding. 
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too,  is 
compatible  with  a well- 
balanced  menu.  As  a 
pure,  wholesome  drink, 
it  provides  a bit  of  quick 
energy.. brings  you  back 
refreshed  after  work  or 
play.  It  contributes  to 
good  health  by  provid- 
ing a pleasurable  mo- 
ment’s pause  from  the 
pace  of  a busy  day. 
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THE  AMERICAN  ASSOCIATION 
OF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

H.  P.  HOOD  8c  SONS,  135  Harris  Ave.,  Providence,  DE  1-3024 

Produced  at  Hood  Certified  Farm,  Beverly,  Mass. 
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Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conven- 
iently located  institution. 
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trauma  (fractures) 


in  fractures 

These  objective  benefits 

with  enzyme  therapy: 

The  rapid  reduction  in  swelling  permits 
more  accurate  immobilization  of  bones 


proven 

proteolytic 

enzyme 

therapy'5 
for 

faster  healing 


and  possibly  better  approximation  of  the 
bone  fragments.2 


iff! 


For  best  results,  adequate  dosage  is  important. 
ORENZYME,  two  tablets  q.i.d.;  dosage  may  be 
reduced  to  one  tablet  q.i.d.  once  symptoms  be- 
gin to  disappear.  For  severe  conditions,  paren- 
teral trypsin  and  Orenzyme  concurrently. 
PARENZYME  AQUEOUS  [trypsin],  1 ml.  injected 
intramuscularly  (deep  intragluteally)  once  or  twice 
daily  for  several  days,  followed  by  Orenzyme, 
one  tablet  four  times  daily  as  indicated  for 
maintenance. 

Indications:  Traumatic  wounds,  ocular  inflammation, 
thrombophlebitis,  phlebitis,  ulceration  (varicose, 
diabetic,  decubitus);  also  helps  liquefy  tenacious 
bronchial  mucous  secretions. 

ORENZYME® 

Composition:  Each  tablet  contains  trypsin  68%, 
chymotrypsin  30%  and  ribonuclease  2%,  equivalent 
in  proteolytic  activity  to  20  mg.  of  crystalline  tryp- 
sin, enteric  coated  to  insure  release  in  the  intestinal 
tract. 

Side  Effects:  Side  effects  with  Orenzyme  are  rare. 
If  they  occur,  discontinuation  of  the  drug  is  recom- 
mended. 


PARENZYME®  AQUEOUS  [trypsin] 

Side  Effects  and  Precautions:  Side  effects  with 
Parenzyme  [trypsin]  are  rare.  Prolonged  use  occa- 
sionally causes  itching  and  rash  which  may  be  re- 
lieved by  antihistaminics.  Local  pain  and  induration 
at  the  site  of  injection  may  occur.  The  usual  pre- 
cautions should  be  observed  as  for  the  injection  of 
any  protein  material.  As  a precaution,  patients 
should  be  observed  for  about  15  minutes  following 
an  injection  of  trypsin.  Epinephrine  Injection,  U.S.P. 
1:1000  should  be  on  hand  for  any  systemic  reactions. 

Supplied:  (1)  In  sterile  multiple  dose  vial  contain- 
ing lyophilized  trypsin  62,500  Units,  N.F.  (25  mg.), 
plus  5 ml.  vial  of  aqueous  diluent.  (2)  In  sterile 
single  dose  vial  containing  lyophilized  trypsin, 
12,500  Units,  N.F.  (5  mg.),  plus  1 ml.  vial  of  aqueous 
diluent. 

Compatibilities:  There  are  no  known  incompatibili- 
ties for  Parenzyme  [trypsin]  or  Orenzyme.  Other 
medications  may  be  given  with  these  preparations, 
if  indicated.  In  infection,  appropriate  antibiotic 
therapy  should  be  used  concurrently. 


References:  1.  Hopen,  J.  M.,  and  Campagna,  F.  N.:  J.  Philadelphia  Gen. 
Hosp.  5:20,  1954.  2.  Lichtman,  A.  L.:  Delaware  M.  J.  33:11,  1961.  3.  Licht- 


Supplied : Bottles  of  48  and  500  red,  enteric  coated  man,  A.  L. : Ann.  New  York  Acad.  Sc.  68:196,  1957.  4.  Golden,  H.  T. : Clin, 
tablets.  Med.  2:583,  1955.  5.  Stuteville,  O.  H.,  et  al.:  Am.  J.  Surg.  96:787,  1958. 
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or  Parenzyme  [trypsin] 


SAVE  DAYS  IN  HEALING  reduce  inflammation/ease  pain 


THE  NATIONAL  DRUG  COMPANY 

Division  of  Richardson  Merrcll  Inc. Philadelphia  4*. Pa. 
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THE  WASHINGTON  SCENE 

— H Summary  Report  Prepared  by  the  W ashington  Office 
of  the  American  Medical  Association 


The  federal  government  has,  in  effect,  branded 
the  so-called  cancer  drug  krebiozen  as  worthless. 
Boisfeuillet  Jones,  special  assistant  to  the  secre- 
tary of  Health,  Education  and  Welfare,  said  in  a 
letter  to  Dr.  Stevan  Durovic,  sponsor  of  the  contro- 
versial substance,  that  a “scientifically  unimpeach- 
able" Food  and  Drug  Administration  analysis  of 
krebiozen  “casts  strong  suspicion"  on  claims  for  it 
as  a cancer  treatment. 

The  FDA  announced  September  7 that  it  had 
analyzed  a sample  of  krebiozen  powder  furnished 
by  Durovic  and  found  it  to  be  creatine,  a substance 
naturally  present  in  the  human  body  and  consid- 
ered worthless  in  treatment  of  cancer. 

In  a September  11  letter  to  the  FDA,  Durovic 
challenged  the  analysis.  He  said  studies  made  for 
him  by  “two  reputable  independent  laboratories” 
disagreed  with  five  of  the  FDA  findings. 

Replying  to  the  Durovic  letter,  Jones  said  the 
FDA  analysis  was  “scientifically  unimpeachable.” 
He  also  placed  full  responsibility  on  Durovic  and 
Dr.  Andrew  C.  Ivy,  his  chief  backer,  for  any  con- 
sequences of  withdrawing  the  drug  from  patients 
who  have  taken  it. 

“We  are  fully  sympathetic  with  those  patients 
who  believe  that  krebiozen  is  necessary  for  the 
maintenance  of  health  and  life,”  Jones  wrote.  “You 
and  Dr.  Ivy  have  encouraged  their  belief ; you  made 
krebiozen  available  to  them  with  claims  of  benefit. 
. . . The  full  moral  responsibility  for  the  consequence 
is  yours.  . . . 

“Tests  made  by  the  FDA  demonstrate  that 
creatine  is  only  slightly  soluble  in  mineral  oil  and 
that  the  creatine  which  you  provided  and  called 
krebiozen  is  soluble  to  exactly  the  same  extent.” 

5-J  >jc 

The  federal  government  has  a new  $235  million 
program  that  will  provide  financial  aid  for 
construction  of  medical  schools  and  loans  to  medical 
students. 

The  Senate  in  mid- September  passed  by  a ATote 
of  71  to  9 the  Administration’s  medical  education 
bill  in  the  identical  form  that  the  House  had 
approved  it  earlier.  President  Kennedy  promptly 
signed  it  into  law. 

Before  approving  the  bill,  the  Senate  rejected  by 


a 43-to-39  vote  an  amendment  that  would  have 
forgiven  part  of  the  loan  to  a student  if.  after 
graduation,  he  practiced  in  an  area  where  there  was 
a shortage  of  doctors.  The  Senate  also  voted  down. 
63  to  18,  a proposal  that  would  have  knocked  out 
loans  to  students. 

The  bill  authorizes  a three-year.  $175  million 
matching  grant  program  for  the  construction, 
replacement,  or  rehabilitation  of  accredited  public 
or  nonprofit  teaching  facilities  for  the  training  of 
physicians,  dentists,  pharmacists,  optometrists, 
podiatrists,  nurses,  or  professional  public  health 
personnel.  A grant  cannot  exceed  66-4  per  cent  of 
the  cost  of  construction  for  new  schools  or  new 
facilities  at  existing  schools. 

The  new  law  authorizes  a loan  program,  pat- 
terned after  the  Rational  Defense  Education  Act. 
for  full-time  students  in  schools  of  medicine,  den- 
tistry or  osteopathy. 

Foans  cannot  exceed  $2,000  for  a student  in  any 
academic  year.  Schools  will  be  required  to  give 
preference  to  first-year  students  in  the  school  year 
1963-64.  Foans  will  be  repayable  over  a ten-year 
period  which  would  begin  three  years  after  the 
student  ceases  to  pursue  a fulltime  course  of  study. 

The  unpaid  balance  of  a loan  will  bear  3 ft 
interest  per  annum  or  the  going  Federal  rate  for 
obligations  having  a 15  year  or  more  maturity, 
whichever  is  higher.  Foans  will  be  made  without 
security  or  endorsement,  except  in  the  case  of  a 
minor  where  the  note  would  not  create  a binding 
obligation. 

i-c 

A $175  million  nuclear  fallout  shelter  program 
has  been  dealt  a stunning  blow  by  the  House  Appro- 
priations Committee. 

The  committee  denied  most  of  the  funds  sought 
by  the  Defense  Department  for  the  shelters  and 
brought  an  expression  of  concern  from  Speaker 
HcCormack,  who  called  the  program  a “Fourth 
arm  of  our  national  defense.” 

The  House  had  approved  a bill  authorizing  the 
money  for  a one  year  program  of  federal  aid  for 
construction  of  new  shelter  spaces  in  nonprofit 
private  and  public  institutions  such  as  schools  and 
hospitals. 
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CAN  YOU  NAME  IT? 

Conducted  by  Thomas  Forsythe,  m.d.,  Associate  Roentgenologist, 
Department  of  Roentgenology,  Rhode  Island  Hospital 


The  Patient:  A thirty-two-year-old  asymptomatic  patient  presented  for  a 
routine  check-up. 

What’s  Your  Diagnosis:  Normal  chest?  Esophageal  obstruction?  Hodgkin’s 
disease?  Coarctation  of  the  aorta? 


(For  this  month’s  answer  see  Page  619) 
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AS  MODERN 

DAIRY  SCIENCE 
CAN  MAKE  IT  . . . 


T he  A.  B.  Munroe  Dairy 
Laboratory,  where  milk  is 
subjected  to  constant  testing, 
using  the  most  modern  methods 
of  milk  analysis. 


Through  every  step  in 
processing,  from  the  immaculate 
receiving  room  to  pasteurizing 
and  homogenizing,  on  through 
bottling  and  refrigeration,  the 
A.  B.  Munroe  Dairy  observes 
the  strictest  standards  of 
dairy  hygiene.  The  spotless 
surroundings  and  rigid  quality 
control  are  so  designed  that  all 
A.  B.  Munroe  Dairy  products 
that  reach  your  table  are  as 
fresh,  wholesome  and  pure  as 
modern  science  can  make  them. 


THE  WASHINGTON  SCENE 

continued  from  page  572 

The  committee’s  action  denied  all  of  the  $175 
million  sought  for  new  shelter  construction,  includ- 
ing additional  funds  for  building  shelter  spaces  in 
federal  buildings.  It  allowed  only  $7.8  million  to 
continue  locating  and  marking  shelter  spaces  in 
existing  private  and  public  buildings. 

* * * 

The  Food  and  Drug  Administration  has  discov- 
ered that  its  August  warning  against  the  use  of  the 
birth-control  pill  Enovid  by  women  over  35  was  a 
mistake. 

In  releasing  the  final  report  on  the  oral  contra- 
ceptive by  an  advisory  committee  of  medical  experts 
appointed  to  study  the  relationship  between  con- 
sumption of  the  drug  and  the  occurrence  of  certain 
circulatory  disorders,  principally  thrombophlebitis 
and  pulmonary  embolism,  the  FDA  said  : 

“The  preliminary  report  of  the  committee  re- 
leased on  August  4 suggested  that  there  was  a 
statistically  significant  increase  in  risk  in  women 
35  years  of  age  or  over  who  were  taking  Enovid. 
Further  statistical  evaluation  by  the  committee  has 
indicated  that  a higher  rate  of  fatalities  due  to 
thrombo-embolism  observed  in  Enovid  users  35 
years  of  age  or  over  is  not  statistically  significant. 

“The  manufacturer  of  the  drug  (G.  D.  Searle  & 
Co.)  is  being  advised  that  references  in  labeling, 
which  FDA  requested  last  month,  may  be  modified 
to  state  that  the  higher  rate  of  fatalities  is  not  statis- 
tically significant.  The  labeling  will  continue  to 
advise  physicians  of  the  principal  contra-indications 
for  use  of  Enovid  as  a contraceptive,  namely : 
certain  cancers,  pre-existing  liver  dysfunction  or 
disease,  and  a history  of  thrombophlebitis  or  pul- 
monary embolism.” 
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SCHOOL  PHOBIA:  A SYNDROME  IN  NEED  OF  EARLY  TREATMENT 

Hugo  Taussig,  m.d. 


The  Author.  Hugo  Taussig,  M.D.  of  Providence, 
Rhode  Island.  Clinical  Psychiatrist.  Mental  Hygiene 
Services,  State  of  Rhode  Island. 


"And  then  the  whining  school-boy,  with  his 
satchel  and  shining  morning  face,  creeping  like 

snail  unwillingly  to  school.” 

(Shakespeare,  As  You  Like  It, 

Act  II,  Scene  7 , The  Seven  Ages  of  Man  » 

Definition : ‘‘Partial  or  total  inability  to  go  to 

school  that  results  from  an  irrational  dread  of  some 
aspect  of  the  school  situation."1 

The  emphasis  in  this  definition  is  on  the  word 
irrational,  and  school  phobia  is  very  definitely  not 
to  be  confused  with  truancy.  The  truant  is  a child 
or  adolescent  who  for  various  reasons  stays  away 
from  school,  but  is  generally  involved  in  other 
activities  away  from  home,  enjoyable,  mischievous, 
or  both.  A school  phobic  child,  on  the  contrary,  is 
genuinely  suffering  and  either  not  leaving  the  home 
or  quickly  returning  to  it. 

Incidence.  There  are  no  statistically  valid  fig- 
ures on  the  over-all  incidence  of  this  syndrome.  At 
the  children’s  psychiatric  service  of  the  Johns  Hop- 
kins Hospital  the  incidence  has  risen  from  three 
cases  per  thousand  in  1950  to  seventeen  cases  per 
thousand  in  1958.  and  this  seems  to  reflect  the 
experience  of  other  clinics  everywhere.2  It  is 
thought  that  this  increase  is  due  to  greater  aware- 
ness and  refinement  in  making  this  diagnosis, 
rather  than  an  actual  rise  in  its  frequency. 

Throughout  the  literature,  distribution  by  sex 
appears  to  be  about  equal.  Distribution  by  age 
ranges  from  five  years  into  adolescence,  with  some 
increase  in  frequency  at  the  moment  of  first  contact 
with  the  school  and  at  the  onset  of  puberty. 

Intelligence  level  does  not  appear  to  be  a signifi- 
cant factor.3 

Symptoms  and  Signs.  Every  parent  knows  the 
occasional  headache  or  stomachache  that  a child 
may  develop  on  the  morning  of  an  unprepared 


examination.  In  school  phobia  these  and  other 
symptoms  increase  in  intensity  and  frequency,  and 
there  are  added  objective  clinical  signs.  The  child 
complains  of  loss  of  appetite  for  breakfast,  nausea 
and  diffuse  abdominal  pains,  and  he  might  throw 
up.  Headaches  with  no  precise  localization,  dizzi- 
ness. and  weakness  of  the  legs  are  as  genuinely  felt 
as  they  are  common.  There  may  be  noticeable 
symptoms  of  anxiety,  cold  sweat,  increased  pulse 
rate,  occasional  tremors,  and  crying  spells.  Quite 
frequently  the  child  even  runs  a low  grade  fever. 

Dramatic  and  genuine  as  these  complaints  are  in 
the  morning,  their  gradual  disappearance  as  the 
day  wears  on  and  the  threat  of  school  wears  off.  is 
typical  and  pathognomonic.  The  complaints  will 
appear  on  week-ends  only  if  there  is  Sunday  school 
or  some  dreaded  group  activity  in  the  offing.  Often, 
when  one  or  more  of  these  complaints  appear  at 
school,  the  child  is  being  sent  home  by  the  teacher 
or  the  nurse.  It  is  to  be  noted  that  most  of  the  time 
the  child  does  not  say  that  he  does  not  want  to  go 
to  or  stay  at  school.  He  may  even  be  unaware  of 
this  and  develop  his  symptoms  instead. 

The  occasional  transitory  case  is  usually  written 
off  as  a stomach  upset  or  a virus  infection.  It  starts 
to  become  a problem  only  when,  at  recurrence,  the 
obvious  discomfort  and  suffering  are  getting  worse, 
while  medical  examination  has  failed  to  disclose  any 
physical  reason.  It  is  at  this  time  mostly  that  the 
maternal  attitude,  characteristic  in  these  cases, 
starts  to  become  manifest.  More  often  than  not.  the 
child's  mother  will  insistently  request  medical  treat- 
ment to  get  him  back  to  school  and  at  the  same  time 
find  many  reasons  to  ask  for  a certificate  for  him  to 
stay  home  because  of  his  failing  health. 

Etiology.  ( Personality  and  family  structure : 
dynamics. ) The  picture  outlined  above  points  to 
the  basic  problem:  ‘‘Separation  anxiety."4  One  of 
the  first  studies  on  this  subject5  defines  this  as  “a 
pathological  emotional  state  in  which  child  and 
parent  (usually  the  mother)  are  involved  in  a 
relationship  characterized  primarily  by  an  intense 
need  on  the  part  of  both  to  be  in  close  physical  prox- 
imity.’' Many  workers  are  using  the  terms  school 
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phobia  and  separation  anxiety  interchangeably. 

There  is  an  endless  variety  of  individual  traits  in 
every  case ; yet  there  are  certain  common  charac- 
teristics in  the  families  of  these  children.  Most 
frequently,  mothers  of  children  who  develop  symp- 
toms of  separation  anxiety  are  still  struggling  with 
a dependent,  ambivalent  relationship  to  their  own 
mothers  which  is  perpetuated  in  their  relationship 
to  the  child.  Dependent  and  anxious  as  they  them- 
selves are.  these  mothers  find  little  emotional  fulfill- 
ment in  their  marriage  and  almost  invariably  little 
support  from  their  husbands.  This,  in  turn,  leads  to 
an  increase  of  the  mutual  dependency  between 
mother  and  child.  More  complex  features  of  family 
interaction,  and  of  the  child’s  reaction,  too  intricate 
for  the  scope  of  this  review,  have  been  described  at 
length.1,2’4’5’6’7’8 

Eisenberg2  gives  some  vivid  examples  of  the 
superficial  aspects  of  this  basic  conflict.  In  a study 
at  a nursery  school  for  instance,  where  he  observed 
the  interaction  of  mother  and  child  at  the  moment 
of  separation,  he  found  that  “another  (mother)  bid 
her  twins  goodbye  with  many  reassurances  of  her 
early  return.  They  played  unconcerned.  She  stopped 
again  at  the  door  to  assure  them  that  they  had 
nothing  to  fear.  They  glanced  up  but  played  on. 
Having  gotten  her  coat,  she  made  a third  curtain 
speech  in  a tremulous  voice,  ‘don’t  be  afraid, 
mommy  will  be  back  — please  don’t  cry.’  This  time 
one  of  the  twins  got  the  cue  and  cried  until  she  left 
. . . the  umbilical  cord  evidently  pulled  at  both 
ends !”  On  another  occasion  “one  father  reported 
during  the  course  of  treatment  that  on  the  day  his 
son  had  agreed  to  begin  his  return  to  school,  his 
mother  wondered  aloud  whether  it  might  not  be 
wiser  to  wait  a day  since  it  was  raining  and  he 
might  catch  cold.  When  the  youngster  insisted  he 
should  keep  his  agreement,  the  mother  suggested 
she  consult  the  father.  Called  at  his  office,  the  father 
responded  with  an  exasperated  ‘of  course  he  should 
go.’  Whereupon  the  mother  turned  to  the  patient 
and  stated  ‘your  father  thinks  it’s  raining  too 
hard.’  ” The  syndrome  thus  grows  on  the  soil  of 
such  maternal  pathology.  It  may  go  unnoticed  for 
some  time  until  an  acute  incident  of  school  phobia 
is  triggered  by  an  upsetting  event  at  home  or  at 
school,  illness  or  death  in  the  family,  birth  of  a 
sibling,  a reprimand  or  insult  in  the  classroom  vastly 
amplified  out  of  proportion  in  the  child's  feelings. 

The  children  involved  are  often  of  normal  or 
superior  intelligence,  mostly  highly  sensitive  to 
change  and  fearful  of  new  experiences.  They  soon 
compensate  for  this  by  finding  out  how  easily  they 
can  manipulate  their  parents  to  provide  the  protec- 
tion they  feel  in  need  of. 

Diagnosis.  While  this  syndrome  in  itself  is  a 
fairly  typical  one  “developing  under  very  definite 
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circumstances,’’5  it  may  in  some  cases  be  only  one 
symptomatic  expression  of  yet  more  complicated 
diagnostic  entities. 

Unrecognized  mild  mental  deficiency  has  to  be 
ruled  out.  It  may  result  in  similar  anxiety  symp- 
toms due  to  demands  exceeding  the  child’s  capacitv. 
This  can  be  ascertained  by  checking  on  the  child’s 
intelligence  level  as  compared  with  his  school  place- 
ment. At  times  the  child’s  fearful  restlessness  may 
have  organic  reasons,  as  for  instance  a post- 
encephalitic syndrome,  in  need  of  the  appropriate 
medication.  Less  frequently  the  child  may  conquer 
his  fear  of  school  and  attend  it.  while  continuing  to 
suffer  from  his  physical  symptoms.  This  may  be 
the  beginning  of  a psychosomatic  expression  of  his 
dependency  conflict.  Children,  even  though  rarelv. 
do  develop  ulcers,  and — more  frequently — various 
types  of  colitis  or  constipation. 

It  may  be  one  manifestation  of  a more  complex 
psychoneurotic  illness.  In  this  case  one  may  find 
other  symptoms  of  anxiety  or  compulsive  rituals. 
Roughly,  the  merely  school  phobic  child  is  comfort- 
able when  left  at  home,  while  the  more  severelv 
neurotic  child  shows  other  disturbances  even  then. 
The  child's  unwillingness  to  go  to  school  may  also 
be  the  only  sign  of  an  otherwise  masked  depression. * 
In  adolescence  it  may  be  the  presenting  manifesta- 
tion of  a more  pervasive  character  disorder,  most 
often  of  the  passive  dependent  type. 

In  the  most  severe  cases  school  phobia  may  be 
but  one  aspect  in  the  over-all  pattern  of  withdrawal 
of  a schizophrenic  child,  or  the  first  warning  sign 
of  the  impending  development  of  such  illness.  This 
points  up  the  importance  of  an  adequate  diagnostic 
evaluation  along  all  of  these  lines,  before  one  can 
safely  undertake  the  treatment  outlined  below. 

Treatment.  More  often  than  not  the  parents 
seek  treatment  at  the  insistence  of  the  school,  rather 
than  on  their  own,  and  approach  it  with  a highly 
ambivalent  attitude.  “Whereas  advice  is  sought 
with  an  imploring  and  almost  desperate  air  it  was 
usually  received  with  ‘and  what  do  I do  when  that 
doesn’t  work  ?’  ”2 

“In  a certain  type  of  hysterical  infantile  woman 
who  was  excessively  tied  to  her  own  mother,  the 
fear  is  a direct  reaction  to  separation  . . . when  the 
child  goes  out  of  sight  she  is  seized  with  anxiety.  ”9 

This  indicates  that  the  treatment  of  the  parents, 
especially  of  the  mother,  is  at  least  as  important  as 
the  child’s,  under  the  circumstances. 

An  earlier  view  of  the  treatment  approach  in 
these  cases  tended  to  favor  prolonged  psychotherapy 
with  child  and  mother  that,  hopefully,  would  at 
length  result  in  the  child’s  return  to  school  after  the 
underlying  problems  had  been  worked  out.10  More 
recently,  however,  it  has  been  found  that,  in  case 
the  syndrome  has  been  diagnosed  as  previously 
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described,  insistence  upon  prompt  return  to  school 
is  the  approach  of  choice.  If  the  physician  wavers  in 
his  own  determination,  he  but  feeds  and  confirms 
the  presenting  anxieties  of  mother  and  child.  The 
youngster’s  return  to  school,  in  spite  of  initial  diffi- 
culties. has  the  immediate  result  of  strengthening 
his  confidence  in  himself  along  with  a demonstra- 
tion of  his  ability  to  his  parents.  This  creates  a 
positive  and  encouraging  atmosphere  from  the  be- 
ginning. in  which  to  start  working  on  the  resolution 
of  the  causative  factors.  Because  of  the  often  over- 
whelming distress  one  is  faced  with,  this  approach 
is  not  the  immediately  easier  one.  Only  after  having 
seen  how  relatively  quickly  the  distress  can  subside 
with  this  kind  of  management,  does  one  realize  that 
it  puts  less  stress  on  the  child  and  his  family  in  the 
longer  range.  Eisenberg  et  al.  have  demonstrated 
this  conclusively  in  a three  year  follow-up  study.3 
It  has  been  repeatedly  confirmed  in  other  settings, 
as  well  as  in  our  experience.  If  the  initial  period  of 
readjustment  can  be  weathered,  further  treatment 
of  the  previously  existing  emotional  imbalance 
within  the  family  becomes  much  easier,  than  if  the 
child  were  to  stay  at  home.  This  would  only  rein- 
force the  existing  unhealthy  trends  and  tend  to 
start  the  child  on  the  road  to  emotional  and  social 
invalidism. 

A physician's  recommendation  for  home  teaching 
is  apt  to  make  the  further  course  of  treatment  very 
much  more  difficult.  If  it  has  to  be  made  at  all, 
pending  diagnostic  evaluation,  it  should  be  strictly 
limited  to  the  shortest  possible,  at  any  rate  definitely 
limited,  period  of  time. 

The  return  of  an  obviously  and  pathetically  suf- 
fering child  to  school  cannot  be  accomplished  of 
course,  without  the  understanding  and  the  coopera- 
tion of  the  teacher,  the  principal,  and  the  school 
nurse.  They  are  essential  in  establishing  an  imag- 
inative program  of  gradually  increasing  attendance. 
They  need  a physician’s  support  in  recognizing  that 
the  child  is  not  harmed  by  staying  at  school.  They 
can  then  themselves  observe  how  the  child’s  symp- 
toms disappear  as  he  realizes  he  can  make  it.  with 
the  teacher's  support. 

At  times  the  demonstration  of  strength  in  achiev- 
ing the  inner  and  outer  victory  by  return  to  school 
will  be  sufficient  to  carry  the  family  along  to  a 
reorganization  of  their  relationships  in  all  areas,  in 
a healthier  way.  At  other  times  further  psycho- 
therapeutic or  counseling  work  with  the  child  and 
the  parents  may  be  necessary  to  accomplish  a more 
lasting  integration.  According  to  the  seriousness 
and  depth  of  the  pathology,  it  has  been  shown  that 
this  can  well  be  undertaken  by  the  family  physi- 
cian. the  pediatrician,  a family  service  agency  with 
psychiatric  consultation,  a child  guidance  or  psychi- 
atric community  clinic.  Related  to  the  extent 


of  the  disturbance,  rather  than  to  its  intensity,  the 
necessary  contacts  to  be  maintained  vary  from  a 
relatively  short  to  a very  long  period  of  time. 

Prognosis.  The  prognosis  of  this  disturbance  in 
young  children  has  been  consistently  found  to  be  a 
favorable  one.  ‘‘Good  results  may  be  expected  in 
kindergarten  and  elementary  school  children.  With 
proper  handling  the  majority  are  able  to  go  back  to 
school  and  function  satisfactorily.’’11  This  changes 
as  the  child  gets  older.  In  a sampling  of  twenty- 
seven  children  under  eleven  years  of  age.  twenty- 
four  returned  to  school  and  three  did  not.  In  a 
sampling  of  fourteen  children  above  eleven,  the 
same  authors  found  five  returning  to  school  and 
nine  who  did  not.3 

Xo  statistically  significant  relationship  was  found 
between  the  length  of  absence  from  school  and  the 
likelihood  to  return  there.  In  the  majority  of  in- 
stances. however,  it  is  felt  that  a prolonged  absence 
from  school  is  detrimental  to  the  ultimate  outcome. 

Case  Report 

This  case  shows  the  presenting  symptoms  to  an 
unusually  severe  and  dramatic  degree,  while  the 
underlying  dynamics  are  rather  typical. 

Alice  T.  is  a blonde,  very  pretty  little  girl,  close 
to  ten  years  old,  dressed  like  a doll,  and  of  high 
average  intelligence.  She  is  the  youngest  among 
four  children,  has  three  older  brothers,  always  was 
the  spoiled  baby  of  the  family. 

Except  for  an  attack  of  pneumonia  two  years  ago. 
her  family  and  personal  medical  history  is  essen- 
tially negative.  It  reveals  only  the  usual  children’s 
diseases,  after  an  uneventful  pregnancy,  delivery, 
and  early  development. 

W hile  attending  the  fifth  grade  of  a public  school 
with  average  grades  and  no  apparent  problems  she 
developed  a sore  throat  in  November  of  1962,  fol- 
lowed by  an  upper  respiratory  infection.  She  stayed 
out  of  school  because  of  this  and  continued  to  do  so. 
while  consultation  with  an  allergist  was  obtained 
by  the  family  physician  because  of  a suggestion  of 
a wheeze.  Xo  evidence  of  allergy  was  found  and 
symptomatic  treatment  produced  no  relief.  In 
December  she  was  admitted  to  the  Children's  Hos- 
pital Medical  Center  in  Boston  with  “agonizing- 
pains  all  over.’’  A week’s  workup  there  included  a 
neurological  examination,  x-rays  of  chest  and 
wrists,  complete  blood  count,  urinalysis,  tuberculin, 
total  protein,  serum  febrile  agglutinins,  and  Hinton. 
The  results  of  all  physical  and  laboratory  examina- 
tions were  entirely  negative.  When  the  tests  were 
completed.  Alice  spontaneously  announced  she  felt 
no  pains  any  more. 

Psychiatric  consultation  was  recommended. 

Returned  to  her  community  she  again  began  to 
complain  of  aches  and  pains,  had  spells  of  screaming 
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and  twisting,  and  was  given  a medical  certificate 
permitting  home  teaching,  after  which  her  symp- 
toms promptly  disappeared  again. 

When  seen  in  psychiatric  consultation  at  the 
Children’s  Hospital  Medical  Center  in  January 
1963,  she  was  found  to  be  a frightened  and  tense 
child,  functioning  on  an  emotional  level  well  below 
her  chronological  age.  She  was  brought  there  by 
her  father,  mother  being  home  in  bed.  as  was  usual 
almost  every  month,  with  her  menstrual  period. 
Alice’s  first  symptoms  had  also  coincided  with  her 
mother’s  being  in  bed  for  the  same  reason.  She  was 
described  as  always  having  been  timid,  fearful,  and 
close  to  mother.  Since  her  pneumonia  two  years 
ago,  mother  had  watched  her  every  step  and  little 
cold.  The  diagnostic  impression  was  “neurotic  reac- 
tion, mixed  with  conversion  symptoms  and  phobic 
features.” 

The  family  was  thereupon  referred  to  our  clinic 
for  treatment.  Additional  history  revealed  the  back- 
ground so  usual  in  these  situations.  Mother  had 
been  exceedingly  close  and  attached  to  her  own 
mother,  with  whom  she  continued  to  live  after 
marriage.  She  had  developed  few  relationships  out- 
side her  family  circle.  When  her  mother  died  her 
husband  had  been  away  on  a fishing  trip,  and  she 
had  not  forgiven  this  up  to  this  day.  She  thereupon 
grew  ever  closer  to  Alice,  a unit  within  the  family, 
on  the  periphery  of  which  father  moved  with  inde- 
cision and  irritation.  Mother’s  monthly  illnesses 
were  never  satisfactorily  explained  to  the  child  and 
continued  to  produce  great  concern  and  anxiety 
in  her. 

In  psychological  testing  there  was  no  indication 
of  any  deep-seated  pathological  process,  and  the 
child’s  anxiety  and  phobic  reaction  was  felt  to  be  an 
extension  of  the  home  situation,  that  she  described 
vividly  in  her  drawings  and  stories.  In  the  mean- 
time Alice  contentedly  received  home  teaching  and 
went  to  her  dancing  classes  on  Saturdays. 

At  this  juncture  the  family’s  moving  to  a neigh- 
boring community  made  it  easier  to  follow  through 
on  our  recommendation  of  immediate  return  to 
school,  as  a new  start.  This  was  supported  by  the 
cooperation  of  the  superintendents  of  both  school 
systems  and  a spurt  of  determination  on  the  part  of 
father.  Alice,  free  of  pains  and  feeling  much  happier, 
has  been  at  school  ever  since,  having  been  seen  at 
the  clinic  only  twice.  Most  of  the  work  was  done 
with  the  parents.  She  continues  to  show  signs  of 
resisting  to  grow  up,  wearing  undersized  shoes  and 
dresses,  telling  mother  “you  think  I’m  a big  girl 
and  want  me  to  do  all  the  work?”  Much,  obviously, 
remains  to  be  done  to  help  her  mature  and  to  help 
her  mother  let  the  child  do  it.  This,  however,  will 
be  considerably  easier  now,  than  if  she  had  stayed 
at  home  in  a state  of  artificial  emotional  invalidism. 
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Summary  and  Conclusions 

A well-defined  syndrome  is  reviewed  and  the 
importance  of  its  early  recognition  discussed.  The 
dramatic  nature  of  the  presenting  symptoms  may 
result  in  keeping  the  child  out  of  school,  thus 
aggravating  the  condition. 

“School  phobia  is  not  a disease  entity  but  a symp- 
tom complex.”3  Usually  it  appears  in  the  rather 
typical  form  described,  but  it  may  also  be  the  ex- 
pression of  a more  severe  disorder.  In  the  first 
instance  the  family  physician  or  pediatrician  may 
be  of  decisive  help  in  the  child’s  early  return  to 
school.  If  there  is  any  doubt  as  to  the  nature  of  the 
disorder,  an  adequate  psychiatric  diagnostic  evalu- 
ation becomes  necessary. 

The  outlook  for  a favorable  result  is  better  in 
younger  children  and  in  the  early  stages  of  the 
disturbance.  Home  teaching  should  be  discouraged. 
If  diagnostic  study  is  needed,  a medical  excuse 
from  school  should  be  given  only  for  this  purpose 
and  for  a limited  time. 

Close  cooperation  of  physician  and  school  is 
essential  and  is  an  integral  part  of  the  physician’s 
treatment.  The  relief  provided  by  going  to  school  is 
often  immediate.  In  more  complicated  situations 
psychiatric  consultation  and  the  cooperation  of  a 
family  service  agency  or  a psychiatric  clinic  dealing 
with  family  problems  will  be  helpful. 
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I.  A SURVEY  OF  PROGRESS  IN  CHEMOTHERAPY 

Michael  J.  Brennan,  m.d. 


The  most  important  advances  in  chemo- 
therapy are  related  to  the  development  of  new 
information  about  the  structure  of  nucleoproteins. 
Xo  cell  can  grow,  divide,  or  even  metabolize  with- 
out continuously  being  called  upon  to  manufacture 
new  nucleoprotein  material.  Xucleoprotein  is  a 
complex  heteropolymer.  It  is  a long-chain  molecule 
made  up  of  small  molecular  units  linked  together 
and  disposed  in  a stable  geometric  configuration. 

Xdicleoprotein  is  so  named  because  it  is  found  in 
greatest  abundance  in  the  nucleus  of  cells.  The 
native  nucleoprotein  consists  of  a protein  shell 
surrounding  a coiled  nucleic  acid ; the  nucleic  acid 
chain  consists  of  links  of  purine  and  pyrimidine 
bases. 

Viruses  are  nucleoproteins ; and  it  is  the  present 
understanding  of  modern  biology  that  the  substance 
which  gives  any  cell  its  specific  direction  in  metab- 
olism, or  the  characteristic  chemistry  by  which  it 
forms  its  special  products  and  structures,  is  desoxy- 
ribonucleoprotein.  This  nucleoprotein  which  is 
found  in  the  nucleus  of  the  cell,  carries  the  genetic 
information  which  enables  a cell  to  replicate  itself 
and  give  rise  to  nearly  identical  daughter  cells.  In 
addition,  howevei>there  exists  in  the  nucleus,  and 
also  in  the  cytoplasm,  another  type  of  nucleoprotein, 

*The  two  essays  in  the  dialogue  are  based  on  material 
presented  by  the  authors  at  the  152nd  Annual  Scientific 
Assembly  of  the  Rhode  Island  Medical  Society,  at  Provi- 
dence, R.  I.,  May  8,  1963. 


ribose-nucleoprotein,  which  directly  governs  the 
structure  and  formation  of  enzymes,  proteins,  and 
other  cellular  chemical  constituents.  This  substance 
is  formed  through  a templating  action  by  the  desoxy- 
ribonucleoprotein,  the  genetic  material  of  the 
nucleus,  upon  nutritional  substances  which  are 
brought  into  the  cell  from  its  environment,  or  manu- 
factured in  the  cell  from  simpler  components. 

It  is  true  that  as  early  as  1946  drugs  were  avail- 
able which  affected  cell  replication  and  which  were 
capable  of  stopping  the  multiplication  of  any  rap- 
idly dividing  cell.  But,  at  that  time,  the  mode  of 
action  of  these  substances  was  not  at  all  well  under- 
stood. The  first  of  these  substances  to  be  widely 
used  in  cancer  chemotherapy  was  nitrogen  mus- 
tard. Originally  it  was  thought  that  this  agent  acted 
chiefly  by  breaking  the  chromosomes  of  the  nucleus, 
or  by  interfering  with  their  separation  during 
mitosis  and  their  recombination  after  mitosis.  The 
thought  that  nitrogen  mustard,  and  other  similar 
“alkylating”  drugs,  acted  directly  upon  the  struc- 
turing process  for  nucleoprotein  was  not  at  that 
time  widely  entertained. 

Later  in  the  1940’s  methotrexate  was  introduced 
into  medicine.  This  was  a folic  acid  anti-metabolite. 
Folic  acid,  a member  of  the  vitamin  B complex,  had 
been  discovered  during  the  course  of  studies  in 
nutrition.  Those  who  discovered  it  were  not  con- 
cerned with  cancer ; but  they  soon  learned  that 
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deprivation  of  folic  acid  from  cell  cultures  or  from 
young  developing  animals  resulted  in  serious  injury 
to  rapidly  growing  tissues.  Folic  acid  is  necessary 
for  the  synthesis  of  the  purine  and  pyrimidine  bases 
which  make  up  the  nucleoprotein  chain. 

F.  Bethel  of  the  University  of  Michigan  discov- 
ered, in  the  course  of  studies  on  various  anemias, 
that  leukemia  cells  have  a very  high  content  of  folic 
acid.  Consequently,  when  G.  Flitchings  was  success- 
ful in  developing  an  anti-metabolite,  hematologists 
were  quick  to  seize  upon  it  and  to  use  it  in  the 
treatment  of  patients  with  acute  leukemia.  It  was 
the  first  drug  to  manifest  capability  in  that  disease. 
Subsequently,  it  was  also  tried  in  other  neoplastic 
diseases.  However,  it  was  not  effective  in  the  treat- 
ment of  these  diseases  when  given  according  to  the 
dosage  schedules  used  in  acute  leukemia.  In  1950 
we  tried  the  drug  in  the  treatment  of  choriocarci- 
noma, using  a dosage  schedule  comparable  to  that 
for  acute  leukemia  in  children  and  adults.  It  gave 
no  remissions. 

It  was  not  until  six  years  later  that  Roy  Hertz, 
at  the  National  Cancer  Institute,  turning  again  to 
amethopterin  as  a possible  chemotherapeutic  agent 
in  choriocarcinoma,  made  perhaps  the  most  out- 
standing success  that  chemotherapy  has  yet 
achieved.  Hertz  had  studied  the  metabolism  of 
female  genital  tract  tissues  and  fetal  tissues  and  bad 
demonstrated  that  folic  acid  was  necessary  in  order 
for  the  effects  of  estrogen  on  these  organs  to  be 
manifested.  Reasoning  that  choricarcinoma,  a pla- 
cental derivative,  might  also  require  large  supplies 
of  folic  acid,  he  sought  to  use  methotrexate  in 
the  treatment  of  choriocarcinoma  in  women.  Pro- 
tracted dose  schedules  were  ineffective.  However, 
a young  woman  having  far  advanced  choriocarci- 
noma metastatic  to  the  lungs,  and  terminally  ill, 
was  given  heroic  treatment  with  large  doses  of  the 
drug  with  the  hope  of  bringing  about  a prompt 
response.  The  patient  suffered  an  extremely  severe 
toxicity  with  desquamation  of  the  oral  mucosa, 
severe  diarrhea,  and  marked  depression  of  the  white 
blood  cell  count,  but  also  a prompt  reduction  in  size 
of  her  pulmonary  metastases.  She  recovered  grad- 
ually from  her  toxicity  while  the  tumor  continued 
to  regress.  Similar  courses  were  subsequently  given 
as  close  after  one  another  as  feasible  until  chorionic 
gonadotropin  disappeared  from  the  urine,  indicat- 
ing the  absence  of  functioning  neoplastic  cells  from 
her  body.  This  woman  remained  alive  and  well, 
apparently  cured  of  her  disease,  over  three  years 
after  treatment  was  completed. 

Rapid  administration  of  massive  doses  had 
affected  a disease  which  more  deliberate  adminis- 
tration of  the  same  drug  had,  in  the  past,  failed  to 
help.  A good-sized  series  of  these  cases  has  now 
been  built  up.  However,  it  was  discovered  shortly 
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that  the  only  patients  with  choriocarcinoma  who 
responded  well  were  women  whose  choriocarci- 
noma had  risen  from  the  placenta  of  a recent  preg- 
nancy. Men  having  tumors,  identical  both  from  a 
microscopic  standpoint,  and  in  terms  of  secretion  of 
the  same  hormone,  were  refractory  to  the  effects  of 
the  drug.  Some  evanescent  remissions  with  partial 
shrinkage  of  tumor  and  minor  depression  of  chori- 
onic gonadotropin  excretion  were  seen,  but  no  last- 
ing effects  occurred  in  choriocarcinoma  in  males. 

This  is,  in  a way,  not  a result  that  one  need  find 
completely  inexplicable.  It  has  been  known  for 
some  years  that  transplantable  animal  tumors  can 
be  cured  with  nitrogen  mustard,  with  methotrexate, 
and  with  a variety  of  substances  related  to  both  of 
them,  as  well  as  certain  other  anti-metabolites,  such 
as  6-mercaptopurine.  However,  this  type  of  perma- 
nent cure  cannot  be  achieved  in  any  tumor  spon- 
taneous in  the  host  animal.  Autochthonus  neoplasia, 
cancer  arising  in  the  host  animal  from  its  own  previ- 
ously normal  tissues,  is  refractory  to  chemotherapy. 
There  has  always  been  a debate  as  to  whether  the 
reason  for  failure  in  spontaneous  autochthonous 
tumor,  as  opposed  to  the  success  found  with  chemo- 
therapeutic agents  in  transplanted  tumors,  might 
not  reside  in  a difference,  a genetic  difference,  how- 
ever small,  between  the  transplanted  tumor  and  the 
recipient  host  organism.  This  difference  between 
host  and  tumor,  whether  it  be  “genetic”  in  the 
classical  sense  or  merely  phenotypic,  might  allow 
the  host  to  respond  immunologicallv  to  his  neo- 
plasm. Ordinarily  that  immune  response  is  too 
weak  to  accomplish  a regression  by  itself.  In  the 
case  of  animals  treated  for  transplanted  tumors, 
once  the  tumor  has  been  badly  injured  by  a chem- 
ical agent,  apparently  this  weak  immune  response 
is  capable  of  cleaning  up  the  remaining  few  enemy 
soldiers  left  on  the  battlefield,  and  achieving  an 
absolute  victory.  It  would  appear  that  the  same 
kind  of  process  is  involved  in  patients  with  chorio- 
carcinoma in  the  sense  that  the  tissue  which  has 
arisen  from  the  placenta  is  essentially  a back  trans- 
plant from  an  Fx  hybrid  into  the  maternal  strain. 
While  transplants  from  parent  strains  to  Fx  hybrids 
are  generally  successful  with  both  normal  and  neo- 
plastic tissues,  back  transplants  from  the  Fx  into 
either  parent  are  usually  rejected. 

A lien  this  tumor  then  is  badly  injured  by  a 
chemotherapeutic  agent,  granted  that  some  tissue 
or  graft  rejection  response  is  possible,  it  may  be 
that  a “mopping  up”  operation  can  be  completed. 
In  tumors  which  arise  entirely  from  the  patient’s 
own  tissue,  it  is  unfortunate  that  this  response  can- 
not be  expected  to  occur. 

We  have  digressed  into  a discussion  of  amethop- 
terin and  choriocarcinoma  in  order  to  make  it  clear 
that  chemotherapy,  with  agents  which  inhibit 
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growth  processes,  has  not  as  yet  in  any  instance 
been  lastingly  effective  against  an  autochthonous 
neoplasm  in  either  man  or  animals.  Consequently, 
as  a word  of  caution,  before  proceeding  with  any 
further  discussion  of  advances  in  chemotherapy,  it 
is  worthwhile  to  place  carefully  the  capability  of 
these  methods  of  treatment  in  its  proper  position. 
Chemotherapy,  at  the  present  time,  is  a palliative 
method  of  treatment  not  capable  of  inducing  cure, 
though  capable  in  many  instances  of  restoring 
patients  to  a good  state  of  activity  and  comfort  for 
a period  of  weeks  or  months.  Inevitably,  at  least  so 
far  as  we  have  experienced  it  to  date,  the  tumor 
again  regains  the  capability  of  growing  in  the  face 
of  continued  administration  of  the  agent. 

Let  us  return  to  the  theme  of  nucleoprotein  study 
and  the  understanding  of  nucleoprotein  chemistry. 
It  has  given  rise,  I think,  to  the  most  significant 
recent  developments  in  chemotherapy.  Heidel- 
burger,  at  the  University  of  Wisconsin,  studying 
the  metabolism  of  neoplastic  cells,  found  that  they 
have  large  requirements  for  uracil.  This  is  true  in 
the  case  of  tumors  of  the  liver,  and  it  was  found  to 
be  true  in  studies  on  surviving  slices  of  human  neo- 
plasms, in  particular  those  neoplasms  derived  from 
the  gastrointestinal  tract.  A series  of  halogenated 
uracils  was  synthesized  and  tested.  These  were  the 
first  effective  pyrimidine  antimetabolites  and  fol- 
lowed by  Some  years  the  introduction  of  the  anti- 
purines. 

The  series  of  halogenated  uracil  molecules  were 
substituted  in  the  5-position  of  uracil  (5-bromo, 
5-iodo,and  5-fluorouracil).  Fluorine  occupies  about 
the  same  space  geometrically  in  the  uracil  molecule 
as  does  the  hydrogen  atom,  which  ordinarily  lies  in 
that  position.  The  substitution  does  not  change  the 
molecular  dimension  of  the  molecule  significantly. 
Fluorine  is  bound  so  firmly  to  the  carbon  ring  atom 
that  it  is  impossible  for  the  enzyme  systems  in- 
volved in  the  methylation  of  uracil  in  the  5-position 
to  change  the  uracil  to  thymine.  Thymine  is  the 
pyrimidine  base  which  is  specifically  necessarv  for 
the  production  of  desoxyribonucleoprotein.  Heidel- 
burger  had  thus  produced  a series  of  compounds 
which  are  probably  the  most  specifically  effective 
blocking  agents  yet  discovered  against  the  produc- 
tion of  desoxyribonucleoprotein,  the  genetic  mate- 
rial of  the  nucleus.  Because  experimental  work  had 
shown  that  in  tumors  of  the  liver  and  the  bowel 
uracil  was  especially  needed,  it  was  first  tried  clin- 
ically in  these  diseases.  It  was  found  to  be  capable 
of  producing  about  a 20  per  cent  regression  rate  in 
the  treatment  of  patients  with  advanced  carcinoma 
of  the  rectum  and  the  bowel.  It  was  the  first  sub- 
stance which  had  shown  any  capability  against 
these  tumors.  Nitrogen  mustard,  amethopterin,  and 
the  purine  anti-metabolites  such  as  6-mercapto- 


purine,  had  been  clinically  ineffective  in  these 
diseases.  This  was  a very  important  advance  inas- 
much as  these  tumors  constitute  the  most  frequently 
encountered  neoplasms  in  human  medicine.  The 
drug  was  of  even  greater  interest  when  it  was 
found  that  it  also  had  some  capability  against 
breast  cancer. 

All  of  the  current  chemotherapeutic  screening 
programs,  whether  sponsored  by  the  Federal 
Government,  and  the  various  research  institutes  or 
by  drug  manufacturers,  here  or  overseas,  are  based 
upon  a strategy  of  selecting  substances  capable  of 
inhibiting  the  growth  of  rapidly  growing  tissue, 
rapidly  growing  transplantable  tumors  for  the  most 
part.  They  detect  antigrowth  substances  in  a gen- 
eral way.  What  does  this  mean  from  a practical 
standpoint  ? It  means  that  when  these  substances 
are  administered  to  an  individual,  any  tissue  which 
is  characterized  by  a very  high  mitotic  rate  and  a 
very  rapid  cellular  replication  will  be  extremely 
vulnerable  to  their  action.  They  all.  consequently, 
produce  severe  depression  of  white  blood  cell  and 
red  blood  cell  formation  in  the  bone  marrow,  and  of 
replication  of  the  desquamating  cellular  elements 
of  the  gastrointestinal  tract  and  cells  of  the  hair 
follicle.  These  effects  induce  a degree  of  toxicity 
and  a danger  of  death  which  strictlv  limit  their  use. 
They  must  be  administered  in  doses  small  enough 
to  be  tolerated  by  those  normal  body  tissues  which 
characteristically  multiply  rapidly,  but  large 
enough  to  act  upon  the  tumor  cells,  which  in  certain 
instances  grow  more  slowly  than  some  of  the 
normal  cell  lines. 

Attempts  have  been  made  to  escape  this  limita- 
tion. In  clinical  medicine,  ways  were  sought  to 
counteract  the  systemic  effects,  or  to  distribute  the 
drugs  only  to  limited  regions  in  the  body.  This  has 
led  to  widespread  development  in  many  centers  of 
intra-arterial  therapy  with  5-fluorouracil  and  also 
with  other  growth-inhibiting  substances.  The  tech- 
nique consists  of  installing  a catheter  under  direct 
surgical  vision  or  in  accordance  with  the  technique 
of  arterial  catheterization  used  in  cardiac  function 
studies,  directly  into  the  main  artery  supplying  the 
tumor.  The  drug,  introduced  into  the  catheter,  is 
mixed  with  the  blood  supplying  the  tumor,  and 
reaches  the  tumor  in  a concentration  several  orders 
higher  than  its  concentration  in  the  general  circu- 
lation, after  passing  through  the  lungs  and  mixing 
with  blood  draining  in  from  other  regions  of  the 
body. 

This  method  is  of  interest  and  value,  not  only 
because  it  has  produced  tumor  regressions  which 
would  not  otherwise  have  been  observed,  not  only 
because  it  allows  effective  treatment  at  dose  levels 
which  are  not  severely  toxic  to  patients,  but  also 
because  it  will  probably  give  rise  to  new  under- 
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standing  of  the  actual  physiologic  and  pharmacolo- 
gic characteristics  of  the  drugs  with  which  we  must 
at  present  work.  It  is  conceivable  that  methods  will 
be  developed  with  this  technique  which  will  yield 
some  small  percentage  of  chemotherapeutic  cures, 
even  with  the  compounds  which  we  have  today, 
though  one  cannot  emphasize  too  strongly  that 
these  agents  are  not  specifically  anti-cancer  agents 
but  rather  primarily  anti-metabolites  of  nucleo- 
protein  metabolism. 

It  is  well  to  mention,  in  view  of  the  current 
interest  in  virology  and  cancer,  that  the  substituted 
uracils  are  also  anti-viral  agents.  5-fluorouracil, 
5-idodouracil,  and  5-bromouracil  all  possess  the 
capability  of  interfering  with  the  multiplication  of 
a number  of  viruses.  In  clinical  medicine,  a prac- 
tical advance  which  developed  from  this  realization 
is  the  use  of  5-iodouracil  and  bromouracil  in  the 
treatment  of  herpetic  infections  of  the  cornea  of  the 
eye.  The  material  is  simply  dropped  onto  the  sur- 
face of  the  eye  in  a topical  application.  It  does  not 
damage  the  cornea  itself.  However,  the  nucleo- 
protein  of  the  virus,  the  virus  being  committed  to 
continuous  multiplication,  is  severely  affected. 

Chemotherapeutic  substances  administered  intra- 
arterially may  become  important  in  the  prophylac- 
tic treatment  of  cancer  metastases,  that  is,  in  the 
treatment  of  patients  who  have  had  surgery  and  in 
whom  examination  of  the  tumor  specimen  makes  it 
appear  very  likely  that  metastases  will  develop  in 
the  liver.  We  have  been  able  to  pass  a catheter  into 
the  hepatic  artery,  inject  the  agent  there  in  doses 
which  are  not  systemically  toxic,  or  injurious  to 
normal  liver  elements,  and  yet  extremely  toxic  to 
tumor  cells  in  the  liver.  This  may  increase  the  cure 
rate  for  patients  whose  lesions  appear  to  be  local- 
ized in  the  bowel  but  which  have  already  seeded 
out  microscopically  through  the  blood  into  the  liver. 
In  the  case  of  colon  carcinoma,  it  is  this  complica- 
tion which  leads  to  death  more  frequently  than  any 
other,  so  that  if  metastatic  cells  can  be  destroyed  in 
the  liver  with  a method  such  as  this,  or  prevented 
from  taking  root  there,  an  increased  rate  of  cure  in 
colon  carcinoma  should  result. 

We  have  treated  18  patients  with  demonstrable 
liver  metastases  in  this  way.  We  have  obtained 
demonstrable  regressions  lasting  a mean  period  of 
some  90  days  in  9 out  of  1 3 of  the  patients  who  had 
bowel  cancer.  In  one  patient  with  stomach  carci- 
noma, we  have  obtained  a very  fine  regression 
which  still  persists  at  six  months,  and  one  patient 
with  carcinoma  of  the  small  bowel  has  had  a regres- 
sion lasting  four  months. 

Carcinoid  tumors  produce  characteristic  sub- 
stances which  can  be  measured  in  blood  and  urine, 
serotonin  and  5-hydroxy-indole-acetic  acid.  In 
order  to  determine  the  injury  to  tumor  cells  which 
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treatment  was  producing,  we  measured  these  sub- 
stances in  two  patients  with  metastases  of  carcinoid 
tumor  and  showed  prompt  and  lasting  decreases  in 
blood  and  urinary  values  in  both. 

We  had  set  out  to  show  that  chemotherapy  could 
be  given  in  highly  efficacious  doses  through  the 
hepatic  artery  to  patients  with  advanced  metastatic 
disease,  measurable  radiographically  and  well- 
defined,  and  we  succeeded  in  doing  this.  It  has  now 
been  demonstrated  that  a safe  method  of  treatment, 
which  produces  little  or  no  systemic  toxicity,  has 
the  capability  of  injuring  tumor  without  injuring 
the  organ  itself.  An  organized  survey  of  prophylac- 
tic treatment  via  the  hepatic  artery  in  colon  carci- 
noma patients,  and  in  stomach  carcinoma  patients, 
should  he  done.  This  method  should  be  superior  to 
that  in  which  drugs  are  given  in  low  concentra- 
tions systemically  to  all  patients  coming  to  surgery. 
One  can  restrict  treatment  to  those  in  whom  there 
is  a definite  strong  and  moral  reason  for  giving  the 
drug,  because  of  their  known  bad  outlook.  It  is  not 
necessary  to  give  the  treatment  simultaneously  with 
the  surgery.  One  can  at  any  time,  two  weeks  or  a 
month  later,  after  thorough  pathologic  study  of  the 
operative  specimen  has  been  made,  catheterize  the 
artery,  and  administer  treatment  to  those  in  whom 
high  risk  of  recurrence  exists.  By  means  of  a well- 
designed  and  controlled  study  in  a group  of  patients 
having  a high  risk  of  early  recurrence  in  the  liver 
(Duke’s  classifications  2 and  3),  we  should  be  able 
to  come  to  a conclusion  as  to  whether  the  concept  of 
prophylactic  chemotherapy  in  accompaniment  with 
surgery  is  a valid  one  for  the  agents  available  today. 
Many  people  believe,  at  the  present  time,  in  pro- 
phylactic chemotherapy  after  surgery  for  malignant 
disease.  However,  there  has  been  no  way  to  arrive 
at  demonstrably  effective  doses  practical  for  sys- 
temic treatment  in  the  operative  and  postoperative 
period  without  producing  unacceptable  systemic 
toxicity  in  some  persons.  We  do  not  as  yet  know 
whether  the  injuring  of  cells  with  presently  avail- 
able chemotherapies  will  significantly  prolong  the 
lives  of  patients  with  microscopic  metastases. 
Hepatic  arterial  infusion  of  5-fluorouracil,  a drug 
with  a demonstrable  capability  against  bowel  can- 
cer, can  provide  an  acid  test  for  the  hypothesis  that 
prophylactic  chemotherapy  for  autochthonous 
cancer  in  man  will  significantly  alter  the  course  of 
the  disease. 

Conclusion 

In  this  presentation  we  have  attempted  to  review 
in  a general  way  the  historical  progress  of  cancer 
chemotherapy  and  to  point  out  the  impetus  of 
present  developments.  The  obligation  of  clinical 
medicine  is  to  utilize  as  prudently  and  efficaciously 
as  possible  whatever  measures  may  at  any  given 
time  in  history  be  available  for  the  amelioration  of 
disease.  The  presently  available  medical  agents  for 
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cancer  chemotherapy  are  crude,  toxic,  non-specific 
and,  for  the  most  part,  incapable  of  producing  last- 
ing benefits.  Consequently,  thoughtfulness  and  ex- 
perience, together  with  seasoned  medical  judgment, 
are  needed  if  they  are  not  to  do  more  harm  than 


good.  Nevertheless,  it  is  clear  that  gradual  progress 
in  methodology  and  in  the  effective  size  of  our 
medicinal  armamentarium,  and  therefore  in  the 
spectrum  of  neoplastic  diseases  susceptible  to  modi- 
fication, has  taken  place  during  the  past  15  years. 


II.  CANCER  CHEMOTHERAPY:  THE  SURGEON’S  VIEWPOINT 

Arthur  I.  Holleb,  m.d. 


First,  may  I congratulate  Dr.  Brennan  on  his 
excellent  presentation.  He  is  to  be  commended 
for  his  very  logical  approach  to  the  use  of  chemo- 
therapy  and  his  sensible  attitude  toward  the  admin- 
istration of  toxic  agents. 

Being  a surgeon,  I have  difficulty  with  the  com- 
plexities of  chemical  formulae  and  the  structural 
changes  in  molecules  which  convert  one  therapeutic 
substance  to  another. 

My  interest  and  attention  have  been  directed 
toward  the  field  of  breast  cancer,  a disease  which 
used  to  be  a simple  question  of  whether  to  operate 
locallv  or  do  nothing.  The  additional  modalities  of 
therapy  now  include  radiation  therapy,  hormonal 
management,  ablative  surgery,  such  as  oophorec- 
tomy. adrenalectomy  and  hypophysectomy,  and 
non-hormonal  chemotherapy. 

The  surgeon  must  lie  prepared  to  cooperate  with 
the  radiation  therapist,  the  endocrinologist,  and  the 
chemotherapist.  The  surgeon  must  also  be  knowl- 
edgeable about  the  indications  and  contraindica- 
tions covering  major  endocrine  surgery. 

The  ultimate  purpose  is  to  provide  for  the  patient 
with  disseminated  cancer  a useful  life  which  is  also 
free  of  pain.  It  is  also  our  responsibility  to  be  sure 
that  the  treatment  is  not  worse  than  the  disease 
itself. 

You  are  all  familiar  with  the  fine  results  obtained 
by  the  use  of  estrogens,  androgens,  and  corticos- 
teroids. The  great  value  of  radiation  therapy  is  also 
too  well  known  to  warrant  further  detail  today. 
Good  palliation  can  also  be  achieved  with  major 
ablative  surgery,  such  as  bilateral  adrenalectomy  or 
hypophysectomy. 

The  report  of  the  Joint  Committee  of  the 
American  College  of  Physicians  and  the  American 
College  of  Surgeons,  on  the  results  of  adrenalec- 
tomy and  hypophysectomy,  shows  a total  mortality 
rate  of  about  9 per  cent  for  each  of  these  operative 
procedures.  All  deaths  are  classified  as  failures. 
The  over-all  regression  rate  is  about  32  per  cent. 
Pure  subjective  remissions  are  eliminated  com- 
pletely. Objective-regression  must  last  six  months 
or  longer,  with  no  evidence  of  new  disease  to  be 
classified  as  a success. 

May  I restate  what  we  are  trying  to  accomplish 
— the  provision  of  a useful  life  as  free  of  pain  as 


possible.  To  achieve  this  end,  it  is  necessary  at 
times  to  take  some  risks.  Adrenalectomy  and  hypo- 
physectomy are  major  operative  procedures  which 
carry  a nation-wide  mortality  rate  of  9 per  cent  and 
a remission  rate  of  32  per  cent  for  an  average  dura- 
tion of  nine  months. 

\Ye  must  remember  constantly  that  recom- 
mended therapy  offers  palliation  only,  not  cure. 
Therefore,  the  proper  selection  of  patients  for  life- 
threatening  procedures  must  be  a very  careful 
consideration.  It  would  be  injudicious  to  advise 
adrenalectomy  for  the  patient  with  jaundice  due  to 
liver  metastases,  the  patient  with  lymphangitic  pul- 
monary metastases  who  has  marked  diminution  of 
vital  capacity,  or  the  patient  with  extensive  brain 
metastases.  Yet,  striking  palliation  can  be  provided 
for  those  who  have  metastases  in  the  supporting- 
skeleton  and  little  or  no  involvement  of  vital  organs. 

It  cannot  be  denied  that  dramatic  responses  are 
occasionally  obtained  with  all  modalities  of  treat- 
ment ; yet  in  the  over-all  picture,  we  fail  to  improve 
the  patient  at  least  three  times  more  often  than 
we  succeed. 

In  those  who  do  show  improvement,  one  fre- 
quently finds  a common  pattern.  The  time  between 
initial  treatment  of  the  cancer  and  recurrence  is 
long.  The  cancer  is  of  the  slow-growing  variety.  In 
other  words,  we  are  either  dealing  with  a “good” 
kind  of  cancer,  or  the  patient  has  what  has  been 
termed  “host  resistance.” 

I would  classify  chemotherapy  as  an  heroic  meas- 
ure equivalent  in  its  implications  to  major  ablative 
surgery,  if  not  more  drastic.  Its  areas  of  progress 
include  actinomycin-D  for  Wilm’s  tumor,  vinblas- 
tine for  lymphosarcoma,  5-fluoro-2-deoxyuridine 
(FUDR)  in  bowel  cancer,  6-mercaptopurine 
(6  MP),  steroids  and  methotrexate  in  acute  leu- 
kemia, methotrexate  for  choriocarcinoma,  5-fluoro- 
uracil  (5-FU),  leukoran  for  breast  cancer,  and 
so  on. 

There  is  no  doubt  in  my  mind  that  remissions 
can  be  produced,  for  I have  seen  them.  There  is  a 
need,  however,  for  better  criteria  to  evaluate 
“response”  to  all  procedures,  surgery  and  chemo- 
therapy. What  is  a remission?  What  is  a good 
response  ? How  long  should  the  response  last  to  be 
called  worthy  of  the  risk  of  therapy  ? 

continued  on  next  page 
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Some  chemotherapists  and  surgeons  in  their 
haste  to  add  to  the  medical  literature,  present 
papers  which  describe  response  rates  of  50  per  cent 
or  more,  based  on  21  cases  in  which  most  of  the 
so-called  remissions  last  for  three  weeks  or  less, 
at  which  time  the  patient  expires. 

In  the  field  of  major  ablative  surgery,  with  its 
mortality  rate  of  9 per  cent,  we  insist  on  an  objec- 
tive regression,  lasting  at  least  six  months  with  no 
evidence  of  new  disease,  before  we  classify  the 
patient  as  a satisfactory  response. 

Chemotherapists  should  do  the  same.  All  deaths 
during  therapy  should  be  called  failures,  and  must 
not  he  excluded  from  the  total  tabulation,  just  as 
an  operative  death  is  called  a failure. 

Chemotherapy  is  often  the  administration  of  a 
dangerous  agent,  and  it  should  be  under  the  control 
of  a specialist.  Even  in  the  hands  of  an  expert,  it 
carries  definite  risks. 

In  1961,  in  the  journal  Cancer,  Dr.  Brennan 
reported  on  an  experience  with  5-FU,  in  which  15 
of  the  61  patients  treated  died  from  the  chemo- 
therapy alone,  a mortality  rate  of  more  than  20 
per  cent.  Dr.  Brennan  wisely  cautions  us  to  he 
prudent  in  the  use  of  toxic  agents  which  destroy 
normal  cells  as  well  as  tumor  cells. 

In  major  cancer  surgery,  we  are  often  accused  of 
sending  the  patient  to  the  pathology  laboratory 
and  returning  the  specimen  to  the  hospital  floor. 
There  is  the  story  told  by  one  of  our  eager  surgical 
residents  who  performed  a radical  neck  dissection, 
interscapulothoracic  amputation,  pneumonectomy, 
and  mediastinal  node  dissection  on  one  and  the 
same  patient,  who  survived  the  operation  but  later 
died  of  recurrent  cancer.  A post-mortem  examina- 
tion was  diligently^  sought  and  obtained,  but  the 
pathologist’s  report  consisted  of  only  three  words : 
“Quantity  not  sufficient.” 

Chemotherapy,  with  its  need  to  induce  toxicity 
in  order  to  achieve  an  effect,  with  its  severe  bone- 
marrow  depressions  and  infections,  with  its  alo- 
pecia, stomatitis,  inanition,  fatal  gastrointestinal 
tract  bleeding,  and  hallucinatory  psychoses,  can  be 
almost  as  bad,  if  not  worse,  than  the  effects  of  cancer. 

In  summary,  I should  like  to  stress  the  following 
points : 

1.  One  must  understand  the  variations  in  the 
natural  history  of  cancer  to  offer  suitable  therapy 
to  the  patient  with  disseminated  disease. 

2.  Chemotherapy,  like  surgery,  should  be  dele- 
gated to  those  with  experience  and  interest. 

3.  There  is  a great  need  for  standardization  of 
criteria  used  for  the  evaluation  of  results.  Beware 
of  the  three  week  regressions,  the  hidden  mortality 
rates,  the  patients  excluded,  the  small  series  of 
cases,  and  the  minimal  or  moderate  regressions. 
One  must  learn  to  read  between  the  lines. 


4.  Consider  the  risks  involved  and  reconcile 
them  with  the  idea  of  palliation,  rather  than  cure. 

5.  Do  not  neglect  the  routine  simple  measures 
such  as  radiation  therapy,  estrogens,  and  andro- 
gens. which  were  painstakinglv  developed  through 
the  years. 

6.  Levels  of  statistical  significance  are  only 
methods  by  which  the  statistician  evaluates  the 
material  he  is  given.  The  chi  square  test  does  not 
measure  the  clinician's  lack  of  bias  or  his  inexperi- 
ence with  the  capricious  nature  of  the  disease  he 
is  treating. 

It  is  not  necessarily  the  truth  which  is  pinned  to 
the  printed  page  on  the  basis  of  statistical  analysis  : 
it  is  often  the  author. 

In  a magnificent  article  published  by  the  Univer- 
sity of  Michigan,  entitled  “The  Problems  of  Afflu- 
ence for  Cancer  Research  and  Cancer  Control.” 
Dr.  Brennan  provided  me  with  my  closing  remarks. 
I quote  from  his  text : 

“The  assumption  that  neoplastic  disease  will  be 
manageable  according  to  the  methods  of  manage- 
ment of  infectious  disease  appears  progressively 
less  acceptable.”  He  further  states  : “It  would  seem 
that  the  burgeoning  growth  of  clinical  chemother- 
apy studies,  which  have  not  as  yet  necessitated  anv 
important  change  in  earlier  data,  is  not  apt  to  lead 
to  much  progress  at  present,  either.” 


<J~Cealtli  <JCc 
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MANAGEMENT  OF  OCCUPATIONAL  DERMATITIS* 


William  B.  Cohen,  m.d. 


The  Author.  William  B.  Cohen,  M.D.,  of  Providence, 
R.  I.  Consulting  Staff , Department  of  Dermatology, 
Miriam  Hospital,  Providence. 


IN  addressing  a group  of  industrial  physicians 
it  is  hardly  necessary  to  emphasize  the  impor- 
tance in  treating  industrial  dermatitis  of  keeping 
the  employee  on  his  job.  In  order  to  accomplish 
this,  certain  measures  must  be  considered.  Good 
protection  is  helpful  in  avoiding  possible  contact 
with  irritating  substances.  Gloves  (for  example, 
cotton)  are  useful  when  the  eruption  is  on  the 
hands,  shirts  with  sleeves  if  the  arms  are  involved, 
or  in  general  appropriate  clothing.  Cleanliness  is 
very  important.  In  certain  industries,  for  example, 
it  may  be  advisable  for  the  employee  to  wash  every 
2 or  3 hours,  while  in  other  industries  it  may  even 
be  necessary  to  take  a shower  bath  at  the  end  of  the 
day’s  work.  In  my  experience  protective  creams 
have  not  proved  satisfactory.  Once  the  eruption  has 
cleared,  the  employee  hopefully  can  return  to  his 
job  without  further  difficulty. 

Once  the  causative  agent  of  a dermatitis  has  been 
removed,  other  causes  may  come  into  play.  In  some 
cases  improvement  of  the  secondary  causes  will  not 
be  possible.  In  any  event  we  should  at  least  be 
aware  of  their  existence.  Among  these  are  : 1.  Sec- 
ondary bacterial  infection  ; 2.  Pre-existing  mycotic 
infection;  3.  Dyshidrosis ; 4.  Pre-existing  derma- 
toses or  diathesis;  5.  Systemic  disease;  and 
6.  Improper  cleaning  facilities. 

The  importance  of  the  recognition  of  the  sec- 
ondary bacterial  infection  should  be  emphasized. 
The  skin  is  erythematous,  swollen,  weeping,  or 
crusted ; glands  may  or  may  not  be  enlarged ; and 
there  may  be  a rise  in  temperature.  Cnee  this  con- 
dition is  recognized,  the  treatment  is  very  simple 
and  very  effective.  Prior  to  the  advent  of  antibiotics, 
treatment  was  limited  to  wet  dressings ; this  was  a 
troublesome  and  not  very  effective  type  of  therapy. 
Antibiotics  should  be  administered  both  internally 
and  topically.  One  of  my  favorite  antibiotic  topical 

^Prepared  for  presentation  at  a meeting  of  the  New 
England  Industrial  Physicians  Association,  at  Cranston, 
R.  I,  July  31,  1963. 


preparations  is  triclobisonium  chloride,1  in  a plain 
ointment  or  cream,  or  combined  with  hydrocorti- 
sone. Creams  (vanishing  cream  base)  are  prefer- 
able in  warmer  weather  and  ointments  in  colder 
weather  when  the  skin  is  usually  dry. 

One  of  the  great  advances  in  topical  skin  therapy 
has  been  the  introduction  of  the  steroid  prepara- 
tions. The  steroids  are  anti-inflammatory  and  anti- 
pruritic, and  when  combined  with  an  antibiotic, 
such  as  neomycin,  can  be  very  helpful  in  treating 
dermatitis  with  a secondary  infection,  preferably 
in  smaller  areas.  At  the  present  time  the  most 
popular  steroid  preparations  are  fluocinolone  ace- 
tonide,2  plain  or  combined  with  neomycin,  and 
flurandrenolone.3  The  next  in  popularity  is  triam- 
cinolone4 in  a cream  base.  The  hydrocortisone 
preparations  are  not  as  effective  as  the  steroids 
above-mentioned. 

Mycotic  infections  caused  by  various  superficial 
fungi  are  sufficiently  common  that  their  presence 
can  be  expected  in  many  industrial  workers,  includ- 
ing some  suffering  from  an  occupational  dermatitis. 
A dermatophytosis  may  thus  be  responsible  for 
chronicity  in  two  ways.  It  may  provide  actual  infec- 
tion of  the  involved  area,  or  it  may  provide  a locus 
minoris  resistentiae,  a site  of  former  or  impending 
id  reaction.  It  is  desirable,  therefore,  to  treat  any 
mycotic  infection  present  in  order  to  limit  the 
possibility  of  chronicity  from  this  source. 

In  this  type  of  infection  iodochlorhydroxyquin 
ointment  or  cream5  is  usually  beneficial.  The  anti- 
fungal drug  griseofulvin  has  not  been  very  helpful. 
In  most  cases  involvement  of  the  scalp  and  nails 
only  have  been  found  to  respond  to  the  latter 
preparation. 

Dyshidrosis  is  a recurrent,  noil-inflammatory 
vesicular  eruption  of  the  palms  and  soles.  Although 
it  is  probably  not  a true  sweat  retention  disease,  the 
fact  is  that  hyperhidrosis  is  frequently  associated 
with  dyshidrosis  and  is  known  to  aggravate  it.  It 
may  be  a sign  of  mycotic  infection,  contact  derma- 
titis, drug  allergy,  or  psychosomatic  disease.  In  any 
case  it  is  known  to  occur  soon  after  the  develop- 
ment of  one  of  these  disorders.  It  has  been  observed 
to  occur  soon  after  the  development  of  a contact 
dermatitis,  and  may  persist  for  a long  period  after 
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INFANT  MORTALITY  AND  SOCIOECONOMIC 
STATUS  IN  PROVIDENCE 

Edward  G.  Stockwell,  Ph.D. 


The  Author.  Edzvard  G.  Stockwell,  Ph.D.  of  Stores, 
Connecticut.  Associate  Professor  of  Rural  Sociology, 
University  of  Connecticut. 

IX  AN  EARLIER  ARTICLE  in  this  JOURNAL 
(“  Socioeconomic  Mortality  Differentials  in 
Providence,  Rhode  Island,”  Rhode  Island  Medical 
Journal  46:368,  July  1963),  the  author  presented 
evidence  of  the  existence  of  a pronounced  inverse 
relationship  between  levels  of  mortality  and  levels 
of  socioeconomic  status  in  the  city  of  Providence  for 
the  period  1949-51.  This  relationship  was  found  to 
hold  for  the  total  population,  for  males  and  females, 
and  for  both  infectious  and  degenerative  causes  of 
death.  In  the  present  report,  this  relationship  is 
further  explored  with  specific  reference  to  infant 
mortality. 

^ >jc 

In  the  past,  the  infant  mortality  rate  (the  annual 
number  of  deaths  under  one  year  of  age  per  1,000 
live  births)  has  generally  been  regarded  as  the 
most  sensitive  index  we  possess  of  the  level  of  social 
and  economic  well-being  characterizing  a given 
population  group.  Indeed,  the  infant  mortality  rate 
has  often  been  used  as  a comparative  measure  of 
socioeconomic  status.  In  view  of  this  historical  rela- 
tionship, one  would  normally  expect  the  socioeco- 
nomic mortality  differential  to  be  most  pronounced 
for  the  population  under  one  year  of  age.  Inspection 
of  the  data  presented  in  Table  1,  however,  reveals 
that  this  is  not  the  case  in  Providence.  In  contrast 
to  a marked  inverse  gradient  for  the  total  death  rate 
when  the  Providence  census  tracts  were  grouped 
into  five  social  rank  areas  on  the  basis  of  the  occu- 

Table  I. — Infant  mortality  and  socioeconomic  status  in 
Providence,  Rhode  Island:  1949-51. 

Deaths  under  1 Year 

Socioeconomic  All  ( Per  1,000  Live  Births) 


Deaths  Under  1 to  1 1 

0 a 1 Month  Months 


All  Areas 

10.1 

28.2 

22.8 

5.4 

(High  SES) 

I 

8.7 

31.5 

27.2 

4.3 

II 

9.6 

30.3 

26.7 

3.7 

III 

9.9 

24.0 

18.2 

5.9 

IV 

11.0 

29.5 

22.9 

6.6 

(Low  SES) 

V 

12.1 

25.9 

19.9 

6.0 

pation,  education,  and  income  composition  of  the 
population,  a very  erratic  pattern  emerges  for  infant 
mortality.  Instead  of  the  expected  inverse  gradient, 
the  relationship  between  socioeconomic  status  and 
mortality  tends  to  be  direct,  with  the  highest  social 
rank  area  having  the  highest  infant  mortality  rate 
and  the  lowest  social  rank  area  having  one  of  the 
lowest  infant  death  rates. 

Although  the  expected  pattern  is  not  found  for 
total  infant  mortality  in  Providence,  a somewhat 
different  picture  emerges  when  age  at  death  of 
infants  is  taken  into  consideration.  Whereas  a direct 
association  with  socioeconomic  status  is  still  approx- 
imated for  neonatal  mortality  (deaths  under  one 
month),  the  postneonatal  death  rate  (ages  one 
month  to  one  year ) tends  to  increase  as  socio- 
economic status  decreases.  Although  a consistent 
inverse  gradient  is  absent,  and  although  the  abso- 
lute differences  in  death  rates  are  small,  the 
adverse  effects  of  a low  socioeconomic  status  on 
mortality  after  the  first  month  of  life  are  readily 
apparent. 

Discitssion 

The  existence  of  an  approximate  inverse  rela- 
tionship to  socioeconomic  status  for  postneonatal 
mortality,  but  its  absence  elsewhere,  is  very  likely 
a reflection  of  the  progress  made  by  medical  science 
in  combating  the  infectious  causes  of  death.  The 
substantial  reductions  in  the  infant  mortality  rate 
that  have  taken  place  during  the  present  century 
have  been  due  largely  to  an  increasing  control  over 
infection,  and  the  infectious  diseases  have  today 
been  replaced  as  the  leading  causes  of  death  among 
infants  by  those  causes  that  are  more  directly  asso- 
ciated with  the  processes  of  gestation  and  birth. 
This  is  aptly  illustrated  by  the  fact  that  birth  in- 
juries, immaturity,  and  congenital  malformations 
accounted  for  approximately  80  per  cent  of  all 
infant  deaths  in  Providence  during  the  years 
1949-51,  whereas  infectious  diseases  accounted  for 
only  6 per  cent.  Since  those  causes  that  accounted 
for  80  per  cent  of  all  infant  deaths  are  primarily 
biological  in  nature,  it  is  not  surprising  that  there 
is  a lack  of  any  clear-cut  association  between  socio- 
economic status  and  infant  mortality. 

Although  the  number  of  infant  deaths  was  too 
small  to  permit  a detailed  cause-specific  analysis  by 
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age.  the  same  line  of  reasoning  can  be  used  to 
explain  the  approximate  inverse  relationship 
between  socioeconomic  status  and  postneonatal 
mortality.  In  postulating  this  argument,  two  facts 
may  be  noted.  First , the  vast  majority  of  all  deaths 
under  one  year  of  age  (80  per  cent)  occur  during 
the  first  month  of  life.  Second,  75  per  cent  of  all 
neonatal  deaths,  but  only  38  per  cent  of  the  post- 
neonatal deaths  in  Providence,  were  attributed  to 
birth  injuries,  immaturity,  and  congenital  malfor- 
mations. Conversely,  58  per  cent  of  the  deaths 
occurring  in  infants  after  the  first  month  of  life 
were  attributed  either  to  infectious  causes  such  as 
acute  bronchitis,  pneumonia,  and  diarrhea  of  the 
new  born  (40  per  cent),  or  to  accidental  causes 
such  as  suffocation  or  poisoning  (18  per  cent). 
Since  deaths  from  these  latter  causes  can  largely  be 
regarded  as  “‘preventable,”  the  nature  of  the  post- 
neonatal association  clearly  indicates  that  the  extent 
of  unnecessary  reproductive  wastage'  is  greater 
among  persons  living  in  the  lower  social  rank  areas 
than  it  is  among  persons  living  in  areas  charac- 
terized by  a more  favorable  social  and  economic 
environment. 

To  sum  up:  the  above  findings  make  it  clear' 
that,  at  least  in  Providence,  the  infant  mortality 
rate  is  no  longer  the  extremely  sensitive  index  of 
differences  in  socioeconomic  status  that  it  was  in 
the  past.  (These  findings,  it  may  be  noted,  are 
consistent  with  those  of  another  recent  study  at 
Syracuse,  Xew  York.  See  : Charles  V.  Willie.  “The 
Changing  Association  Between  Infant  Mortality 
and  Socioeconomic  Status,”  Social  Forces  37:3, 
March,  1959.)  The  erratic  pattern  observed  when 
total  infant  mortality  is  related  to  socioeconomic 
status  is,  it  is  suggested,  a reflection  of  the  fact  that 
the  majority  of  the  deaths  under  one  year  of  age 
today  occur  during  the  first  few  hours  or  davs  of 
life,  and  are  due  to  causes  that  are  associated  with 
biological  rather  than  socioeconomic  factors.  On 
the  other  hand,  for  those  few  deaths  that  take  place 
between  the  ages  of  one  month  and  one  year,  where 
the  leading  causes  of  death  are  further  removed 
from  the  physiological  processes  of  gestation  and 
birth,  the  mortality  rate  continues  to  reflect  the 
adverse  influence  of  a low  socioeconomic  status. 

Conclusion 

In  a rapidly  changing  society,  we  are  constantly 
faced  with  the  necessitv  of  revising  old  theories  in 
accordance  with  changes  in  the  social  order.  The 
data  presented  in  this  report  suggest  that  it 
may  now  be  timely  to  reconsider  the  assumption 
that  the  infant  mortality  rate  is  the  most  sensitive 
index  of  the  level  of  social  and  economic  well-being 
of  a given  population  group.  It  is  certainly  not  as 
apparent  in  Providence  as  the  traditional  viewpoint 
would  have  led  one  to  expect. 


The  decline  in  the  significance  of  infant  mortality 
as  an  index  of  social  and  economic  well-being  gives 
ample  testimony  to  the  success  of  public  health 
measures  and  the  effectiveness  of  improved  medical 
techniques  in  combating  the  maj  or  infectious  causes 
of  death.  Moreover,  as  these  efforts  continue,  it  may 
well  be  that  the  approximate  inverse  relationship 
noted  between  socioeconomic  status  and  postneo- 
natal mortality  (where  infectious  diseases  continue 
to  take  the  heaviest  toll)  will  eventually  be  elim- 
inated. Should  this  be  the  case,  the  future  will  see 
an  even  greater  decline  in  the  significance  of  infant 
mortality  as  an  index  of  socioeconomic  status,  and 
medical  science  will  have  added  still  another  item 
to  its  long  list  of  outstanding  achievements. 
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the  cause  has  been  eliminated  and  the  original 
contact  dermatitis  cleared.  It  is  well  to  be  aware  of 
hyshidrosis  as  a cause  of  apparent  chronicity.  There 
is  no  satisfactory  treatment  for  the  condition  at 
this  time. 

One  should  also  be  familiar  with  the  so-called 
isomorphic  response.  The  isomorphic  response  is 
characterized  by  reduplication  of  primary  skin 
lesions  of  the  type  caused  by  the  disease  in  question 
as  a result  of  injury  to  the  skin.  Those  diseases 
primarily  concerned  are  psoriasis  and  lichen  planus. 
There  are  certain  other  disorders  that  may  be 
aggravated  by  various  types  of  industrial  exposure. 
Among  these  are  acne  vulgaris,  acne  rosacea,  sebor- 
rheic dermatitis,  atopic  dermatitis,  and  a keloid 
tendency.  Apparent  chronicity  of  an  industrial 
dermatosis  may  merely  be  the  manifestation  of  the 
isomorphic  response  in  a patient  who  already  has  a 
skin  disease  that  responds  in  this  manner,  or  in  one 
who  has  a diathesis  for  any  of  these  diseases. 

Continued  irritation  from  noxious  materials, 
because  of  inadequate  cleaning  facilities  for  the 
workers,  improper  cleansing  agents,  or  their  inac- 
cessibility or  lack,  may  cause  a potentially  acute  or 
self-limited  skin  disease  to  become  chronic.  The  use 
of  strong  cleaning  agents  such  as  naphtha,  gasoline, 
kerosene,  or  poor-quality  soaps  is  to  be  deplored, 
especially  when  the  worker  already  has  an  irritated 
skin.  To  provide  proper  facilities  equipped  with 
mild  soaps  or  soapless  cleansers  is  a simple  matter 
and  should  be  required.  The  following  preparations 
are  beneficial  as  cleansing  agents : 1 . The  keratin 
fraction  of  lanolin  in  a mineral  oil  preparation  ;e 
2.  A cottonseed  oil  preparation  ;7  or  3.  A soap  called 
X eutrogena®  ( a glycerine-like  preparation ) . Either 
of  the  first  two  preparations  when  used  with  run- 
ning water  cleanses  the  skin  without  irritation.  In 
our  experience  Xeutrogena®  soap  is  next  best. 

concluded  on  page  596 
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CONGENITAL  COXA  VARA 

"Presentation  of  a Case 
Kenneth  G.  Knowles,  m.d. 


The  Author.  Kenneth  G.  Knozvlcs,  M.D.,  Senior  Resi- 
dent, Department  of  Orthopedies  and  Fractures,  Rhode 
Island  Hospital,  Providence,  R.I. 


T n the  past  twenty  years  pediatricians  have 
-*•  made  the  clinical  diagnosis  of  congenital  disloca- 
tion of  the  hips  in  infancy  and  early  childhood  with 
greater  accuracy.  This  has  come  about  through 
greater  awareness  of  the  condition,  through  re- 
peated warnings  by  orthopedic  surgeons,  and  by 
simply  observing  the  tragedy  of  the  cases  diagnosed 
late.  The  purpose  of  this  paper  is  to  present  a case 
of  a fairly  uncommon  orthopedic  condition,  its 
diagnosis,  and  treatment.  Although  relatively  infre- 
quent in  occurrence,  it  is  seen  often  enough  to  call 
attention  to  it  as  a distinct  clinical  entity.  Congenital 
coxa  vara  has  some  features  in  common  with  con- 
genital dislocation  of  the  hip,  especially  in  view  of 
the  fact  that  untreated  cases  go  on  to  progressive 
deformity1  and  later  attempts  at  surgical  correction 
are  relatively  unsatisfactory  compared  to  those 
treated  early.  There  is  equal  division  as  far  as 
laterality  and  sex  are  concerned.3 

Case  Report 

R.W.,  five  year  old  Negro  male;  normal  full 
term  delivery  with  slightly  retarded  growth  and 
development  compared  to  other  siblings.  He  was 
seen  in  orthopedic  clinic  fourteen  months  prior  to 
admission  because  of  a painless  limp  in  his  right 
leg.  Examination  of  hips  at  that  time  were  normal, 
and  x-rays  were  reported  as  negative.  He  was  lost 
to  follow-up  until  one  month  prior  to  admission 
when  he  was  seen  again  because  of  “dragging  of  his 
feet”  when  tired.  X-rays  then  were  reported  as 
showing  a slight  varus  deformity  bilaterally  and 
findings  in  left  hip  suggestive  of  early  Legg-Perthes 
disease.  He  was  admitted  on  6/27/63  for  diagnostic 
workup  after  being  seen  in  the  clinic  again,  this 
time  with  a complaint  of  pain  in  the  right  hip. 

Past  history  revealed  a “left  lower  arm”  palsy 
treated  at  our  orthopedic  clinic  at  eight  weeks  of 
age.  Ultimately  he  developed  a useful  but  hypo- 
plastic left  arm  and  hand.  About  age  two  he  was 

From  the  Department  of  Orthopedics  and  Fractures, 
Rhode  Island  Hospital,  Providence,  R.I. 


again  seen  and  treated  for  bilateral  internal  tibial 
torsion.  Despite  no  follow-up  care,  the  deformities 
corrected  with  growth.  X-rays  at  that  time  showed 
slight  coxa  vara  bilaterally.  One  year  prior  to  this 
admission,  the  patient  was  admitted  to  the  Plastic 


Figure  1 


Normal  hip  in  child  age  5.  Note  horizontal  epiphy- 
seal plate  and  neck-shaft  angle  of  150°. 


Figure  2 

Hip  of  congenital  coxa  vara  on  right.  Note  decreased 
neck-shaft  angle  of  120°  and  triangular  segment  of 
bone  on  infero  mesial  aspect  of  metaphyseal  portion 
of  femoral  neck. 
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Surgery  Service  for  release  of  webbed  fingers.  In 
the  past  as  well  as  during  this  admission  the  patient 
had  cardiac  evaluations  because  of  a question  of  an 
enlarged  heart  by  x-ray.  All  studies  proved  to  be 
within  normal  limits. 

Physical  examination  revealed  a well-developed, 
well-nourished  Xegro  male  with  a hypoplastic  left 
upper  extremity.  He  walked  with  the  right  leg  lack- 
ing the  slight  external  rotation  seen  on  the  left. 
There  was  an  equivocal  Trendelenburg  sign  on  the 
right.  The  right  leg  was  x/2  inch  ( 1 .2  cm. ) shorter 
than  the  left.  A mild  lordosis  was  present.  The  right 
greater  trochanter  was  palpable  ^ inch  (0.8  cm.) 
higher  than  on  the  left.  There  was  a ten  degree 
limitation  of  full  external  rotation.  Otherwise 
examination  of  hips  was  not  remarkable. 

X-rays  (Fig.  2 ) revealed  a decrease  in  the  neck 
shaft  angle  to  120  degrees  bilaterally  with  changes 
on  the  right  consistent  with  congenital  coxa  vara. 

Laboratory  studies  were  not  remarkable. 

On  7 3/63  the  patient  underwent  a subtrochan- 
teric angulation  osteotomy  on  the  right  femur 
(Fig.  4).  Postoperativelv  he  was  immobilized  in  a 
hip  spica  cast. 

Etiology 

There  is  no  universal  agreement  as  to  the  etiology 
of  this  condition,  but  modern  explanations  tend  to 
classify  it  as  belonging  to  the  family  of  aseptic 
necroses.1 

Pathology 

■ An  excellent  description  of  the  pathological 
changes  is  that  of  Babb,  Ghormley,  and  Chatterton.1 
Briefly,  there  is  a disturbance  in  ossification  of  the 
femoral  neck  occurring  during  the  first  four  years 
of  life.  At  birth  the  upper  end  of  the  femur  is  a mass 
of  cartilage.  Ossification  proceeds  as  a transverse 
edge  in  an  ascending  direction,  so  that  by  age  four 
or  five  it  has  reached  the  upper  neck  and  is  sepa- 
rated from  the  capital  epiphysis  by  a horizontal 
epiphyseal  plate.  In  cases  of  congenital  coxa  vara 
there  is  a faulty  maturation  of  the  cartilage  of  the 
femoral  neck  with  irregular  ossification,  while  dia- 
physeal and  acetabular  development  tend  to  be 
normal.2  Small  areas  of  rarefaction  are  thought  to 
occur  in  the  femoral  neck  and  coalesce  to  produce 
the  typical  x-ray  fissure.  This  is  seldom  seen  before 
the  age  of  two.1  The  normal  epiphyseal  plate  of  the 
child  in  the  two  to  seven  age  group  assumes  a rela- 
tively horizontal  attitude  (Fig.  1 ).  With  abnormal 
ossification  in  coxa  vara  the  plate  assumes  a more 
vertical  plane  (Fig.  2).  A triangular  fragment  of 
bone  often  becomes  isolated  on  the  inferomesial 
aspect  of  the  metaphysis4  (Fig.  2)  and  gives  the 
impression  of  an  inverted  Y or  Y deformity  just 
distal  to  the  epiphyseal  plate.5  With  weight-bearing, 
a shearing  force  is  applied  to  the  area  of  defect,  and 


Figure  3 

Later  x-ray  of  same  patient  as  in  Figure  2.  The  trian- 
gular fragment  is  more  prominent,  and  the  more 
vertically  disposed  epiphyseal  plate  demonstrated. 
There  appears  to  be  an  early  slip  of  femoral  head, 
anatomical  neck,  epiphyseal  plate,  and  triangular 
fragment  due  to  shearing  force. 


Figure  4 

Post  operative  x-ray  of  same  patient  following  sub- 
trochanteric abduction  osteotomy  utilizing  a bone 
plate  and  four  screws  for  fixation.  Aim  of  surgery 
is  to  create  compression-horizontal  force  out  of 
shearing-vertical  one. 

the  femoral  head,  anatomical  neck,  the  epiphyseal 
plate,  and  triangular  fragment  begin  to  slip.  If 
weight-bearing  continues,  the  varus  deformity  and 
slipping  progress  until  at  an  older  age  the  shaft- 
neck  angle  may  be  less  than  ninety  degrees.  The 
head  may  slip  ofif  completely. 

Microscopic  studies  are  few  and  they  apparently 
reveal  nothing  characteristic.1  The  presence  of  non- 
calcified  osteoid  tissue  and  inclusion  of  embryonic 
cartilage  are  mentioned.1  To  be  considered  a typical 
case,  no  other  congenital  anomalies  should  be  pres- 
ent.1,2 Golding6  and  Amstutz  and  Wilson2  describe 
a relationship  of  coxa  vara  with  congenital  short 
femur  and  dysgenesis  of  the  proximal  femur. 

continued  on  next  page 
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Clinical  Picture 

This  condition  is  usually  discovered  after  the 
child  begins  to  walk.  A painless  limp  may  be  noted, 
hut  the  gait  is  similar  to  that  of  congenital  disloca- 
tion of  the  hip.  A disabling  waddle  is  noted  if  the 
condition  is  bilateral.  There  is  a measured  shorten- 
ing on  the  involved  side,  and  the  greater  trochanter 
becomes  prominent  and  elevated.  There  is  no 
muscle  spasm  or  tenderness.  Unlike  congenital  dis- 
location, there  is  no  telescoping  of  the  thigh  and  the 
femoral  head  is  palpable  beneath  the  pulsations  of 
the  femoral  artery.  As  the  varus  progresses  a posi- 
tive Trendelenburg  sign  is  elicited.  There  is  limita- 
tion of  abduction  and  internal  rotation.  Lumbar 
lordosis  is  present. 

Roentgen  Findings 

X-rays  reveal  that  the  femoral  neck-shaft  angle 
is  decreased  (Figs.  1 and  2).  There  is  an  isolated 
triangular  fragment  of  bone  on  the  inferomesial 
aspect  of  the  metaphysis  (Figs.  1 and  2).  The 
epiphyseal  plate  may  appear  unusually  wide  and 
vertical.  As  the  condition  advances,  the  greater 
trochanter  becomes  elevated  and  beaked,  and  a late 
untreated  case  may  be  mistaken  for  an  ununited 
fracture  of  the  femoral  neck.  The  acetabulum  may 
be  normal  or  somewhat  shallow ; the  femoral  head 
may  be  translucent  and  enlarged. 

Differential  Diagnosis 

This  condition  is  most  likely  confused  with  un- 
treated congenital  dislocation  of  the  hip,  clinically, 
but  by  x-ray,  if  the  lesion  is  advanced,  it  could  be 
mistaken  for  an  ununited  fracture. 

T reatment 

The  aim  of  treatment  is  to  promote  ossification 
of  the  cartilaginous  neck  and  to  correct  the  deform- 
ity by  subtrochanteric  osteotomy  (Fig.  4).  This 
creates  a horizontal  compression  force  out  of  a 
vertical  shearing  one.  Babb  et  a l.1  feel  that  simple 
valgus  osteotomy  with  a device  such  as  the  Blount 
blade  plate  is  all  that  is  necessary  and  that 
bone  grafting  across  the  defect  is  not  required. 
LeMesurier4  uses  a Smith-Peterson  nail  to  bridge 
the  gap  along  with  a bone  graft. 

It  is  felt  that  early  osteotomy  encourages  good 
results,  and  with  efficient  immobilization  healing 
occurs  as  in  Legg-Calve-Perthes  disease.  Amstutz 
and  Wilson2  state  that  one  should  risk  reoperation 
with  recurrence  of  the  deformity.  A watchful  wait- 
ing attitude  when  deformity  is  known  to  become 
so  severe  is  to  be  deplored.  With  severe  deformity 
reconstructive  surgery  (with  poorer  results)  is 
required.  Amstutz  and  Wilson2  advocate  early 
surgery  with  a radical  degree  of  correction  using 
the  principle  of  the  Brackett  procedure.  Here  the 


proximal  osteotomy  fragment  is  controlled  with  a 
strong  spike  of  lateral  cortex  fashioned  in  the  distal 
fragment  and  then  driven  into  the  proximal  one. 
All  agree,  however,  that  delay  of  surgerv  until  an 
older  age  group  will  end  in  severe  deformity. 

Summary 

A case  of  congenital  coxa  vara  is  presented.  The 
etiology,  diagnosis,  and  treatment  are  reviewed. 
The  necessity  of  early  surgery  is  stressed.  Prog- 
nosis is  poor  without  surgery  and  guarded  even 
with  surgical  treatment. 
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A comment  is  in  order  about  the  effect  of  sys- 
temic disease  on  industrial  dermatitis.  The  body  is 
an  integrated  organism  and  responds  as  such,  each 
part  reacting  with  and  responding  to  stimuli  from 
other  parts.  It  would  be  incorrect,  for  example,  to 
state  that  the  body  is  suffering  from  liver  disease, 
but  that  the  skin  is  in  perfect  condition.  Medically 
and  logically  we  know  this  to  be  false.  We  must,  as 
physicians,  treat  the  sick  organism  as  a whole  and 
not  only  the  sick  organ,  in  this  case  the  skin. 
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TUBERCULOSIS  CASE  FINDING 


Tuberculosis  case  finding'  differs  from  differ- 
ential diagnosis  in  patients  with  known  disease, 
and  has  different  requirements.  Methods  must  be 
used  that  are  adaptable  to  the  mass  study  of  large 
numbers  of  apparently  healthy  people,  in  an  attempt 
to  find  those  that  are  infected  with  one  of  the  strains 
of  mycobacterium  tuberculosis.  A high  percentage 
of  those  harboring  infection  will  not  have  active 
disease  and  are,  thus,  not  able  to  transmit  it  to 
others.  Finding  such  cases  is  of  little  practical 
value,  except  for  statistical  purposes,  unless  the 
sources  of  the  infection  are  found  — that  is,  the 
persons  with  open  tuberculosis  who  have  caused 
the  infection.  The  only  satisfactory  method  of  sepa- 
rating the  infected  from  the  uninfected  is  by  means 
of  tuberculin  testing.  On  the  other  hand,  the  only 
satisfactory  means  of  finding  active  tuberculosis, 
except  in  infants,  is  by  chest  x-ray.  For  case  finding 
purposes,  both  methods  have  certain  advantages 
and  certain  disadvantages.  The  advantages  and 
drawbacks  vary  in  degree  under  varying  conditions, 
according  to  the  types  of  population  and  the  facili- 
ties at  hand. 

Tuberculin  testing  has  the  advantage  of  detecting 
those  who  are  infected,  whether  or  not  the  disease 
is  active.  Thus,  it  gives  valuable  epidemiological 
information  as  to  the  prevalence  of  the  disease  in  an 
area  and  on  where  to  concentrate  further  activities 
toward  discovery  of  active  cases.  Every  case  of 
infection  indicates  exposure  at  some  time  in  the 
past  to  a person  with  active  tuberculosis.  Finding 
this  source  case  provides  the  two-fold  opportunity 
for  curing  the  infected  individual  and  at  the  same 
time  reducing  the  reservoir  of  infection. 

The  tuberculin  test  has  the  disadvantage  that 
each  individual  tested  must  be  seen  at  least  twice 
by  someone  trained  in  the  application  and  reading 
of  tuberculin  tests.  Moreover,  the  two  visits  must 
lie  made  at  a fairly  definitely  prescribed  interval, 
48  to  72  hours.  This  can  be  done  quite  readily  in 
organized  groups,  such  as  students  in  school  or 
workers  in  a given  business.  It  is  obvious  that  for 
the  general  population  it  is  fraught  with  difficul- 
ties. such  as  the  subject’s  failing  to  return  at  the 
prescribed  time,  or  being  unavailable  if  a worker 


is  sent  into  the  field  to  read  the  tests.  It  also  has 
the  disadvantage  that  the  best  methods  require  an 
injection,  from  which  many  people  shy  away, 
especially  children,  while  the  technique  is  rather 
delicate,  requiring  some  special  skill.  However, 
these  objections  are  being  met  by  some  of  the  newer 
methods  using  multiple  puncture  technique,  which 
is  less  objectionable  than  the  intracutaneous  injec- 
tion. and  simpler  to  perform.  All  tuberculin-positive 
subjects  should  have  a chest  x-ray.  In  groups  with 
a high  percentage  of  positives,  tuberculin  surveys 
are  less  practical  than  mass  x-ray  surveys. 

The  chest  x-ray  has  the  advantage  of  being  a 
simple,  convenient,  non-objectionable  means  of 
ruling  out  active  pulmonary  disease.  It  does  not 
necessarily  establish  the  diagnosis  of  tuberculosis, 
but  narrows  the  field  greatly  to  those  who  require 
further  diagnostic  studies.  It  has  the  further  advan- 
tage of  revealing  many  other  chest  conditions, 
although  it  is  often  over-rated  in  this  regard.  It 
seldom  reveals  other  curable  conditions  before 
symptoms  arise.  Perhaps  one  exception  to  this  is 
cancer  of  the  lung.  Unfortunately,  even  in  this  case, 
experience  has  been  decidedlv  disappointing. 
Rarely  does  a routine  x-ray  study  bring  out  cancer 
of  the  lung  before  anything  more  effective  than 
palliative  treatment  can  be  carried  out.  Still,  lim- 
ited though  it  is,  it  is  the  best  method  at  hand  for 
early  diagnosis  of  pulmonary  malignancy. 

The  chest  x-ray  is  of  less  value  from  an  epidemio- 
logical standpoint  than  the  tuberculin  test.  It  has 
the  disadvantage  of  failing  to  detect  those  patients 
who  are  infected,  but  who  do  not  have  gross  pul- 
monary lesions.  In  low-incidence  areas,  the  inci- 
dence of  gross  pulmonary  lesions  is  so  low  that  the 
expense  of  finding  them  is  sometimes  considered  too 
great  to  make  it  practical.  During  the  recent  radia- 
tion scare,  many  people  have  been  inclined  to  avoid 
x-ray  exposure,  but  the  danger  has  been  greatlv 
exaggerated.  Chest  x-ray,  even  by  photofluoro- 
graphic  technique,  with  proper  equipment  and 
handling,  actually  offers  no  hazard  of  radiation 
damage,  at  least  in  the  older  age  groups.  It  is 
unwise,  however,  to  use  the  photofluorograph  in 
the  young  or  in  pregnant  women. 

continued,  on  next  page 
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Despite  the  fact  that  chest  x-rays  seldom  reveal 
nontitherculous  or  noncancerous  disease  when  it  is 
asymptomatic  or  curable,  one  should  not  he  too 
pessimistic  in  this  regard.  It  quite  often  detects 
conditions  such  as  emphysema  and  directs  the 
patient  to  seek  treatment  that  he  would  not  other- 
wise have  sought.  True,  emphysema  cannot  be 
cured,  but  it  is  gratifying  how  often  the  emphy- 
sematous patient  can  be  made  more  comfortable 
and  productive  when  the  proper  bronchial  “toilet” 
is  carried  out. 

It  is  obvious  that  determining  the  relative  value 
of  tuberculin  testing  vs.  x-ray  is  not  a simple  prob- 
lem. It  costs  more  to  find  a case  by  either  method 
as  the  incidence  of  tuberculosis  falls.  It  can  be  said, 
however,  in  general,  that  the  younger  the  survey 
group,  the  greater  the  advantage  of  tuberculin  test- 
ing over  x-rav.  In  areas  of  high  incidence  of  tuber- 
culosis, however,  x-ray  surveys  are  frequently  more 


MORE  ON 

T n late  September,  1963,  the  Rhode  Island 
Department  of  Motor  Vehicles  refused  to  regis- 
ter two  new  cars  lacking  seat  belts.  In  January, 
1964,  all  1964  models  in  Rhode  Island  will  come 
from  the  factory  with  seat  belts  as  part  of  standard 
equipment.  These  are  items  of  good  news. 

Certainly  the  figures  from  Automotive  Crash 
Injury  Research  of  the  Cornell  Aeronautical  Lab- 
oratory, Inc.  (May  1963)  for  New  Jersey  show  a 
steady  growth  in  the  employment  of  seat  belts.  The 
number  of  cars  equipped  with  belts  increased  by 
50  per  cent,  and  the  actual  number  of  belts  increased 
by  60  per  cent.  The  survey  also  shows  that  almost 
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practical  than  tuberculin  testing.  In  “captive” 
groups  of  student  age  tuberculin  testing  with  x-ray 
studies  of  the  positive  reactors  and  of  their  close 
contacts  is  the  method  of  choice.  In  the  very  young, 
especially  those  under  two  years  of  age,  the  inci- 
dence of  tuberculosis  is  low,  but  the  number  of 
active  cases  found  among  contacts  is  ordinarilv 
relatively  high.  In  this  age  group  the  contacts  are 
few,  and  the  source  is  relatively  easv  to  find.  A 
positive  tuberculin  test  in  the  young  is  tantamount 
to  a diagnosis  of  active  tuberculosis  demanding 
immediate  anti-tuberculosis  therapv. 

Both  methods  of  case  finding  are  valuable  in 
appropriate  circumstances.  Both  methods  have 
considerable  educational  value.  The  one  to  be  used 
in  a given  group  depends  on  factors  that  must  be 
weighed  for  that  group.  It  is  important,  however, 
that  the  search  for  unsuspected  cases  of  tuberculosis 
should  be  vigorously  pursued. 


SEAT  BELTS 

12  per  cent  of  the  1963  car  models  have  belts  in- 
stalled. Their  use,  however,  is  still  distressingly 
inadequate.  In  New  Jersey,  for  example,  less  than 
3 per  cent  of  all  cars  and  one-tenth  of  one  per  cent 
of  trucks  are  so  equipped. 

The  recent  action  of  the  Rhode  Island  Motor 
Vehicle  Department  in  refusing  registrations  and 
the  plans  to  have  seat  belts  in  1964  models  as  part 
of  standard  equipment  are  highly  commendable. 
There  is  good  reason  to  feel  encouraged,  and  we 
extend  to  our  Motor  Vehicle  Department  and  our 
legislators  our  thanks  and  congratulations. 


THE  O.P.D.— PLEASURE  OR  PUNISHMENT? 


A l most  all  physicians  and  nurses  at  some  time  in 
■***  their  lives  have  contact  with  the  Out-Patient 
Department  of  the  hospital.  Most  flee  and  escape 
as  quickly  as  possible.  A few  are  trapped  and  spend 
many  hours  there  in  medical  and  nursing  duties, 
unsung  and  almost  unknown. 

Yet  the  O.P.D.  is  the  beginning  and  the  end  of 
medicine.  It  is  also  a huge  reservoir  of  material  for 
teaching  and  research.  In  the  O.P.D.  the  patient  is 
first  seen,  and  he  returns  there  after  hospitalization 
for  follow-up  studies  and  treatment.  Many  people 
receive  complete  health  care  from  cradle  to  the 
grave  in  the  O.  P.  D.,  from  devoted  doctors,  dentists, 
technicians,  and  nurses. 

By  and  large,  it  is  a neglected  area.  It  is  crowded 


with  sick  and  unhappy  patients,  mostly  poor.  The 
facilities  are  often  dingy  and  worn,  and  the  per- 
sonnel weary  and  anonymous.  Perhaps  this  is  the 
reason  why  some  hospital  persons,  such  as  chiefs  of 
services,  administrators,  and  executive  nurses,  are 
never  seen  there.  Not  enough  glamour,  too  many 
realities.  It  is  no  place  for  Dr.  Kildare  — too  many 
sick  people  — although  it  is  as  important  as  cancer 
research,  the  operating  room,  and  the  special  care 
ward. 

A renewal  of  interest  in  the  O.P.D.  by  the  top 
echelon — the  teachers  and  administrators  — would 
return  great  benefits  to  the  sick,  to  science,  and  to 
themselves. 
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1984  OR  WHAT  GEORGE  ORWELL  MISSED 


npHE  Foxey  Plaza  Medical  Center,  our 
leading  medical  institution,  has  just  announced 
new  patient  rates.  The  need  for  increased  charges 
results  from  payroll  increases  required  to  keep 
pace  with  the  new  Federal  minimum  wage  of  SI 5.00 
an  hour.  It  should  be  recognized  that  wages  con- 
stitute some  95  per  cent  of  hospital  costs.  In  addi- 
tion. the  cost  of  everything  the  hospital  must  buy  is 
also  rising  — including  items  ranging  all  the  way 
from  aspirin  to  cream  of  asparagus  soup.  The 
charges  for  semi-disadvantaged  patients  (formerly 
called  ward  service  patients)  will  be  $100  per  day. 
ranging  up  to  S200  per  day  for  single  private  rooms 
in  the  Super- Fountainbloo  Pavilion.  Other  hospitals 
in  the  community  are  expected  to  follow  soon  with 
corresponding  increases  in  rates ; after  all.  doesn’t 
Macy’s  follow  Gimbel’s  ? The  rates  at  the  Also-Ran 
General  Hospital,  with  next  highest  costs,  will 
range  from  S21  to  $32.50  per  day. 

To  cover  these  increases,  Pink  Cross,  the  non- 
profit hospital  prepayment  plan,  is  expected  to  in- 
crease benefits.  This  will  be  made  possible  through 
increased  premiums,  ranging  from  $1,000  to  $1,200 
a year. 

Pink  Shield,  the  non-profit  medical-surgical  plan, 
has  also  been  considering  a revision  of  its  fee  sched- 
ule. This  plan  has  been  called  ‘‘The  Doctors'  Own 
Plan."  Although  the  physicians  of  the  State  have 
requested  some  upward  revisions.  Mr.  Periwinkle 
Fosdick,  Administrator  of  Pink  Cross-Pink  Shield, 
has  expressed  the  view  that  "This  is  not  the  proper 
time."  ‘‘After  all.”  he  stated,  “the  present  fees  have 
been  in  effect  only  thirty  years."  The  House  of 
Delegates  of  the  Medical  Society  has  requested  an 
increase  in  benefits  under  the  A Plan,  based 
on  an  increase  in  the  fee  for  appendectomy  from 
$100  to  $100.50.  Mr.  Elvis  T.  Bottomly,  Director 
of  Business  Regulation  for  the  State,  has  stated 
unequivocally  that  this  will  be  granted  only  over 
his  dead  body  ; after  all.  it  is  greatly  out  of  line  with 
the  corresponding  rate  of  $99.50  in  nearby  Massa- 
chusetts. which,  it  should  be  pointed  out.  is  only 
over  the  State  line  at  Pawtucket.  Furthermore,  the 
income  limit  of  SI  0.000  for  this  underprivileged 
group  does  not  warrant  an  increase,  having  been 
raised  only  from  $3,600  over  a period  of  30  years. 
Furthermore,  he  stated,  no  increase  in  the  B Plan 
allowance  beyond  the  present  SI 50  appendix  rate 
could  he  countenanced  without  a corresponding 
increase  in  the  income  limit  beyond  the  present 
$25,000.  The  average  rates  for  Pink  Cross-Pink 
Shield  coverage  for  the  year  1985  will  be  $1,060. 
which  can  be  broken  down  as  follows:  $1,000  for 
Pink  Cross  and  $60  for  Pink  Shield. 


On  the  national  scene,  the  Kerr-Mills  Bill  has 
been  implemented  by  49  states.  The  legislature  of 
this  State  has  authorized  a commission  to  investi- 
gate the  feasibility  of  Kerr-Mills  implementation 
here.  The  President  has  expressed  confidence  that 
the  King- Anderson  Bill  will  be  enacted  before  the 
end  of  this  year  of  1984. 

Defenders  of  the  Patients’  Interests? 


From  the 

Providence  Sunday  Journal 

Sept.  29, 1963 

^ 

Discomfiting-  though  these  issues  are, 
the  health  insurance  plans  cannot  avoid 
them  much  longer.  The  feeling  in  many 
quarters  is  that  if  large-scale  govern- 
ment intervention  in  the  health  care 
field  is  to  be  averted,  the  voluntary 
programs  must  increasingly  assume  the 
role  of  defenders  of  the  patients’  inter- 
ests and  learn  to  talk  back  to  the  medical 
profession  and  hospital  managements. 

— Advertisement 

Women  Past  21 

WITH  BLADDER  IRRITATION 

After  21,  common  Kidney  or  Bladder  Irrita- 
tions affect  twice  as  many  women  as  men  and 
may  make  you  tense  and  nervous  from  too 
frequent,  burning  or  itching  urination  both 
day  and  night.  Secondarily,  you  may  lose 
sleep  and  suffer  from  Headaches,  Backache 
and  feel  old,  tired,  depressed.  In  such  irrita- 
tion, CYSTEX  usually  brings  fast,  relaxing 
comfort  by  curbing  irritating  germs  in  strong, 
acid  urine  and  by  analgesic  pain  relief.  Get 
CYSTEX  at  druggists.  Feel  better  fast. 


PATRONIZE  JOURNAL 
ADVERTISERS 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


WASHINGTON  COUNTY 
MEDICAL  SOCIETY 

The  quarterly  meeting  of  the  Washington  County 
Medical  Society  was  held  July  10,  1963,  at  the 
Dunes  Club  in  Narragansett,  R.  I. 

The  meeting  was  called  to  order  by  the  Presi- 
dent, Doctor  P.  J.  Celestino,  at  11 : 1 5 a.m. 
Minutes:  Doctor  Nathans  moved  and  Doctor  Jones 
seconded  a motion  that  we  dispense  with  the  read- 
ing of  the  minutes  of  the  previous  meeting.  Passed. 
Communications:  A letter  from  John  E.  Farrell, 
sc.d.,  Executive  Secretary,  regarding  the  status  of 
Doctor  Ivraemer  as  councillor  of  the  Washington 
County  Medical  Society  was  read. 

Motion:  It  was  moved  and  seconded  (Doctor 
Nathans  and  Doctor  Walsh)  that  the  matter  of 
Doctor  Kraemer  as  councillor  be  tabled  until  it  is 
clarified.  Passed. 

Applications  of  the  following  for  membership  in 
the  Society  were  read  : Doctor  Mauricio  Goldberg, 
Doctor  John  A.  Tighe,  Doctor  John  P.  Wood  and 
Doctor  Pauline  B.  Wood. 

Doctor  Nathans,  with  the  unanimous  consent  of 
the  members  present,  proposed  that  Doctor  Alfred 
Potter  be  made  an  associate  member  of  the  W ash- 
ington  County  Medical  Society.  An  application  for 
Doctor  Potter  will  be  turned  over  to  the  Creden- 
tials Committee. 

Report  of  Committees : Doctor  Kraemer  reported 
the  items  of  interest  discussed  at  the  last  Council 
meeting  such  as  : ( 1 ) Medical  examination  system, 
(2)  Improved  reporting  of  diseases,  (3)  Political 
Action  Committee,  (4)  Increased  use  of  accident 
room. 

Old  Business:  Reporting  on  the  Mental  Hygiene 
Clinic,  Doctor  Tatum  said  that  a clinic  held  with 
Doctor  Bender,  May  17th,  went  very  well.  A meet- 
ing is  to  he  held  this  evening  for  the  adoption  of 
by-laws  and  appointment  of  a Board  to  guide  the 
clinic. 

New  Business:  Doctor  Thomas  Perry,  Jr.,  Presi- 
dent of  the  R.  I.  Medical  Society,  was  asked  to 
speak  to  the  Society.  He  stated  that  there  had  been 
a change  of  attitude  toward  osteopaths.  In  Cali- 
fornia, for  example,  they  have  been  accepted  as 
M.D’s.,  if  regulations  have  been  met.  Consultation 


with  osteopaths  is  now  approved. 

In  the  newly  formed  organization  RIMPAC, 
money  will  be  spent  to  support  policies  for  which 
the  A.M. A.  stands.  There  will  be  a representative 
from  each  county  society.  One-third  of  money  from 
Rhode  Island  will  he  spent  in  Rhode  Island.  It  will 
be  non-partisan. 

Adjournment:  Upon  motion  of  Doctor  Nathans, 
the  meeting  adjourned  at  12  :00  noon. 

Scientific  Session:  Doctor  Arthur  Thibodeau. 

Clinical  Professor  of  Orthopedic  Surgery,  Tufts 
University  Medical  School,  spoke  on  “Complica- 
tion of  Fractures.”  He  covered  many  interesting 
aspects  in  the  diagnosis  and  treatment  of  fractures 
of  the  neck  and  major  joints  of  the  extremities. 
Many  members  commented  that  this  was  one  of  the 
most  informative  talks  ever  heard  on  this  subject. 
In  summary,  Doctor  Thibodeau  stated  that  the 
chief  fault  in  treatment  of  fractures  is  not  to  exam- 
ine patients  as  a whole.  Patients  should  be  examined 
frequently  after  fractures  and  open  reduction 
should  he  done  as  seldom  as  necessary. 

Members  Present:  Doctors  Burbelo,  Capalbo, 

Celestino,  Farago,  Gale,  Grainger,  Hathaway, 
Jones,  Kraemer,  Kusma,  FaPere,  Latham,  Manga- 
naro,  Maclver,  Morrone,  Nathans,  Palaia,  Pysariw, 
Robinson,  Siegmund,  Singer,  Tatum,  Walsh. 

Guests : Doctors  Perry,  Gonzales,  Potter, 

Jones,  W.,  Tighe,  Thibodeau.  Mr.  Farrell  and 
Mr.  Thibodeau. 

Respectfully  submitted. 

E.  T.  Gale,  m.d.,  Secretary 

NEWPORT  COUNTY  MEDICAL  SOCIETY 

A joint  dinner  meeting  of  the  Newport  County 
Medical  Society  and  the  Naval  Medical  Officers 
and  their  wives  was  held  at  the  Datum  Club  on 
September  25,  1963. 

Following  the  dinner,  Frank  B.  Berry,  m.d., 
former  Assistant  Secretary  of  Defense,  discussed 
the  physician’s  role  in  international  relations  with 
particular  emphasis  on  the  United  States  govern- 
ment’s role  in  promoting  adequate  public  health 
resources  in  many  under-developed  countries 
throughout  the  world. 

He  described  in  detail  the  functions  of  an  inter- 

c on  tinned  on  page  613 
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STARTING  TOMORROW  MORNING 
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this  capsule  can  help 


one  of  your  overweight  patients  do  without  her  favorite  (fattening) 
foods  at  meals— and  during  all  the  hours  in  between. 


Dexamyl®  Spansule® 

Trademark  brand  of  sustained  release  capsules 

Each  No.  2 capsule  contains  15  mg.  of  Dexedrine®  (brand  of  dextro  amphetamine  sulfate)  and  l)o  gr.  of  amo- 
barbital,  derivative  of  barbituric  acid  [Warning,  may  be  habit  forming].  Each  No.  1 capsule  contains  10  mg.  of 
Dexedrine  (brand  of  dextro  amphetamine  sulfate)  and  1 gr.  of  amobarbital  [Warning,  may  be  habit  forming]. 


The  active  ingredients  of  the  'Spansule'  capsule  are  so 
prepared  that  a therapeutic  dose  is  released  promptly 
and  the  remaining  medication,  released  gradually  and 
without  interruption,  sustains  the  effect  for  10  to  12 
hours. 

INDICATIONS:  (1)  For  control  of  appetite  in  over- 
weight; (2)  for  mood  elevation  in  depressive  states. 

USUAL  DOSAGE:  One  'Dexamyl'  Spansule  capsule 

taken  in  the  morning. 

SIDE  EFFECTS:  Insomnia,  excitability  and  increased 


i 


motor  activity  are  infrequent  and  ordinarily  mild. 
CAUTIONS:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetics  or  barbiturates  and  in  coro- 
nary or  cardiovascular  disease  or  severe  hypertension. 
Excessive  use  of  the  amphetamines  by  unstable  indi- 
viduals may  result  in  a psychological  dependence;  in 
these  rare  instances  withdrawal  of  medication  is  recom- 
mended. It  is  generally  recognized  that  in  pregnant 
patients  all  medications  should  be  used  cautiously, 
especially  in  the  first  trimester. 

SUPPLIED:  Bottles  of  50  capsules. 


Smith  Kline  & French  Laboratories 


Prescribing  information  Jan.  1963 
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HOUSE  OF  DELEGATES 

of  the 

RHODE  ISLAND  MEDICAL  SOCIETY 

Report  of  Meeting  Held  on  October  2,  1963 


A meeting  of  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  was  held  at  the 
R.  I.  Medical  Society  Library  on  Wednesday, 
October  2,  1963.  The  meeting  was  called  to  order 
by  the  President,  Doctor  Thomas  Perry,  |r.,  at 
8:05  p.m. 

The  following  delegates  were  in  attendance : 
BRISTOL  COUNTY : Robert  W.  Drew,  m.d. 
KENT  COUNTY : Peter  C.  Erinakes,  m.d.,  and 
Edmund  Hackman,  m.d.  NEWPORT  COUNTY : 
Charles  Dotterer,  m.d.  PAP  TUCKET  DIS- 
TRICT: Edmund  Billings,  m.d.  ; Robert  C.  Hayes, 
m.d.  ; Earl  F.  Kelly,  m.d.,  and  Alexander  Jawor- 
ski,  m.d.  WASHINGTON  COUNTY:  Joseph 
Ruisi,  m.d.  ; Freeman  B.  Agnelli,  m.d.,  and  James 
A.  McGrath,  m.d.  WOONSOCKET  DISTRICT : 
Leonard  Staudinger,  m.d.  ; Roger  Berard,  m.d.,  and 
Roger  Fontaine,  m.d.  OFFICERS  OF  THE 
RIMS  (other  than  delegates)  : Thomas  Perry,  Jr., 
m.d.  ; Samuel  Nathans,  m.d.;  John  C.  Ham,  m.d., 
and  Michael  DiMaio,  m.d.  IMMEDIATE  PAST 
PRESIDENT  OF  RIMS:  Arthur  E.  Hardy,  m.d. 
PROVIDENCE  MEDICAL  ASSOCIATION: 
Robert  R.  Baldridge,  m.d.;  Irving  A.  Beck,  m.d.; 
J.  Robert  Bowen,  m.d.  ; Bertram  H.  Buxton,  m.d.  ; 
Joseph  Caruolo,  m.d.  ; Francis  Chafee,  m.d.  ; War- 
ren Francis,  m.d.  ; Frank  Fratantuono,  m.d.  ; John 
F.  W.  Gilman,  m.d.;  Seebert  J.  Goldowsky,  m.d.; 
John  C.  Ham,  m.d.;  Walter  Hayes,  m.d.;  Joseph 
Lambiase,  m.d.  ; Robert  V.  Lewis,  m.d.  ; Gustavo 
A.  Motta,  m.d.  ; William  S.  Nerone,  m.d.;  Arnold 
Porter,  m.d.  ; William  A.  Reid,  m.d.  ; Ralph  D. 
Richardson,  m.d.;  Carl  S.  Sawyer,  m.d.;  Stanley 
D.  Simon,  m.d.;  John  Turner,  II,  m.d.,  and  Elihu 
S.  Wing,  Jr.,  m.d. 

The  following  delegates  were  absent : Doctors 
Bruno  Franek,  John  M.  Vesey,  Philomen  Ciarla, 
Earl  J.  Mara,  J.  Murray  Beardsley,  Joseph  Cannon, 
John  T.  Barrett,  Wilfred  Carney,  Stanley  Grzebien, 
Waldo  Hoey,  Walter  S.  Jones,  Frank  MacCardell, 
William  J.  MacDonald,  Francis  W.  Nevitt,  Jack 
Savran,  Henry  Fletcher,  and  Charles  J . Ashworth. 

Also  present  were  George  V.  Coleman,  m.d., 
Chairman.  Cancer  Committee ; Peter  E.  Mathieu, 
m.d.,  Chairman,  Social  Welfare  Committee ; 
Francis  B.  Sargent,  m.d.,  Chairman,  Mediation 


Committee;  Rudolph  Jaworski.  m.d..  Chairman, 
Child-School  Health  Committee;  and  John  E. 
Farrell,  sc.d.,  Executive  Secretarv  of  the  Society. 

Report  of  the  Secretary 

Doctor  Michael  DiMaio,  Secretary,  reviewed  his 
report  which  was  included  in  the  delegates’  hand- 
book. 

Action:  A motion  was  made,  seconded  and 
passed  that  the  report  of  the  Secretary,  as  presented, 
be  approved  and  placed  on  file. 

Council  Recommendations 

The  Secretary  reported  that  the  Council  submits 
the  following  recommendations : 

1.  The  reappointment  of  Doctor  David  Freed- 
man for  a 3-year  term  on  the  Board  of  Trustees  of 
the  Benevolence  Fund,  for  the  period  ending 
September,  1966. 

Action:  A motion  was  made,  seconded  and 
passed  to  approve  of  this  recommendation. 

❖ * * 

2.  The  proposed  budget  for  1964  has  been  re- 
viewed by  the  Council  and  approved  by  it,  and  the 
recommendation  is  made  that  the  annual  dues  for 
1964  be  $60  for  all  active  members,  except  for 
physicians  in  their  first  year  of  membership  for 
whom  the  dues  would  be  $30. 

Action:  A motion  was  made,  seconded  and 
passed  that  the  recommendation  regarding  annual 
dues  for  1964  he  adopted. 

Report  of  the  Treasurer 

Doctor  Perry  reported  that  the  Treasurer, 
Doctor  J.  Murray  Beardsley,  was  out  of  the  city, 
but  that  his  report  was  included  in  the  handbook, 
and  officers  of  the  Society  would  answer  any  ques- 
tions regarding  it. 

Action:  A motion  was  made,  seconded  and 
passed  that  the  report  of  the  Treasurer,  as  sub- 
mitted, be  approved  and  placed  on  file,  and  that  the 
proposed  budget  for  1964  he  approved. 

WorkmenS  Compensation  Committee 

Doctor  Arthur  E.  Hardy  reviewed  problems 
regarding  Workmen’s  Compensation  insurance 
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in  Rhode  Issland,  and  he  discussed  a proposed 
physicians'  and  carriers’  committee  that  would 
serve  as  an  arbitration  committee  to  investigate  and 
arbitrate  misunderstandings  between  insurance 
carriers  and  members  of  the  Rhode  Island  Medical 
Societv  arising  out  of  the  treatment  of  injured 
employees  covered  by  the  Rhode  Island  Work- 
men’s Compensation  Law. 

There  was  general  discussion  of  the  proposal, 
copv  of  which  was  included  in  the  delegates’ 
handbook. 

Action:  A motion  was  made,  seconded  and  on  a 
division  vote  (27  to  9)  passed  that  the  House  of 
Delegates  approve  of  the  appointment  of  a Physi- 
cians’ and  Carriers’  Workmen’s  Compensation 
Committee  as  proposed. 

Report  of  the  Trustees  of  the 
Medical  Library 

Doctor  Samuel  Nathans,  Chairman  of  the  Board 
of  Trustees  of  the  Medical  Library,  briefly  re- 
viewed his  report,  copy  of  which  was  included  in 
the  delegates'  handbook. 

Action:  A motion  was  made,  seconded  and 
passed  that  the  report  of  the  Board  of  Trustees  of 
the  Medical  Library  be  approved  and  placed  on  file. 

Communications 

Doctor  Adolph  Jaworski,  Chairman  of  the  fee 
schedule  committee  of  the  Pawtucket  Medical 
Association,  reported  to  the  House  on  actions  by 
that  Association  and  his  committee  relative  to  fees 
for  hospital  and  home  visits,  and  for  in-hospital 
care  rendered  by  pediatricians  and  internists. 

R.I.  Medical  Political  Action  Committee 

Doctor  Arthur  E.  Hardy  reported  on  the  organ- 
ization by  a group  of  Rhode  Island  physicians  of  a 
Rhode  Island  Medical  Political  Action  Committee 
to  promote  and  strive  for  the  improvement  of  gov- 
ernment by  encouraging  and  stimulating  physicians 
and  others  to  take  a more  active  and  effective  part 
in  governmental  affairs.  He  also  reviewed  the  con- 
stitution and  by-laws  for  such  a committee,  copy  of 
which  was  included  in  the  delegates’  handbook  for 
information  purposes.  He  asked  that  the  Society 
loan  the  Committee  the  sum  of  $500  to  initiate  its 
educational  program. 

Action:  A motion  was  made,  seconded  and 
passed  that  the  sum  of  $500  be  loaned  to  the  Rhode 
Island  Medical  Political  Action  Committee  for  edu- 
cational purposes. 

^ 

Action:  A motion  was  made,  seconded  and 
passed  that  the  House  commend  and  thank  Doctor 
Hardy  for  his  work  in  organizing  the  Medical 
Political  Action  Committee. 


Report  of  the  Cancer  Co7nmittee 

Doctor  George  V.  Coleman,  Chairman  of  the 
Cancer  Committee,  briefly  reviewed  the  work  of  his 
committee,  and  reported  that  it  would  again 
arrange  a cancer  symposium  as  part  of  the  annual 
scientific  assembly  to  be  held  in  May,  1964. 

Action:  A motion  was  made,  seconded  and 
passed  that  the  report  for  the  Cancer  Committee 
be  approved. 

Report  of  the  Disaster  Committee 

The  President  noted  that  the  report  of  the 
Disaster  Committee  had  been  published  in  the 
handbook. 

Action:  A motion  was  made,  seconded  and 

passed  that  the  report  of  the  Disaster  Committee 
be  received  and  placed  on  file. 

Maternal  Health  Committee 

The  report  of  the  Maternal  Health  Committee, 
submitted  by  the  Chairman,  Doctor  Stanley  D. 
Davies,  was  included  in  the  handbook. 

Action:  A motion  was  made,  seconded  and 
passed  that  the  report  of  the  Maternal  Health 
Committee  be  received  and  placed  on  file. 

Committee  on  Mediation 

Doctor  Francis  B.  Sargent,  Chairman  of  the 
Mediation  Committee,  reported  on  the  survey  of 
Rhode  Island  hospitals  relative  to  the  use  of  the 
hospital  accident  room  for  general  medical  care. 
He  read  a letter  sent  to  each  hospital  by  the 
committee. 

He  reported  that  all  the  hospitals  were  in  agree- 
ment that  the  accident  room  should  be  used  only  for 
emergencies.  One  hospital  reported  that  70  per  cent 
of  its  cases  occurred  between  Saturday  A.M.  and 
Monday  A.M.,  and  another  70  per  cent  of  its  cases 
should  have  been  treated  at  the  doctor's  office,  or 
at  the  patient’s  home.  Because  of  charter  provisions 
some  of  the  larger  hospitals  feel  obligated  to  take 
all  who  come  to  their  doors. 

Most  hospitals  charge  $5  for  the  use  of  the  acci- 
dent room ; some  charge  $2  or  $3.  Extra  charge  is 
made  for  some  medications,  such  as  penicillin.  The 
hospitals  were  in  agreement  that  the  physician  ren- 
dering private  care  in  an  emergency  room  should 
render  his  own  bill  to  the  patient.  There  has  been 
an  1 1 per  cent  increase  in  the  past  two  years  in  the 
use  of  accident  rooms. 

Action:  A motion  was  made  that  the  Society 
recommend  that  the  staff  associations  of  the  hospi- 
tals take  an  increased  interest  in  the  use  of  hospital 
accident  rooms.  The  motion  was  seconded. 

Following  general  discussion  during  which 
members  reported  on  procedures  pursued  in  their 
respective  hospitals  regarding  accident  room  cover- 
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age  by  the  staff,  a motion  was  made  to  table.  The 
motion  was  seconded  and  passed,  and  the  original 
motion  was  tabled. 

* * 

Action:  A motion  was  made,  seconded  and 

passed  that  the  Rhode  Island  Medical  Society 
approve  of  the  report  of  the  Chairman  of  the 
Mediation  Committee,  and  that  the  Committee  be 
requested  to  continue  its  study  and  make  recom- 
mendations to  the  House  of  provisions  it  considers 
advisable  for  the  rendering  of  medical  care  in  hospi- 
tal emergency  or  accident  rooms. 

Committee  on  Medical  Aspects  of  Sports 

Doctor  Perry  noted  that  the  report  of  the  com- 
mittee was  in  the  delegates’  handbook,  and  he 
commented  on  the  excellence  of  the  program  the 
committee  co-sponsored  with  the  University  of 
Rhode  Island  in  August. 

Action:  A motion  was  made,  seconded  and 

passed  that  the  report  of  the  Committee  on  the 
Medical  Aspects  of  Sports  be  approved  and  placed 
on  file. 

Medical  Economics  Committee 

Doctor  Stanley  D.  Simon,  Chairman  of  the  Med- 
ical Economics  Committee,  gave  an  oral  report  of 
the  work  of  his  committee  on  insurance  programs 
for  the  membership.  He  reported  that  negotiations 
are  underway  with  several  companies  to  determine 
the  best  possible  health  and  accident  coverage  that 
can  be  made  available  on  a group  contract  basis. 

He  explained  in  detail  the  proposal  for  major 
medical  coverage  for  physicians  through  Blue  Cross 
and  Physicians  Service,  stating  that  the  committee 
recommends  a program  which  would  continue  Blue 
Cross  at  the  $20  per  day  plan,  and  Physicians 
Service  “A”  Plan  for  those  desiring  it,  as  the  basic 
program,  and  the  addition  of  major  medical  cover- 
age, exclusive  of  physicians’  fees,  with  a $300 
deductible,  a $35  per  day  hospital  plan,  and  a 
$30,000  maximum  liability. 

The  committee  recommends  that  such  a program 
be  offered  the  membership  to  take  effect  February  1 , 
and  that  the  Society  make  every  effort  to  enroll  the 
necessary  75  per  cent  of  the  membership  of  the 
present  group  in  order  to  effect  the  coverage. 

Action:  A motion  was  made,  seconded  and 

passed  that  the  report  of  the  Medical  Economics 
Committee  be  accepted. 

Action:  A motion  was  made,  seconded  and 

passed  that  the  Medical  Economics  Committee  be 
authorized  to  proceed  with  implementation  of  a 
major  medical  program,  as  proposed,  for  the  mem- 
bership of  the  Society. 
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Perinatal  Mortality  Co?nmittee 

The  President  noted  that  the  report  of  the  com- 
mittee was  included  in  the  handbook. 

Action:  A motion  was  made,  seconded  and 

passed  that  the  report  of  the  Perinatal  Mortality 
Committee  be  received  and  placed  on  file. 

Pbysicicans  Service 

Doctor  Perry  noted  that  copies  of  the  minutes  of 
meetings  of  the  Board  of  Directors  of  Physicians 
Service  had  been  included  in  the  delegates’  hand- 
book for  information  purposes. 

The  question  of  the  format  of  the  new  claims 
form  was  raised,  and  after  general  discussion  a 
motion  was  made  that  the  House  of  Delegates  sug- 
gest to  the  Board  of  Directors  of  Physicians  Service 
that  the  new  claims  form  be  eliminated  and  a new 
one  drafted.  The  motion  was  seconded. 

There  was  general  discussion  of  the  motion.  The 
motion  was  defeated. 

Report  of  the  Committee  on  Social  Welfare 

The  President  noted  that  the  report  of  the 
Committee  on  Social  W elfare  was  included  in  the 
handbook. 

Action:  A motion  was  made,  seconded  and 

passed  that  the  report  of  the  Committee  on  Social 
Welfare  be  received  and  placed  on  file. 

Child-School  Health  Committee 

Doctor  Rudolph  Jaworski  reported  for  the  Child- 
School  Health  Committee.  He  reviewed  the  End 
Polio  Campaign  results,  noting  that  80  per  cent  of 
the  public  had  been  immunized  at  the  first  public 
clinic  on  March  3,  and  75  per  cent  on  the  second  on 
April  21.  The  final  phase  of  the  program  is  sched- 
uled for  Sunday,  October  20,  and  he  urged  all 
members  of  the  Society  to  give  their  complete 
support  to  the  program. 

He  also  reported  that  the  End  Polio  Campaign 
Fund  surplus  would  be  utilized  to  aid  persons 
afflicted  with  the  disease  in  this  State. 

He  reported  that  the  committee  has  approved 
the  Guthrie  test  for  phenylketonuria,  but  that  it  is 
opposed  to  any  state  legislation  requiring  specific 
testing.  The  committee  would  like  to  have  the 
hospitals  collect  the  blood  specimens  and  the  state 
laboratory  to  make  the  tests. 

Action:  A motion  was  made,  seconded  and 

passed  that  the  report  given  by  the  Chairman  of  the 
Child-School  Health  Committee  be  approved. 

Special  Committee  Proposal 

Doctor  S.  J.  Goldowsky  discussed  briefly  the 
current  racial  situation  which  has  been  widely  publi- 
cized in  the  daily  press,  and  he  reviewed  the  position 
of  medicine  on  the  matter  as  reflected  in  editorials 
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in  various  publications,  including  the  R.  I.  Medical 
Journal. 

He  then  moved  as  follows : 

1.  The  President  shall  appoint  a committee  con- 
sisting of  three  members  and  the  delegate  to  the 
A.M.A.  for  the  following  purpose. 

2.  This  committee  shall,  with  the  advice  of  legal 
counsel  of  this  Society,  prepare  a suitable  amend- 
ment to  the  By-Laws  of  the  A.M.A.,  or  a suitable 
resolution,  for  the  purpose  of  eliminating  all  mem- 
bership requirements  or  policies  of  all  constituent 
societies  of  the  A.M.A.  based  on  race  or  color  of 
the  skin. 

3.  The  delegate  to  the  A.M.A.  is  instructed  to 
introduce  this  By-Law  amendment  or  resolution  at 
the  next  interim  meeting  of  the  A.M.A.  in 
December. 

4.  The  committee  and  delegate  shall  report  prog- 
ress in  this  matter  at  the  next  meeting  of  this  body. 

The  motion  was  seconded. 

^ ^ ^ 

Actions:  A motion  was  made  to  amend  that  the 
proposed  by-law  change  or  resolution  be  reported 
back  to  the  House  of  Delegates  of  the  R.  I.  Medical 
Society  prior  to  any  introduction  to  the  American 
Medical  Association’s  House  of  Delegates.  The 
amended  motion  was  seconded. 

jjj  ^ 

A motion  was  made  and  seconded  to  amend  the 
amended  motion  to  provide  that  a special  meeting 
of  the  R.  I.  House  of  Delegates  be  called  to  act  on 
any  by-law  change  or  resolution  to  be  submitted  to 
the  American  Medical  Association. 

The  motion  to  amend  the  amended  motion  was 
passed. 

* 

The  amendment  to  the  motion  was  passed. 

The  original  motion,  as  amended,  was  passed. 

Adjournment 

The  House  adjourned  at  10 :24  p.m. 

Respectfully  submitted, 

Michael  DiMaio,  m.d.,  Secretary 

REPORT  OF  THE  SECRETARY 

Since  the  previous  meeting  of  the  House  of  Dele- 
gates the  Council  has  held  two  meetings.  Included 
among  its  actions  are  the  following : 

1.  The  Council,  for  the  Society,  expressed  by 

vote  its  appreciation  and  thanks  to  the  Greater 

Providence  Chamber  of  Commerce  for  the  “Civic 

Salute  Luncheon”  tendered  the  Society  for  its 

continued  on  page  608 
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End  Polio  Campaign. 

2.  Membership  in  the  Council  of  the  New 
England  State  Medical  Societies  was  renewed, 
and  the  President  was  authorized  to  name  the 
three  official  delegates  to  this  Council  from 
Rhode  Island. 

3.  A communication  from  the  chief  medical 
examiner  of  the  State  received  relative  to  prob- 
lems faced  by  his  staff,  and  the  Council  reviewed 
the  issues  and  directed  the  President  to  inform 
the  chief  medical  examiner  that  the  Society 
would  assist  in  every  way  possible  in  resolving 
mutual  problems,  and  in  considering  any  legis- 
lative improvements  to  the  examiner  system. 

4.  The  President  was  authorized  to  appoint  a 
special  committee  to  review  a proposed  medical 
radio  program,  as  well  as  other  available  radio 
or  television  programs  for  possible  sponsorship 
by  the  Society. 

5.  The  Council  approved  in  principle  the 
formation  of  a state  organization  to  be  known 
as  the  Rhode  Island  Medical  Political  Action 
Committee. 

6.  The  report  of  the  Delegate  to  the  American 
Medical  Association  was  received,  reviewed,  and 
approved. 
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7.  The  Mediation  Committee  was  asked  to 
conduct  a survey  on  the  increasing  use  of  hospital 
accident  rooms,  and  the  fee  charges  for  services 
rendered  at  such  facilities. 

8.  The  Council  approved  in  principle  a work- 
men’s compensation  liaison  committee  of  doctors 
and  insurance  and/or  self-insurers  and  it  voted 
to  submit  the  proposal  for  the  operation  of  such 
a committee  to  the  House. 

9.  The  Council  approved  of  the  program  of 
the  League  for  the  Hard  of  Hearing  to  offer  free 
testing  for  the  public  at  a temporary  headquar- 
ters on  the  Mall  in  downtown  Providence  during 
the  summer,  with  the  understanding  that  refer- 
rals would  be  made  to  private  family  physicians. 

10.  The  Council  commended  the  Committee 
on  the  Medical  Aspects  of  Sports  for  the  out- 
standing conference  it  co-sponsored  with  the 
University  of  Rhode  Island  at  Kingston  during 
August. 

11.  Approval  was  given  to  the  use  of  the 
Society’s  name  in  a special  mailing  to  physicians 
by  the  State  Department  of  Health  for  a survey  of 
physicians  relative  to  personal  use  of  cigarettes. 

12.  Approval  was  given  of  the  President's 
appointment  of  Doctor  Howard  Umstead,  of 
Pawtucket,  as  trustee-at-large  for  the  year  1964 
on  the  board  of  trustees  of  the  Medical  Library 
building. 

13.  The  President  was  authorized  to  name  a 
committee  to  meet  with  a committee  of  Brown 
LTniversity  to  consider  the  development  of  a med- 
ical library  for  the  University. 

14.  Financial  reports  were  submitted  by  the 
Treasurer  at  both  meetings  of  the  Council,  and 
approval  was  given  to  recommendation  for 
changes  in  certain  of  the  Society’s  investments, 
and  the  proposed  budget  for  1964  was  reviewed 
and  approved. 

15.  The  board  of  trustees  of  the  Medical 
Library  were  given  authorization  to  proceed  for 
necessary  extensive  exterior  repairs  to  the  east 
and  south  walls  and  the  roof  cornices. 

16.  Proposed  by-laws  for  an  Association  of 
Rhode  Island  Medical  Assistants  were  reviewed, 
and  in  amended  form  approved. 

17.  A proposal  for  a Physicians’  and  Carriers’ 
W orkmen’s  Compensation  Committee  for  Rhode 
Island  was  reviewed  and  approved  for  submis- 
sion to  the  House  of  Delegates. 

18.  The  appointment  of  Doctor  David  Fish, 
of  Providence,  as  the  Society’s  representative  on 
the  Commission  established  by  the  General 
Assembly  to  study  drug  addiction  in  Rhode 
Island,  was  approved. 

Michael  DiMaio,  m.d.,  Secretary 
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REPORT  OF  THE  TREASURER 

Invested  Funds 

A summary  of  the  account  of  the  Society's  invest- 
ments of  the  date  of  August  9,  1963,  shows  posses- 
sion of  bonds  and  common  stocks  with  a market 
value  of  $95,302,  and  providing  an  annual  income 
of  approximately  $3,400. 

The  so-called  “Pooled  Fund"  in  the  agency 
account  represents  both  investments  of  surplus 
money  of  the  Society  over  the  past  two  decades, 
and  the  money  received  from  benefactors  of  the 
Society.  Approximately  three-fifths  of  the  “pooled 
fund"  is  available  for  general  operating  purposes  of 
the  Society,  and  the  balance  is  restricted  to  the  use 
of  the  dividends  accruing  and  designated  for  spe- 
cific purposes. 

The  entire  account  is  administered  by  the  Trust 
Department  of  the  Industrial  National  Bank  which 
makes  recommendations  for  changes  in  the  invest- 
ment portfolio  from  time  to  time.  Each  such  recom- 
mendation for  a change  in  investment  is  reviewed 
and  decided  upon  by  the  Council  of  the  Society. 

The  Medical  Journal 

The  Medical  Journal  has  sustained  sizable  oper- 
ating losses  in  the  past  two  years  due  to  restrictions 
in  the  advertising  volume.  The  loss  for  1963  may 
not  be  as  high  as  anticipated  if  plans  of  the  manag- 
ing editor  for  increasing  advertising  revenue  are 
successful.  The  operating  loss  for  the  first  six 
months  of  1963  was  $889.85. 

Budget  for  1964 

The  by-laws  require  that  the  Treasurer  prepare 
a budget  for  the  ensuing  year,  and  the  budget  pro- 
posed for  1964  has  been  reviewed  and  approved  by 
the  Council.  It  is  predicated  on  the  experiences  of 
1962,  and  our  operating  expenses  for  the  first  half 
of  the  current  year.  It  is  difficult,  of  course,  to 
predict  accurately  all  the  expenses  that  may  be 
incurred  a year  ahead,  as  unexpected  financial 
problems  do  arise.  This  year,  for  example,  we  were 
faced  with  a federal  income  tax  ruling  making  us 
subject  to  the  federal  unemployment  tax  from 
which  we  were  considered  exempt  previously,  and 
we  have  also  encountered  a major  expense  in  the 
repair  of  the  roof  and  walls  of  the  Library  building. 

J.  Murray  Beardsley,  m.d.,  Treasurer 

REPORT  OF  THE  CHAIRMAN  OF  THE 
BOARD  OF  TRUSTEES  OF  THE 
MEDICAL  LIBRARY 

Each  year  the  Trustees  of  the  Medical  Library 
building  have  endeavored  to  make  improvements 
both  to  protect  the  building  and  to  make  it  more 
attractive  and  useful  for  the  membership,  and  the 
general  public  who  use  the  Library  daily  for  refer- 
ence work. 


This  past  year  the  reading  room  has  been 
improved  by  the  addition  of  new  book  cases,  by  an 
enclosed  work  section  for  the  Librarian,  and  by 
new  doors  that  permit  a quiet  privacy  not  previ- 
ously possible  for  the  readers. 

This  summer  a survey  of  the  roof  and  walls  has 
revealed  a serious  condition  requiring  extensive 
repairs  to  offset  water  seepage  which  has  already 
done  some  damage  to  the  upper  wall  in  the  audi- 
torium. The  estimated  cost  of  making  repairs  to  the 
east  and  south  walls  at  this  time,  and  to  the  stone 
roof  copings,  is  $2,300.  The  Council  has  approved 
of  immediate  action  on  the  repair  work  this  fall. 

Our  Library  is  a very  fine  structure,  but  it  is 
more  than  fifty  years  of  age,  and  for  many  years  a 
minimum  of  repair  work  was  done.  The  Trustees 
have  vastly  improved  the  building  in  recent  years, 
and  we  believe  that  every  member  can  be  proud  of 
the  fact  that  his  State  Medical  Society  has  one  of 
the  finest  privately  owned  medical  buildings  in  the 
country. 

Respectfully  submitted, 

Samuel  Nathans,  m.d.,  Chairman 

DISASTER  COMMITTEE 

The  Disaster  Committee  is  very  much  concerned 
with  the  seriousness  of  the  problem  of  planning  for 
a community  disaster,  and  it  has  recently  polled  the 
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hospitals  of  the  state  relative  to  their  disaster  plan- 
ning, and  relative  to  their  assignment  of  physicians 
for  service  at  the  hospitals  at  the  time  of  a major 
emergency. 

The  committee  hopes  to  compile  a master  list  to 
indicate  the  disaster  assignment  of  every  member  of 
the  Society,  and  it  is  hopeful  that  this  list  may  be 
available  before  the  end  of  this  year. 

The  committee  is  concerned  that  the  State  of 
Rhode  Island  has  not  taken  a more  active  interest 
in  securing  a medical  coordinator,  preferably  a 
physician,  to  reorganize  the  complete  civilian  de- 
fense medical  program  which  would  be  equally 
available  for  a non-military  community  disaster. 

At  a recent  meeting  your  committee  made  the 
following  decisions : 

1.  That  the  major  role  of  the  R.  I.  Medical 
Society  is  to  establish  that  its  members  are  assigned 
for  definite  service  in  the  event  of  a disaster,  and 
that  each  physician  is  alerted  to  his  assignment. 

2.  That  the  committee  should  proceed  with  its 
plan  to  prepare  a master  list  of  disaster  assignments 
accepted  by  the  members,  such  as  to  hospitals,  Red 
Cross,  military  forces,  etc. 

3.  That  the  committee  should  review  the  various 
hospital  disaster  plans  and  make  every  effort  to  get 
each  hospital  to  improve  its  plan  where  advisable, 
and  to  make  it  effective  through  actual  tests  of  the 
personnel  involved. 

4.  That  the  committee  support  the  state  director 
of  health  in  his  continued  efforts  to  get  a state 
medical  director  for  civilian  defense  and  commu- 
nity disasters,  with  the  possibility  of  federal-state 
funds  to  make  the  salary  attractive  to  an  outstand- 
ing physician. 

5.  That  the  chairman  of  the  committee  write 
each  hospital  administrator  and  inform  him  that  the 
Society  is  sending  a delegate  to  the  Disaster  Con- 
ference of  the  American  Medical  Association  on 
November  2-3,  and  to  urge  that  the  hospitals  send 
delegates  to  the  American  Hospital  Association 
Disaster  Institute  on  November  11-13,  and  that 
subsequently  a meeting  be  held  at  the  R.  I.  Medical 
Library,  on  Tuesday,  November  19,  at  which  time 
reports  on  the  two  national  meetings  would  be 
given  to  the  Society’s  committee,  and  to  the  hospital 
administrators  and  chairman  of  hospital  disaster 
committees. 

6.  That  Doctor  Philip  Morrison  of  Woonsocket 
be  the  Society’s  delegate  to  the  A. ALA.  Disaster 
Conference  in  Chicago  on  November  2-3,  to  report 
on  the  meeting  to  the  committee  at  the  Rhode  Island 
conference  on  November  19. 

Francis  E.  Hanley,  m.d.,  Chairman 

MATERNAL  HEALTH 

We  are  particularly  pleased  to  submit  this  report 
because  the  year  1962  was  marked  by  having  the 
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lowest  number  of  maternal  deaths  since  the  incep- 
tion of  this  committee  in  1931.  There  were  only  six 
maternal  deaths  during  the  year  1962  to  review  and 
they  were  classified  as  follows : 

Direct  Obstetric  Deaths:  ( 1 ) Tubal  pregnancy  with 
rupture. 

Indirect  Obstetric  Deaths:  (1)  Subacute  bacterial 
endocarditis,  (2)  Pulmonary  embolis — post-caesa- 
rean section,  (3)  Acute  appendicitis  with  rupture 
and  hacteremic  shock. 

N on-Related  Deaths:  (1 ) Reticulum  cell  sarcoma, 
(2)  Intracerebral  hemorrhage  due  to  arteriovenous 
malformation. 

There  was  only  one  death  that  was  considered 
preventable  and  this  was  in  a nonresident  of  the 
state  who  had  had  no  prenatal  care.  According  to 
the  A. ALA.  “Guide  for  Maternal  Death  Studies,” 
the  definition  of  the  obstetric  death  rate  is  “the 
number  of  maternal  deaths  due  to  direct  obstetric 
causes  per  10,000  live  births  over  a period  of  12 
months.”  Having  only  one  direct  obstetric  death 
gives  us  a rate  of  0.6  for  the  year  1962.  The  latest 
national  rate  published  was  3.86. 

At  our  suggestion  at  the  last  session  of  the 
Rhode  Island  legislature  Representative  Eleanor 
Slater  introduced  a bill  (H.R.  1756)  relating  to 
reports  on  maternal  and  perinatal  mortality  being 
made  confidential.  The  bill  was  passed  by  the 
House  and  referred  to  the  Senate  Judiciary  Com- 
mittee. Due  to  the  priority  of  other  legislation  this 
has  not  been  taken  up  by  the  Senate  as  yet.  It  is 
hoped  that  with  the  next  session  of  the  legislature 
we  will  be  able  to  encourage  the  passage  of  this  bill. 
If  successful,  we  will  be  able  to  publish  our  case 
reports  that  have  educational  value  as  some  of  the 
other  states  now  do. 

In  1962  Doctor  Harold  L.  Beddoe,  Chief  Medical 
Examiner  of  the  State  of  Rhode  Island,  was 
appointed  to  our  committee.  With  his  knowledge 
of  pathology,  Doctor  Beddoe  has  contributed 
greatly  to  our  discussions  and  has  been  a great  help 
to  our  committee. 

Our  fall  meeting  in  1962  was  held  at  the  home  of 
Doctor  Herbert  Ebner  and  our  spring  meeting  in 
1963  was  held  at  the  home  of  Doctor  and  Mrs. 
Francis  Corrigan.  On  behalf  of  the  committee  I 
would  like  to  express  our  thanks  for  their  hospital- 
ity. The  excellent  dinners  served  after  our  discus- 
sions I am  sure  are  probably  the  secret  of  our 
nearly  100  per  cent  attendance  at  our  meetings. 
Respectfully  submitted, 

Stanley  D.  Davies,  m.d.,  Chairman 

COMMITTEE  ON  MEDICAL  ASPECT 
OF  SPORTS 

A meeting  was  recently  held  on  a national  level 
at  the  University  of  Rhode  Island  on  the  Aledical 
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Aspect  of  Sports.  The  symposium  was  co-spon- 
sored  by  the  department  of  intercollegiate  athletics 
of  the  University  of  Rhode  Island  and  the  Rhode 
Island  Medical  Society. 

The  meeting  was  outstandingly  successful  as  1 1 1 
registrants  from  23  different  states  and  Canada 
attended.  The  registrants  came  from  such  far  away 
states  as  Florida.  Oklahoma.  Iowa.  Texas,  Indiana 
and  Wisconsin.  We  also  had  registrants  from  Ohio. 
Pennsylvania,  Maryland,  New  York,  North  Caro- 
lina and  Missouri.  All  of  the  New  England  states 
were  represented. 

The  program  opened  on  Thursday  morning, 
August  22.  1963,  at  nine  o'clock  with  registration, 
which  was  followed  by  welcome  addresses  by  Dr. 
Ernest  W.  Hartung,  \Tce  President.  University  of 
Rhode  Island,  and  Dr.  Thomas  Perry,  Jr., 
President,  Rhode  Island  Medical  Society.  The  first 
subject  of  the  day  was  a Panel  Discussion  on 
Administrative  Sports  Medicine.  Taking  part  in 
this  discussion  were  Professor  Maurice  Zarchen, 
Director  of  Athletics,  University  of  Rhode  Island ; 
Ralph  Cordisco,  Director  of  Athletics,  Haverstraw- 
Stonv  Point  High  School,  Haverstraw,  New  York  ; 
and  Dr.  G.  Edward  Crane,  Athletic  Surgeon, 
Brown  University. 

At  10  :45  Dr.  A.  A.  SaA’astano  presented  a paper 
on  “Qualifications  for  Participation  in  Sports." 
Dr.  S.  J.  P.  Turco.  Director  of  Student  Health, 
University  of  Rhode  Island,  read  a paper  on 
“Medical  Problems  and  the  Athlete."  Mr.  Kenneth 
Rawlinson,  Head  Trainer  at  the  University  of 
Oklahoma,  Norman,  Oklahoma,  presented  an  ex- 
cellent dissertation  on  Football  Field  Problems. 

In  the  afternoon  Dr.  Thomas  B.  Quigley,  Chair- 
man, Committee  on  Medical  Aspect  of  Sports  of 
the  American  Medical  Association  and  Assistant 
Clinical  Professor  of  Surgery  at  Harvard  Medical 
School,  spoke  on  “Diagnosis  and  Management  of 
Common  Ankle  Injuries."  Dr.  Vincent  Turco, 
Orthopedic  Surgeon  at  St.  Francis  Hospital,  Hart- 
ford, Connecticut,  read  a paper  on  Common  Knee 
Injuries.  Dr.  Armand  Versaci,  Assistant  Surgeon 
at  the  Rhode  Island  Hospital,  spoke  on  Traumatic 
Injuries  to  the  Face. 

One  of  the  highlights  of  the  meeting  was  a talk 
by  Dr.  Daniel  F.  Hanley,  Director  of  Student 
Health  at  Bowdoin  College  and  Physician  to  the 
1960  United  States  Olympic  Team,  who  spoke  on 
“The  Use  of  Cleats  on  Football  Shoes  and  their 
Relation  to  Knee  Injuries.”  He  pointed  out  that 
preliminary  experiments  show  that  a cleatless  heel 
on  a football  shoe  probably  helps  to  avoid  knee 
injuries  in  football. 

An  excellent  demonstration  was  then  given  on 
“Protective  and  Therapeutic  Taping  and  Wrap- 
ping” by  Professor  Richard  Cole.  Head  Trainer  at 
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the  University  of  Oklahoma,  and  Joseph  Romo, 
Head  Trainer  at  Brown  University. 

The  afternoon  of  Friday,  August  23.  1963,  was 
filled  with  some  excellent  papers  — one  of  which 
was  on  head  injuries  by  Dr.  Julius  Stoll,  Chief, 
Department  of  Neurosurgery  at  the  Rhode  Island 
Hospital ; another  by  Dr.  J.  H.  Dwinnelle,  Director 
of  Department  of  Physiatry  at  the  Rhode  Island 
Hospital,  who  spoke  on  the  use  of  physical  thera- 
peutic methods  in  Athletic  Injuries ; and  an  out- 
standing paper  was  also  read  by  Henry  T.  Stanton, 
Jr.,  Research  and  Clinical  Director.  Rystan  Lab- 
oratories, Mt.  Vernon,  New  York,  on  “The  Use 
of  Enzymes.” 

One  of  the  outstanding  papers  of  the  two-day 
session  was  read  by  Dr.  Warren  Guild  of  the 
Harvard  Medical  School  on  the  “Physiological 
Responses  in  Athletes.”  Dr.  Guild  recently  ran  in 
the  Boston  Marathon  Race  and  came  in  52nd  in  a 
field  of  146. 

The  entire  meeting  was  tremendously  successful 
and  we  are  extremely  happy  to  say  that  we  have 
had  numerous  letters  from  those  who  attended  the 
meeting  expressing  their  complete  satisfaction. 
Professor  Maurice  Zarchen,  Director  of  Athletics 
at  the  University  of  Rhode  Island,  was  so  pleased 
with  the  success  of  the  meeting  that  he  has  expressed 
a desire  to  repeat  it  next  summer. 

Respectfully  submitted, 

A.  A.  Savastano,  m.d.,  Chairman 

PERINATAL  MORTALITY  COMMITTEE 

On  September  4,  1963,  a combined  meeting  of 
the  Maternal  and  Perinatal  Mortality  Committees 
was  held  at  the  Providence  Lying-In  Hospital. 

Proposed  changes,  additions  and  deletions  in  the 
current  certificates  of  birth,  death  and  fetal  death 
were  discussed  and  recommendations  were  for- 
warded to  Washington.  These  recommendations 
covered  items  which  the  committees  considered 
medically  pertinent  and  necessary,  or  which  the 
medical  examiner,  Dr.  Beddoe,  thought  necessary 
from  a medico-legal  viewpoint.  Generally  the 
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committees  favored  maintaining  simplicity  of  these 
records  without  sacrificing  their  meaningful  value. 
The  committees  rejected  proposed  additions  of 
non-medical  items,  the  apparent  purpose  of  which 
were  for  the  use  of  allied  governmental  departments 
or  agencies  for  statistical  surveys.  Such  items  as 
social  security  numbers  for  parents,  the  deceased 
and  even  the  fetus  are  probably  inevitable  require- 
ments in  the  America  of  the  future  but  lack  uni- 
versally practical  application  at  present.  The  com- 
mittees found  that  some  of  the  proposed  changes 
were  adequately  provided  for  by  Rhode  Island 
State  regulations. 

The  committees  appreciate  the  socio-political 
connotation  of  the  item  labeled  “race”  but  regard 
it  to  be  useful  and  meaningful  as  medical 
information. 

The  committees  did  not  approve  the  proposal 
that  the  item  “Cause  of  Death”  be  considered  a 
privileged  communication  to  be  filed  separately 
from  the  record  certifying  the  proof  of  death.  This 
proposal  needs  further  consultation  with  the  legal 
profession,  public  health  experts  and  the  insurance 
industry  who  are  also  concerned  with  these  docu- 
ments before  such  a drastic  change  is  instituted. 

The  joint  committees  then  continued  discussion 
on  the  proposal  of  the  National  Institutes  of  Health 
to  provide  funds  for  an  intensive  epidemiological 
study  in  the  state  of  Rhode  Island  to  determine 
obstetrical  hazards  in  fetal,  neonatal  and  child 
development. 

The  committees  postponed  recommending 
approval  of  the  proposed  project  until  they  had 
an  opportunity  to  review  the  data  required  in  such 
a study.  A suggested  record  is  to  be  submitted  to 
the  committees  by  the  Institutes  of  Health  in  the 
near  future  and  this  record  would  be  developed 
using  as  a basis  the  present  prenatal,  labor,  deliv- 
ery and  pediatric  records  of  the  several  obstetrical 
facilities  in  Rhode  Island  who  have  expressed 
interest  in  the  project. 

The  committees  felt  that  success  of  such  a project 
would  be  promoted  by  the  following  desirable  coun- 
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ter  proposals : 

1.  The  existence  of  a local  headquarters  for 
organization,  collection  and  filing  of  data  with  the 
establishment  of  a system  for  rapid  compiling  and 
computing  certain  data  for  frequent  “feed-back"  to 
the  cooperating  institutions  thereby  promoting 
local  interest  and  motivation  for  such  a project. 

2.  The  availability  of  certain  pertinent  data  for 
periodic  evaluation  by  the  Perinatal  Mortality 
Committee  for  the  preparation  of  appropriate  re- 
ports to  the  R.  I.  Medical  Society. 

3.  The  selection  of  a suitable  fiscal  agent  for 
administration  of  government  funds. 

4.  The  selection  of  a full-time  director  and  addi- 
tional personnel  qualified  to  train  and  assist  hospital 
personnel  in  the  accurate  recording  of  the  required 
data. 

Respectfully  submitted, 

Bertram  H.  Buxton,  Jr.,  m.d. 

George  Anderson,  m.d. 

Co-Chairmen , Perinatal  Mortality 
Committee 

Stanley  D.  Davies,  m.d..  Chairman 

Maternal  Mortality  Committee 

SOCIAL  WELFARE 

The  committee  submits  to  the  House  of  Dele- 
gates for  approval  a written  memorandum  pertinent 
to  the  Public  Assistance  provision  of  payment  for 
live  attenuated  measles  vaccine.  The  committee 
recommends  to  the  medical  director  of  the  Division 
of  Public  Assistance  of  the  State  W elfare  Depart- 
ment that  it  is  in  agreement  with  the  following 
written  notice  to  be  sent  to  all  physicians  and 
pharmacies  in  Rhode  Island. 

Live  Attenuated  Measles  Vaccine 
and  Gamma  Globulin 

1.  The  Division  of  Public  Assistance  will 
allow  payment  for  the  administration  of  live 
attenuated  measles  vaccine  combined  with 
Gamma  G (Gamma  Globulin)  to  all  ADC  recipi- 
ents who  have  not  had  measles  within  the  age 
group  of  nine  months  to  two  years. 

2.  Payment  will  be  provided  at  the  rate  of  $3 
for  the  regular  office  visit  plus  the  cost  of  the  live 
attenuated  measles  vaccine  combined  with 
Gamma  Globulin  or  Gamma  G (up  to  a maxi- 
mum of  $4).  It  is  anticipated  that  the  cost  of  the 
vaccine  will  decrease  in  time. 

3.  Since  this  does  not  represent  an  emergency 
procedure  prior  authorization  on  Form  PA  502 
REQUEST  FOR  PRIOR  APPROVAL  will 
be  required  in  advance  of  the  administration  of 
this  vaccine. 

On  this  prior  authorization  form,  it  is  necessary 
that  the  physician  : 

1 . Specify  the  date  of  birth  of  the  patient. 
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2.  Certify  that,  to  the  best  of  his  knowledge 
this  patient  has  not  had  measles. 

3.  In  the  case  of  children,  older  than  two  years, 
who  have  not  had  measles  and.  in  the  opinion  of 
the  attending  physician,  should  be  protected 
against  measles  because  of  associated  debilitating 
conditions,  consideration  for  payment  will  be 
provided  on  the  basis  of  prior  authorization. 

4.  In  the  case  of  children,  older  than  two  years, 
a.  The  reasons  for  requesting  authorization 

for  administering  the  measles  vaccine  to  these 
children  should  be  clearly  specified  by  the  attend- 
ing physician. 

Statistics  indicate  that  at  the  present  time,  there 
are  apparently  865  ADC  children  who  are 
potentially  eligible  to  receive  this  preventive 
immunization. 

Respectfully  submitted. 

Peter  L.  Mathieu,  Jr.,  m.d..  Chairman 

NEWPORT  MEDICAL  SOCIETY 

concluded  from  page  600 

departmental  committee  which  the  Departments  of 
Defense,  Health.  Education  and  Welfare,  State  and 
Agriculture  have  formed  in  order  to  promote  ade- 
quate nutritional  and  public  health  standards  for 
many  of  our  allies.  He  also  briefly  described  the 
role  of  a joint  committee  formed  by  the  United 
States.  Great  Britain  and  Canada  to  promote  safety 
in  aeronautics. 

The  meeting  adjourned  at  9:30  p.m. 

Respectfully  submitted. 

Richard  R.  Knowles,  m.d..  Secretary 
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Common  Cold  Major  Medical  Cause  Of 
School  Absences  in  Rhode  Island 

The  common  cold  continues  to  be  the  largest 
single  factor  contributing  to  the  21.5  days  per 
school  year  the  average  Rhode  Island  student  is 
absent  from  school,  according  to  a study  by 
Schering  Corporation,  a leading  pharmaceutical 
company. 

Using  statistics  from  the  National  Education 
Association,  the  study  reveals  that  Rhode  Island 
ranks  34th  in  days  attended  per  pupil.  The  best 
attendance  record  for  the  1962-63  school  year  was 
set  by  the  state  of  Washington  with  an  average  of 
10.5  days  missed.  Utah  was  second  with  11.2.  The 
national  average  of  school  absences  was  18.9. 

Medical  surveys  indicate  that  children  of  elemen- 
tary school  age  have  five  times  as  many  colds  as  do 
adults.  According  to  a 1963  U.S.  Public  Health 
Service  report,  respiratory  illnesses  were  respon- 
sible for  about  two-thirds  of  school  days  lost 
because  of  acute  illnesses  or  injuries  during  the 
1961-62  school  year. 

The  first  onslaught  of  colds  strikes  the  schools 
lalmost  as  soon  as  children  reassemble  for  the  new 
year.  One  contributing  factor  to  this,  according  to 
research  scientists,  is  that  spread  of  colds  like  other 
virus-caused  infections  is  accelerated  by  the  mixing 
of  populations.  In  fixed  stable  groups  which  are 
not  exposed  to  strangers,  cold-like  infections  tend 
to  die  out,  and  do  not  reappear  until  there  is  contact 
outside  the  group. 

The  best  defense  against  the  common  cold  is 
prevention.  Warm  clothing  should  be  worn,  and 
good  diets  planned.  Whenever  possible  avoid  con- 
tact with  a person  suffering  from  a cold. 

Surgeons  to  Meet  in  Baltimore,  Jan.  21-29,  1964 

The  American  College  of  Surgeons  will  hold  its 
first  1964  Sectional  Meeting  in  Baltimore,  Md., 
Jan.  27-29.  More  than  500  surgeons  are  expected 
to  attend  this  scientific  three-day  program  open  to 
all  doctors  of  medicine.  Headquarters  hotel  will  be 
the  Lord  Baltimore. 


An  innovation  in  ACS  three-day  meetings  will 
he  sessions  in  the  specialties  of  ophthalmology,  and 
obstetrics  and  gynecology  as  well  as  in  general 
surgery.  Topics  include  cardiovascular  surgery, 
chemotherapy  in  cancer,  cryogenic  surgery,  gastric 
and  duodenal  ulcer,  and  important  aspects  of 
trauma.  Subjects  of  interest  to  ophthalmologists 
include  glaucoma,  enucleation  and  implants,  and 
advances  in  retinal  detachment  surgery.  Of  interest 
to  obstetricians  and  gynecologists  are  operative 
procedures  for  fertility,  aspects  of  caesarean  section, 
and  bisexuality.  There  will  he  two  “How  I Do  It" 
clinics,  the  first  on  problems  in  general  surgery  and 
the  second  on  gynecologic  procedures. 

'63  Health  Benefits 
Running  10%  Ahead 

The  nation’s  insurance  companies  paid  an  average 
of  $11.5  million  a day  in  health  insurance  benefits 
during  the  first  six  months  of  1963,  the  Health 
Insurance  Institute  reported  recently. 

This  was  an  increase  of  more  than  $1  million  a 
day  over  the  average  daily  benefit  payments  made 
by  insurance  companies  in  the  first  half  of  1962, 
the  HII  said. 

Health  insurance  benefit  payments  by  insurance 
companies  totaled  an  estimated  $2,083,127,000  for 
the  first  half  of  1963,  a boost  of  10.4  per  cent  over 
the  $1,886,352,000  paid  out  in  the  same  period  in 
1962,  said  the  Institute  (see  table  below). 

A grand  total  of  $7,077,000,000  in  health  insur- 
ance benefits  were  distributed  during  all  of  1962  by 
insurance  companies,  Blue  Cross-Blue  Shield,  and 
other  health  care  plans.  Insurance  companies  paid 
$3,763,000,000  of  this,  including  $906  million  to 
persons  covered  by  policies  which  replace  income 
lost  through  disability. 

At  the  end  of  last  year,  141,437,000  persons  in 
the  United  States  had  some  form  of  health  insur- 
ance, according  to  the  Institute.  This  was  an 
increase  of  4.9  million  over  the  previous  year. 

So  far  in  1963,  benefit  payments  by  insurance 
companies  are  running  ahead  of  last  year  for  all  five 
types  of  health  insurance  — hospital  expense,  sur- 

continued  on  page  616 
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gical  expense,  regular  medical  expense,  major 
medical  expense,  and  loss  of  income. 

Major  Medical 

Major  medical,  which  provides  benefits  ranging 
from  $5,000  to  $15,000  or  higher  to  help  offset  the 
costs  of  serious  illness,  accounted  for  an  estimated 
$406  million  in  the  first  half  of  this  year.  This  was 
an  increase  of  18  per  cent  over  the  $344  million  paid 
out  in  the  same  period  of  1962. 

Major  medical  policies  pay  for  virtually  all  med- 
ical services,  including  hospital  and  surgical  care  as 
well  as  medicines  and  drugs  and  medical  appli- 
ances when  prescribed  by  a licensed  physician. 

Hospital  expense  insurance  accounted  for  the 
single  largest  amount  of  benefits.  Insurance  com- 
panies paid  $853  million  in  benefits  to  persons 
covered  by  hospital  expense  policies,  up  to  10.7  per 
cent  over  the  $771  million  paid  out  in  the  first  six 
months  of  1962,  said  the  HII. 

Surgical  expense  insurance  accounted  for  an 
estimated  $262  million,  up  7.8  per  cent  over  the 
$243  million  paid  during  the  first  half  of  1962. 

Benefits  paid  to  persons  covered  by  regular  med- 
ical expense  policies,  which  help  pay  for  treatment 
given  by  physicians  other  than  surgery,  increased 
12.5  per  cent,  from  $70  million  to  $78  million. 

Loss-of-income  payments,  excluding  accidental 
death  and  dismemberment  benefits,  amounted  to  an 
estimated  $484  million,  up  5.4  per  cent  from  the 
$459  million  paid  out  in  1962’s  first  half. 

Maryland  Establishes  Rescue  Squad 
T raining  Program 

The  Maryland  State  Health  Department  has 
been  awarded  a contract  to  establish  a statewide 
training  program  for  ambulance  drivers  and  others 
engaged  in  emergency  medical  services,  Dr.  Paul  V. 
Joliet  announced  recently  at  the  U.S.  Public  Health 
Service.  Dr.  Joliet  is  Chief  of  the  PHS  Division  of 
Accident  Prevention. 
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“The  program  will  provide  training  opportuni- 
ties for  ambulance  and  rescue-squad  personnel  for 
all  areas  of  the  State,”  Dr.  Joliet  said.  “From  the 
modest  Federal  share  in  the  project  of  $2,400,  we 
expect  to  derive  experience  potentially  valuable  to 
other  States  and  communities.” 

A series  of  four  to  six  2-day  training  sessions 
will  be  conducted  in  different  parts  of  Maryland. 
The  students  will  be  trained  in  local  hospital  emer- 
gency rooms  by  members  of  the  hospital  staffs  and 
local  medical  societies. 

“Many  leading  surgeons  believe  that  better 
emergency  procedures  would  prevent  many  of  the 
deaths  and  permanent  disabilities  now  being  in- 
curred in  traffic  accidents  and  other  medical  emer- 
gencies," Dr.  Joliet  noted.  “We  would  like  to  know 
what  training  and  experience  the  average  ambu- 
lance crewman  has,  the  kind  of  equipment  he  is 
using,  the  kind  of  emergency  cases  he  is  handling, 
and  what  improvements  can  reasonably  be  made  in 
all  of  these  factors,”  he  said. 

Some  of  the  highlights  of  the  course  will  he 
mouth-to-mouth  resuscitation,  handling  back  in- 
juries and  head  injuries,  emergency  obstetrical 
deliveries,  emergency  care  of  the  mentally  dis- 
turbed, and  legal  aspects  of  ambulance  service. 

Estimated  $22.7  Billion  Spent  For 
Health  Care  Needs  In  1962 

The  American  people  spent  an  estimated  $22.7 
billion  last  year  to  maintain  their  health  and  remedy 
their  ailments.  This  was  an  average  of  $124  for  each 
man,  woman  and  child  in  the  nation. 

The  amount  spent  to  pay  the  bills  of  hospitals, 
doctors,  druggists,  dentists,  nursing  homes  and 
other  health  personnel  and  facilities  represented  a 
7.6  per  cent  increase  over  the  $21.1  billion  expendi- 
ture of  1961,  according  to  the  Health  Insurance 
Institute.  In  1952,  the  health  care  outlay  was  $10.1 
billion. 

Large  Hospital  Outlay 

Current  estimates  indicate  the  largest  single  item 
last  year — $7  billion — was  spent  on  hospital  treat- 
ment. The  services  of  physicians  cost  $6.6  billion, 
while  $5.6  billion  was  spent  on  medicines  and  appli- 
ances, $2.2  billion  on  dental  services  and  $1.3  billion 
on  other  medical  care  costs  including  professional 
nursing  home  care  and  the  services  of  non-profes- 
sional practitioners. 

A total  of  24.3  million  Americans  was  hospital- 
ized in  1962.  The  Institute  said  approximately  70 
per  cent  had  part  or  all  of  their  hospital  bills  paid 
for  by  health  insurance  benefits  from  private  insur- 
ance companies  and  other  insuring  organizations. 

By  far  the  greatest  single  cause  of  hospitalization 
in  1962  involved  maternity  cases,  which  represented 
nearly  one  out  of  five  hospital  cases. 
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vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
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MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 
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Produced  at  Hillside  Farm,  Cranston,  R.  I. 

H.  P.  HOOD  & SONS,  135  Harris  Ave.,  Providence,  DE  1-3024 

Produced  at  Hood  Certified  Farm,  Beverly,  Mass. 
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BOOK  REVIEWS 


Ciba  Foundation  Symposium  on  TRANSPLAN- 
TATION. Edited  for  the  Ciba  Foundation 
by  G.  E.  W.  Wolstenholme,  o.b.e.,  m.a.,  m.b., 
m.r.c.p.,  and  Margaret  P.  Cameron,  m.a.  Little, 
Brown  and  Company.  Boston,  1962.  $12.00. 

This  excellent  book  is  comprised  of  412  pages 
and  is  actually  a collection  of  research  papers  writ- 
ten by  a group  of  international  authorities  on  tissue 
transplantation.  With  the  exception  of  one  paper, 
the  rest  are  experimental  studies  involving  animals. 
Like  the  previous  Ciba  Foundation  Symposia,  each 
paper  is  followed  by  a discussion  which  brings  out 
all  the  fine  points  and  loopholes  in  the  previous 
paper.  The  contents  range  from  a discussion  of 
transplantation  antigens  to  cancer  cells,  to  homo- 
grafts in  the  human  being. 

This  is  an  excellent  book  for  students  of  research, 
but  will  be  very  hard  reading  for  clinicians.  I per- 
sonally enjoyed  reading  this  book  and  was  fasci- 
nated by  the  wide  range  of  experiments  in  the  basic 
research  in  tissue  transplantation. 

Daniel  S.  F.  Liang,  m.d. 

Ciba  Foundation  Symposium  ON  THE  NATURE 
OF  SLEEP.  Editors  for  the  Ciba  Foundation: 
G.  E.  W.  Wolstenholme,  o.b.e.,  m.a.,  m.b., 
m.r.c.p.,  and  Cecilia  M.  O’Connor,  b.sc.  Little, 
Brown  & Co.,  Boston  (1961).  $10.00. 

This  is  a monograph  reporting  a Ciba  Foundation 
Symposium  on  the  nature  of  sleep.  It  contains  a 
great  deal  of  varied  and  interesting  material  relat- 
ing to  sleep  and  associated  behavior  as  observed  by 
the  neurophysiologist  and  physiologist,  the  psychol- 
ogist and  psychiatrist,  and  the  clinical  electroen- 
cephalographer.  The  meeting  was  conducted  under 
the  chairmanship  of  Sir  John  Eccles  who  adds 
much  to  the  discussions  which  bring  forth  many 
additional  interesting  facts  and  ideas.  These  discus- 
sions also  clearly  bring  out  the  differences  between 
the  experimental  conditions  in  various  types  of 
animal  studies  and  emphasize  the  danger  of  trans- 
posing animal  findings  to  humans. 

The  first  half  of  the  book  reports  neurophysio- 
logical studies  on  cats.  It  is  interesting  to  observe 


that  primary  emphasis  or  concern  with  the  reticular 
system  is  reported  in  only  three  of  the  seven  papers 
devoted  to  these  studies.  G.  Moruzzi  presents  evi- 
dence in  electrical  stimulation  experiments  of  an 
active,  synchronizing  region  in  the  tractus  solitarius 
and  its  nucleus  and  in  the  ventral  reticular  nucleus. 
Three  papers  record  micro  electrode  studies  of 
cortical  activity  during  the  waking  and  sleep  state. 
Work  reported  by  M.  Yerzeano  and  K.  Negishi 
record  changes  in  the  patterns  of  activity  of  indi- 
vidual neurones  and  neuronal  pathways  during  the 
transition  from  wakefulness  to  sleep. 

The  remainder  of  the  volume  records  a variety 
of  human  and  animal  studies.  There  are  several 
reports  on  cortical  function  in  the  human  during 
drowsing,  sleep,  and  arousal.  The  paper  by 

H.  Fischgold  and  B.  Schwartz  is  a particularly 
good  report  of  this  type  demonstrating  various 
correlations  between  the  states  of  sleep  and  reac- 
tivity to  a simple  light  stimulus  which  has  been 
given  “meaning”  or  significance  by  previous 
instruction.  In  this  study,  as  well  as  that  by 

I.  Oswald,  evidence  of  continuing  cerebral  dis- 
criminatory ability  during  sleep  is  provided  which 
goes  beyond  the  familiar  conditioned  response  to 
alarm  (the  classical  example  of  which  is  the  moth- 
er’s arousal  by  her  infant’s  cry).  The  evidence 
presented  and  the  general  discussion  of  this  dis- 
criminatory power  revealed  a unanimous  bias 
toward  the  cerebral  cortex  as  the  essential  struc- 
ture mediating  this  function.  F.  Bremer  refers  to 
the  experimental  work  of  Jasper  and  others  which 
indicates  that  the  reticular  system  may  be  condi- 
tioned to  various  stimuli  but  concludes  his  remarks 
by  stating  that  he  is  reluctant  to  confer  psycho- 
physiological  dignity  on  the  reticular  system  at  the 
present  time. 

N.  Kleitman  is  a participant  and  presents  his 
work  on  dreams  which  provokes  among  other 
things  an  interesting  discussion  on  the  distinction 
between  recollection  and  memory  and  its  neuro- 
physiological substrate.  The  paper  by  S.  Kety  re- 
veals the  rather  surprising  fact  that  cerebral  blood 
flow  and  oxygen  consumption  during  natural  sleep 
is  the  same  as  in  the  waking  state  and  contrasts  its 
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reduction  in  the  anesthetized  patient  and  in  various 
types  of  coma.  There  is  a report  by  H.  Lewis  on 
sleep  patterns  on  polar  expeditions  and  an  interest- 
ing study  on  sleep  and  hibernation  by  P.  Suoma- 
lainen.  Several  studies  are  concerned  with  sleep 
deprivation  and  habituation  and  the  practical  appli- 
cation of  these  studies  in  our  complex  but  often 
monotonous  technological  society  is  discussed  by 
Eccles.  Governmental  recognition  of  the  practical 
aspect  of  much  of  this  work  may  be  seen  in  noting 
the  sources  of  support  for  a number  of  these  studies, 
which  include  the  United  States  Air  Force  and  the 
Research  Councils  of  several  governments. 

The  scope  of  these  studies  is  far  ranging  with  a 
wealth  of  interesting  fact  and  data.  Integration  and 
synthesis  of  the  material  could  not  be  achieved  but 
rather  suggested  the  need  for  many  new  studies 
especially  along  biochemical  lines.  Despite  the 
diversity  and  variety,  however,  there  is  a unity 
provided  by  the  many  interesting  discussions  fol- 
lowing each  paper  and  concluding  the  symposium. 
This  is  a book  which  would  reward  the  attention  of 
those  interested  in  neurology  and  related  fields. 

John  O.  Strom,  m.d. 


SCANNING  THE  MEDICAL 
LITERATURE 

STIPPLING  OF  THE  RETINA:  A NEIT 
PHYSICAL  SIGN  IN  THE  EARLY  DIAG- 
NOSIS OF  LEAD  POISONING.  Nathan 
Sonkin.  New  England  J.  Med.  269:779,  Oct.  10. 
1963. 

A series  of  eight  individuals  were  exposed  in 
their  work  to  lead  compounds  in  an  industrial  wire 
manufacturing  company  for  a period  ranging  from 
six  months  to  one  year.  They  showed  retinal 
stippling  — a new  physical  sign  in  the  early  diag- 
nosis of  lead  poisoning  which  has  not  been  previ- 
ously recorded. 

Pigment  deposition  in  the  retina  appears  to  be  a 
reliable  early  sign  of  lead  intoxication.  Positive 
laboratory  data  such  as  excess  urinary  lead  and 
erythrocyte  stippling  correlates  somewhat  with  eye 
findings.  Retinal  changes  were  visualized  as 
a glistening  deposition  of  greyish  black  pigment 
surrounding  the  optic  disk. 

There  appeared  to  be  a relationship  between 
absorption  of  lead  and  cleanliness  when  oral  hygiene 
was  used  as  an  index.  Poor  personal  hygiene 
apparently  served  as  a predisposing  factor  in  lead 
absorption. 

The  retinal  pigmentation  was  reversible  within  a 
period  of  months  when  the  environmental  exposure 
was  eliminated. 
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DID  YOU  KNOW 7 

# That  45  million  Americans  are  insured  against 
income  lost  as  a result  of  off-the-job  illness  or 
injury,  including  33.6  million  persons  covered  by 
insurance  companies. 

# That  millions  of  other  workers  have  informal 
sick  leave  arrangements  with  their  employers. 

# That  in  1962  insurance  companies  paid  out  S906 
million  in  loss-of-income  benefits. 


X-RAY  DIAGNOSIS 

(See  Page  373) 

Coarctation  of  the  Aorta 

There  is  characteristic  notching  of 
the  third  through  seventh  ribs  bilaterally, 
and  there  is  also  a notch  along  the  upper  left 
border  of  the  cardiac  silhouette.  The  patient 
on  physical  examination  showed  typical  ele- 
vation of  blood  pressure  in  the  arms  and 
absent  femoral  pulses  on  both  sides.  The 
esophagus  is  not  obstructed,  but  rather  the 
film  exposed  before  the  bolus  of  barium  had 
traversed  the  entire  length  of  the  esophagus. 


DID  YOU  KNOW  7 

• That  the  nation’s  insurance  companies  paid  an 
average  of  SI  1.3  million  a day  in  health  insurance 
benefits  to  insured  persons  during  the  first  half  of 
1963. 

• That  total  health  insurance  benefits  paid  during 
the  first  six  months  of  1963  by  insurance  companies 
were  estimated  at  S2.1  billion. 

• That  health  insurance  benefits  paid  out  by  insur- 
ance companies  during  the  first  half  of  1963  were 
up  an  estimated  10.4  per  cent  over  the  same  period 
of  a year  ago. 
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THROUGH  THE  MICROSCOPE 

continued  from  page  616 

Other  major  causes  of  hospitalization  were  upper 
and  lower  respiratory  conditions,  benign  and  un- 
specified tumors,  female  disorders,  heart  disease, 
and  fractures  and  dislocations. 

Shorter  Stays 

The  average  length  of  stay  in  the  hospital  for  each 
patient  in  1962  was  7.6  days,  down  from  8.1  days 
in  1952.  The  average  cost  per  hospital  stay  was 
$279.91.  The  average  cost  for  each  day  a patient 
spent  in  the  hospital  was  $36.83  in  1962,  compared 
with  $18.35  in  1952.  Of  the  total  $7  billion  hospital 
care  costs,  $4.2  billion  was  paid  by  health  insurance 
benefits. 

The  average  American  saw  his  physician  an  esti- 
mated five  times  in  1962  and  paid  him  fees  ranging 
from  $4.06  per  office  visit  in  Scranton,  Pa.,  to  $6.31 
per  office  visit  in  Los  Angeles.  In  rural  areas,  the 
fees  were  slightly  lower  on  the  average. 

Of  the  total  $6.6  billion  paid  for  physicians’  serv- 
ices, health  insurance  benefits  paid  $2  billion. 

Of  the  $5.6  billion  spent  on  medicines  and  appli- 
ances, an  estimated  $2.8  billion  went  for  prescribed 
drugs,  while  $1.4  billion  purchased  non-prescribed 
drugs  and  sundry  items  dispensed  at  the  drug  store 
and  counted  in  the  medical  dollar.  The  $1.4  billion 
remainder  went  for  appliances  and  other  surgical 
supplies. 

Changes  Sought  in  Keogh  Law 

On  October  10,  Representative  Keogh  (D)  N.Y. 
introduced  H.  R.  8711  which  would  amend  the 
Smathers-Keogh  law  (H.  R.  10,  87th  Congress) 
in  two  ways.  . . . Under  the  present  law,  the  self- 
employed  physician  can  contribute,  each  year,  to  a 
retirement  plan  up  to  10%  of  his  earned  income  or 
$2500,  whichever  is  less.  . . . One-half  of  the  con- 
tribution is  allowed  as  a tax  deduction.  . . . H.R. 
8711  would  remove  this  50  per  cent  limitation  on 
tax  deductions.  ...  It  would  also  remove  the  per- 
centage and  dollar  limitations  for  the  self-employed 
with  participating,  salaried  employees.  . . . Present 
limitations  would,  however,  remain  for  retirement 
plans  for  physicians  without  employees.  . . . Senator 
Smathers  (D)  Fla.  is  sponsoring  a companion 
measure  in  the  Senate. 

In  18  States  Health  Insurance  Protects 
More  Than  77%  of  Civilian  Population 

In  18  states  throughout  the  nation  more  than 
three-fourths  of  the  civilian  population  was  pro- 
tected by  some  form  of  health  insurance  at  the  end 
of  1962,  the  Health  Insurance  Institute  reported 
recently. 
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The  Institute  also  said  that  out  of  all  50  states, 
only  one  — Alaska  — had  less  than  50  per  cent  of 
its  population  insured,  while  in  the  remaining  31 
states  the  level  of  protection  was  between  50  and 
75  per  cent. 

The  Institute  said  its  report  was  based  on  the 
Health  Insurance  Council’s  17th  annual  survey  of 
health  insurance  protection  in  the  United  States, 
and  that  the  state  data  were  compiled  according  to 
place  of  employment. 

The  over-all  health  insurance  protection  figure 
for  the  U.  S.  civilian  population  at  the  end  of  1962 
came  to  141,437,000  or  76.2  per  cent  of  the 
population. 

The  Institute  listed  the  following  states  in  the 
top  bracket  of  population  covered : Rhode  Island, 
with  93.7  per  cent;  New  York,  92.9  per  cent; 
Pennsylvania,  88.1  per  cent;  Connecticut,  87.2  per 
cent ; Illinois,  87.0  per  cent ; Ohio,  86.6  per  cent ; 
Massachusetts,  85.9  per  cent ; and  Missouri,  85.3 
per  cent. 

States  with  over  67  per  cent  population  coverage, 
not  including  the  above,  were : California,  Colo- 
rado, Georgia,  Hawaii,  Iowa,  Kansas,  Maine, 
Maryland,  Minnesota,  Nebraska,  New  Hampshire, 
New  Jersey,  North  Carolina,  North  Dakota,  Okla- 
homa, Oregon,  South  Carolina,  Tennessee,  Utah, 
Washington,  West  Virginia,  and  Wisconsin. 

Northeast  First 

By  regions,  the  nine  Northeast  states  of  New 
York,  New  Jersey,  Pennsylvania,  Connecticut, 
Massachusetts,  Rhode  Island,  Vermont,  New 
Hampshire,  and  Maine,  ranked  highest  in  people 
insured  with  86.9  per  cent,  or  39,788,000  persons 
protected  out  of  a regional  civilian  population  of 
45,811,000. 

Pull  Scale  Nursing  Education  Study  Planned 

The  boards  of  directors  of  the  American  Nurses’ 
Association  and  the  National  League  for  Nursing- 
have  approved  plans  to  initiate  a full-scale  study  of 
nursing  education  as  recommended  in  the  Report 
of  the  Surgeon  General’s  Consultant  Group  on 
Nursing. 

In  a recommendation  to  the  nursing  profession, 
the  Consultant  Group  said  that : 

A study  should  be  made  of  the  present  system  of 
nursing  education  in  relation  to  the  responsibili- 
ties and  skill  levels  required  for  high-quality 
patient  care.  This  study  should  be  started  imme- 
diately so  that  nursing  education  programs  can 
benefit  as  soon  as  possible  from  the  findings. 
Funds  for  such  a study  should  be  obtained  from 
private  and  government  sources. 
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too,  is 
compatible  with  a well- 
balanced  menu.  As  a 
pure,  wholesome  drink, 
it  provides  a bit  of  quick 
energy.. brings  you  back 
refreshed  after  work  or 
play.  It  contributes  to 
good  health  by  provid- 
ing a pleasurable  mo- 
ment’s pause  from  the 
pace  of  a busy  day. 


Wherever  you  go 
forget  your  telephone 
calls.  We'll  take  them 
for  you,  day  or  night. 
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The  heart-disease  patient 


The  surgical  patient 


The  insomniac 


The  tense,  nervous  patient 


j girl  with  dermatosis  Tension  headache  The  woman  in  menopause  Anxious  depression 


remenstrual  tension  The  agitated  senile  patient  The  alcoholic  The  problem  child 


the  original  brand  of 
meprobamate 


The  G.I.  patient 


WALLACE  LABORATORIES 
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CAN  YOU  NAME  IT? 

Conducted  by  Thomas  Forsythe,  m.d.,  Associate  Roentgenologist, 
Department  of  Roentgenology,  Rhode  Island  Hospital 


The  Patient:  A 62-year-old-man  with  sudden  onset  of  severe  RUQ 
pain,  fever,  leukocytosis. 

What’s  Your  Diagnosis : Subphrenic  abscess?  Pneumocholecystitis? 
Perforated  duodenal  ulcer?  Perinephric  abscess? 


(For  this  month’s  answer  see  Page  664) 
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The  Twenty-Second  Charles  Value  Chapin  Oration  — 

Gastric  Cooling  and  Freezing  for  Peptic  Ulcer,  Including 
Repetitive  Freeze  of  the  Esophageal  Mucosa  to  Thwart 
Recurrent  Hemorrhage  from  Bleeding  Esophageal  Varices* 

Owen  H.  Wangensteen,  m.d. 


The  author.  Ozven  H.  Wangensteen , M.D.,  of  Min- 
neapolis. Minnesota.  Professor  and  Chairman,  Depart- 
ment of  Surgery,  Medical  School  of  the  University  of 
Minnesota. 


TJ  or  the  opportunity  to  give  one  of  the  Charles 

Value  Chapin  Lectures,  I feel  greatly  privileged 
and  wish  to  express  my  thanks  to  the  Program 
Committee.  If  I could  come  to  you  now  with  an 
important  message  relating  to  the  ultimate  causes 
of  peptic  ulcer,  there  would  be  more  apparent  j usti- 
flcation  for  asking  me,  a surgeon,  to  appear  in  your 
series  of  Lectures,  honoring  the  memory  of  one  of 
your  distinguished  citizens  who  contributed  greatly 
to  the  advancement  of  Public  Health,  to  speak  upon 
.the  subject  of  peptic  ulcer. 

Chapin’s  long  life  was  spent  in  devoted  applica- 
tion of  the  scientific  method  to  many  aspects  of 
public  health  problems.  Moreover,  he  lived  to  see 
the  fruitful  and  practical  results  of  his  labors.  He 
was  a true  humanitarian  who  placed  the  spirit 
before  the  body. 

It  is  indeed  pleasant  and  reassuring  to  come  here 
and  to  learn  that  Brown  University  will  once  again 
take  on  the  sponsorship  and  supervision  of  a 
Medical  School.  Yours  was,  I believe,  the  third 
medical  school  in  this  country. 2,2a  The  medical 
faculty  of  that  day  was  not  ready  for  the  “full-time” 
plan,  which  has  come  to  be  well-accepted  in  this 
country  since  its  adoption  by  Johns  Hopkins  in 
1915.  That  premature  innovation  by  one  of  your 
early  presidents,  Francis  Way  land,  led  to  resigna- 
tions in  the  faculty  and  abandonment  of  your  med- 

*Delivered at  the  152d  Annual  Scientific  Assembly  of 
the  Rhode  Island  Medical  Society,  at  Providence,  Rhode 
Island,  May  8,  1963. 

Supported  by  the  U.S.P.H.S.  and  by  the  Donald  J. 
Cowling  Fund  for  Surgical  Research.  These  studies  repre- 
sent the  joint  efforts  of  many  Surgical  Fellows  who  have 
worked  continuously  at  these  problems  over  the  past  two 
years  in  my  laboratory  as  well  as  on  the  wards. 


ical  school.  Many  university  presidents  have  com- 
plained that  medical  schools  are  an  endless  source 
of  expenditure  of  funds  and  a millstone  around  the 
neck  of  the  university.  However,  they  are  also 
useful,  not  alone  for  the  job  they  do  in  providing 
professional  training  for  students,  but  also  in  enlist- 
ing the  sympathetic  interest  of  the  community  in 
the  larger  aims  and  problems  of  the  university.  We 
all  hail  with  keen  anticipation  re-entry  of  Brown 
University  into  the  galaxy  of  present-day  medical 
schools.  With  the  strong  group  of  biologists,  which 
have  been  so  prominent  in  the  Brown  faculty  dur- 
ing the  present-day  generation,  one  may  reasonably 
expect  that  Brown  University  will  again  be  con- 
tending for  national  honors  in  the  medical  school 
training  field. 

It  is  of  more  than  passing  interest  that  a Dr. 
William  Hunter,  probably  a relative  of  the  famous 
Hunter  brothers,  William  and  John  of  the  same 
period,  who  emerged  from  the  Edinburgh  School, 
came  to  Newport  and  gave  there  in  1751  the  first 
anatomical  and  surgical  lectures  delivered  in  the 
Colonies. 2a-3 

It  was  my  privilege  to  have  had  the  opportunity 
of  appearing  a few  years  ago  before  the  Congres- 
sional Appropriations  Committee  which  your 
distinguished  son,  the  Honorable  John  E.  Fogarty, 
presides  over,  with  Paul  Dudey  White  in  defense 
of  the  N.I.H.  Research  Budget.  Your  Senator,  the 
Honorable  John  O.  Pastore,  also  has  been  an  ardent 
supporter  of  research.  John  E.  Fogarty  and  Lister 
Hill  have  exhibited  fine  qualities  of  leadership  of 
their  respective  congressional  committees  and  have 
demonstrated  an  appreciation  of  the  importance  of 
research  for  progress  in  medicine  that  has  done  a 
great  deal  to  augment  and  accelerate  medical  re- 
search in  this  country.  Everyone  in  research  owes 
a debt  of  gratitude  to  the  leadership  of  these  three 
public-spirited  men.  I appreciated  also  the  oppor- 
tunity I have  had  this  evening  of  chatting  with  your 
distinguished  Governor,  Mr.  John  H.  Chafee,  and 
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hearing  him  now.  For  these  and  other  reasons,  I 
feel  a sense  of  privilege  in  being  asked  to  come  here 
to  speak  to  a medical  audience  in  the  immortal  city 
of  Providence,  dear  to  all  Americans. 

Etiology  of  Peptic  Ulcer 

There  is  still  an  element  of  mystery  in  the  genesis 
of  peptic  ulcer.  Moreover,  there  are  still  many 
existing  gaps  in  our  knowledge  concerning  the 
origins  of  peptic  ulcer.  How  the  nervous  and  endo- 
crine systems  link  themselves  to  acid-peptic  secre- 
tion or  to  potentiation  of  peptic  ulcer  remains  to  be 
resolved.  We  may  learn  to  control  the  peptic  ulcer 
diathesis  before  all  the  facets  bearing  upon  its 
etiology  become  known. 

It  has  been  said  that  10  per  cent  of  people,  some- 
time during  life,  may  have  peptic  ulcer.  It  is  a fairly 
common  affliction  beginning  with  the  third  decade 
of  life.  More  than  1 1 ,000  persons  die  of  manifesta- 
tions of  peptic  ulcer  each  year  in  the  United  States. 
An  additional  number  die  of  conditions  which  have 
some  relationship  to  the  acid-peptic  factor  of  ulcer 
disease.  To  be  mentioned  among  these  are  acid- 
peptic  stenosing  esophagitis  and  hiatal  hernia. 
These  disorders,  closely  allied  to  peptic  ulcer  dis- 
ease, are  responsible  for  additional  deaths.  Hemor- 
rhage from  portal  hypertension,  including  both 
intrahepatic  obstruction  (cirrhosis)  and  extra- 
hepatic  obstruction  of  the  portal  vein  with  enlarge- 
ment of  the  spleen,  often  unattended  by  compromise 
of  liver  function,  accounts  for  close  to  20,000  deaths 
a year.  The  bleeding  in  portal  hypertension,  though 
basically  owing  to  venous  obstruction,  has  an  over- 
lay of  elements  of  the  peptic  ulcer  problem. 

An  active  acid-peptic  gastric  secretion  is  the 
primary  cause  of  peptic  ulcer,  but  a number  of 
environmental  and  constitutional  factors  may  po- 
tentiate ulcer  provocation.  There  are  currently  no 
known  effective  ways  of  preventing  peptic  ulcer. 

There  have  been  essentially  two  modes  of  man- 
agement of  the  peptic  ulcer  diathesis  : 1.  conserva- 
tive medical  management,  consisting  essentially  of 
frequent  feedings,  especially  of  milk,  supplemented 
by  alkaline  powders  or  tablets  (Sippy  1915)  ; 
2.  surgical  management  involving:  (a)  gastric 
drainage  procedures,  such  as  gastrojejunostomy 
or  pyloroplasty;  (b)  gastric  resection,  of  which 
there  are  many  types;  (c)  complete  or  selective 
division  of  the  vagi  nerves  to  the  stomach  combined 
either  with  a drainage  operation  or  partial  ablation 
of  the  stomach.  Roentgen  therapy  should  perhaps 
be  listed  as  a third  mode  of  treating  duodenal  ulcer. 
The  histologic  effects  probably  are  not  unlike  those 
of  gastric  freezing.  However,  the  accumulative 
effect  of  x-ray  irradiation  precludes  repetition  of 
the  treatment. 

The  major  cause  of  death  from  peptic  ulcer  is 
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hemorrhage.  Massive  hemorrhage  is  an  important 
factor  in  the  lethal  outcome  in  more  than  60  per 
cent  of  all  deaths  from  peptic  ulcer.  The  other  two 
complications  of  ulcer,  perforation  and  obstruction, 
are  largely  accountable  for  the  other  deaths  not 
directly  attributable  to  hemorrhage. 

Gastric  Digestion  and  T emperature^ 

The  influence  of  temperature  upon  gastric  diges- 
tion was  known  to  Spallanzani5  1780),  Hunter6 
(1786),  and  Beaumont7  (1833).  The  magnificent 
monograph  by  Beaumont  on  Experiments  and 
Observations  on  the  Gastric  Juice  and  the  Physi- 
ology of  Digestion  did  a great  deal  to  resolve  the 
nature  of  gastric  digestion  and  to  set  aside  the 
Hippocratic  idea  (400  b.c.)  of  the  stomach  as  a 
cooking  vat  or  of  Borelli’s8  (1680)  suggestion  that 
gastric  digestion  was  essentially  a grinding  tritura- 
tive  action,  an  idea  he  got  from  studying  the  giz- 
zards of  birds.  Whereas  Beaumont  ( 1833)  surmised 
the  presence  of  a ferment  in  the  gastric  juice  and 
noted  that  in  vitro  digestion  was  retarded  by  lower 
temperatures,  he  failed  to  identify  the  actual  pres- 
ence of  a digestive  enzyme  in  the  gastric  juice. 
When  Johannes  Muller  and  Theodor  Schwann 
read  Beaumont’s  monograph,  they  boiled  the  gastric 
juice  and  thus  destroyed  its  digestive  quality 
(1836).  Schwann9  called  the  ferment  pepsin. 
Kiihne  (1876)  coined  the  word  enzyme. 

Role  of  the  Esophagus  in  Assessment  of  the 
Peptic  Ulcer  Diathesis 1011 

The  esophagus  played  an  important  role  in 
pointing  the  way  to  gastric  cooling  for  massive 
gastric  hemorrhage.  In  1939,  I first  had  the  oppor- 
tunity of  observing  that  resection  of  the  stomach 
undertaken  in  a patient  with  massive  hemorrhage 
from  a duodenal  ulcer  succeeded  also  in  alleviating 
a co-existing  idiopathic  stenosing  esophagitis  which 
had  necessitated  more  than  100  esophageal  dilata- 
tions over  the  preceding  five  years.  Following  two 
dilatations  in  the  early  post-operative  months,  the 
patient  refused  further  dilatations,  suggesting  he 
no  longer  needed  them.  Thereupon  the  diagnosis 
on  the  patient’s  chart  was  changed  from  idiopathic 
stricture  to  spastic  esophagitis,  for  how  otherwise 
could  we  understand  what  had  happened?  In  1942, 
three  years  later,  I observed  a very  similar  incident. 
Mr.  Lyle  Worden,  the  first  patient,  was  sent  for 
and  much  to  our  astonishment,  he  swallowed  very 
well.  Moreover,  his  esophagus,  which  had  been 
quite  stenotic  prior  to  the  gastric  resection,  now 
admitted  a 46  dilator.  Therewith  was  born  the 
deliberate  attempt  to  treat  so-called  idiopathic  eso- 
phageal strictures  by  gastric  resection.  I had  to 
wait  until  1944  until  I found  another  suitable  case. 
Our  experience  with  the  method  has  been  well 
documented  in  two  prior  publications  ( 1949 ; 1956), 
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and  has  proved  quite  successful  and  has  been  un- 
attended by  operative  mortality.  Unlike  corrosive 
esophagitis,  resulting  from  the  ingestion  of  lye  or 
a concentrated  mineral  acid,  long  continued  reflux 
of  acid  peptic  juice  into  the  esophagus  of  man  is 
followed  quite  regularly  by  a stricturing  process 
which  extends  only  into  the  submucosa.  If,  there- 
fore, the  gastric  secretory  capacity  is  reduced  and 
adequate  drainage  is  provided,  as  attends  gastric 
resection,  and  a few  dilatations  are  performed  in 
the  early  convalescent  period,  the  esophagus  re- 
mains open.*  The  author  has  observed  this  sequence 
frequently  enough  to  know  that  this  is  regular 
occurrence.  It  is  interesting  that,  whereas  stenosis 
occurs  regularly  in  man  attending  acid-peptic  re- 
gurgitation into  the  esophagus,  hemorrhage  and 
perforation  of  the  esophagus  are  more  likely  to 
occur  in  the  dog.  In  fact,  I have  not  seen  canine 
stenosing  esophagitis  despite  steps  taken  to  en- 
courage such  reflux.  However,  the  elapsed  observa- 
tion period  in  dogs  has  not  been  measured  in  years, 
as  is  undoubtedly  the  circumstance  in  man.** 

Over  the  past  ten  years  or  more  in  this  Clinic,  the 
cat’s  esophagus  has  been  employed  to  assess  the 
potential  digestive  power  of  gastric  juice.  Inpatients 
with  duodenal  ulcer,  gastric  juice  attains  its  greatest 
digestive  power.  In  patients  with  a fair  clinical  his- 
tory for  duodenal  ulcer,  in  whom  the  conventional 
roentgen  signs  of  duodenal  ulcer  are  missing,  perfu- 
sion of  the  intact  esophagus  of  the  cat,  with  the  over- 
night gastric  aspirate  obtained  from  a patient  with 
duodenal  ulcer  over  a two-hour  interval,  is  fre- 
quently attended  by  perforation  of  the  esophagus. 
The  peptic  quality  and  the  acidity  of  the  gastric  juice 
of  patients  with  duodenal  ulcer  combine  to  lend  it 
far  greater  digestive  power  than  characterizes  the 
gastric  juice  of  patients  with  gastric  ulcer  or  of 
patients  without  ulcer.  Perfusion  of  the  intact  cat’s 
esophagus  with  0.1N/HC1  over  a two-hour  period 
will  redden  the  normally  pale  esophageal  mucosa 
but  will  not  cause  either  severe  hemorrhage,  necro- 
sis, or  perforation. 

The  great  sensitivity  of  the  esophageal  mucosa 
to  injury  by  digestive  juices,  including  both  bile 
and  pancreatic  juice  as  well  as  gastric  juice,  has 
provided  a useful  tool  for  assessment  of  many 
situations,  including  acid-peptic  reflux,  which  in 
man  leads  to  stenosing  esophagitis  or  to  so-called 
“spontaneous  perforation”  of  the  esophagus,  which 
in  reality  is  acid-peptic  perforation  of  the  esopha- 

*During the  past  two  years,  dilatation  of  such  acid-peptic 
strictures,  followed  by  gastric  freezing,  has  proved  uni- 
formly successful  in  the  six  patients  in  whom  this  sequence 
has  been  tried. 

**Kerckhof  and  Gahagan  (Henry  Ford  Hosp.  Med. 
Bull.  11:129,  June  1963)  describe  development  of  esopha- 
geal strictures  in  dogs  following  circumferential  excision 
of  the  distal  2 cm.  of  esophageal  mucosa. 


gus.  The  gastric  juice  obviously  plays  a role,  too, 
in  some  instances  of  portal  hypertension,  notably 
extrahepatic  block,  as  witnessed  by  the  success  of 
either  total  gastrectomy  or  antro-esophagostomy, 
in  which  complete  excision  of  the  acid-peptic 
secreting  area  is  done. 

Gastric  Digestion  Inhibited  by  Gastric  Cooling 
Recalling  the  well-known  relationship  of  tem- 
perature to  enzyme  activity,  and  having  in  the 
intact  cat’s  esophagus  a natural  and  readily  avail- 
able agency  and  preparation,  we  undertook  early  in 
1958  to  explore  the  thesis  that  depression  of  the 
cat’s  body  temperature  as  well  as  of  the  perfused 
gastric  juice  might  preclude  perforation  of  the  cat’s 
esophagus.  We  employed  the  gastric  juice  of 
patients  with  duodenal  ulcer,  which  under  normo- 
thermic  circumstances  caused  either  severe  hemor- 
rhagic esophagitis  or  perforation.  In  Figure  I is  to 
be  seen  the  striking  contrast  observed  under  these 
conditions. 


Figure  I 


The  contrast  between  perfusion  of  the  warm  and  the 
cool  cat  with  gastric  juice  obtained  from  a patient 
with  a duodenal  ulcer  is  quite  obvious  in  these  5 
esophagi.  On  the  right,  in  the  controls  are  shown  the 
effects  of  perfusion  of  the  normothermic  cat  with 
normothermic  gastric  juice.  At  the  lower  end  of  the 
esophagus  on  the  far  right,  there  is  a perforation; 
the  esophagus  to  its  immediate  left  shows  a very 
severe  hemorrhagic  esophagitis  after  two  hours  of 
perfusion. 

On  the  left  are  shown  the  excised  esophagi  of  three 
cats,  maintained  during  in  vivo  perfusion  over  a two 
hour  period  at  a temperature  of  25  to  30°C.  The 
source  of  the  gastric  juice  was  the  same  as  in  the 
instance  of  the  cats  shown  on  the  right.  The  tem- 
perature of  the  perfused  gastric  juice  was  20 °C.  The 
contrasting  results  are  quite  obvious.  In  fact,  there  is 
very  little  evidence  of  injury  to  the  cat’s  esophagus 
during  perfusion  when  both  esophagus  of  the  per- 
fused cat  and  the  gastric  juice  are  cold. 

In  the  next  experiment,  a small  Minnesota  spring 
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frog  was  introduced  into  the  stomach  of  a large 
Louisiana  bullfrog.  In  one  instance,  guest  and  host 
were  kept  at  room  temperature ; in  the  other,  they 
were  placed  in  the  icebox  at  2 °C.  Figure  II  shows 
the  contrast  after  a few  hours.  Whereas  the  frog  is 
a poikilotherm,  even  so  at  room  temperature,  to 
which  temperature  the  frog  adjusts  its  body  tem- 
perature, the  frog’s  pepsin  is  active  enough  to  cause 
fairly  complete  digestion  of  the  guest  frog,  whereas 
the  guest  frog  within  the  host’s  stomach  within  the 
ice  box  at  2°C.  comes  out  unharmed  after  several 
hours  exposure. 


Figure  II 

The  striking  contrast  occasioned  by  placement  of 
small  Minnesota  spring  frog  (A)  in  the  stomach  of 
a large  Louisiana  bullfrog  at  2°C.  B shows  the  same 
situation  when  the  guest  is  in  the  host’s  stomach  at 
room  temperature  (26°C. ). 


The  same  experiment  was  repeated  in  a warm- 
blooded animal,  the  dog,  as  the  host.  A frog,  pro- 
vided with  an  oxygen  line,  was  placed  in  a dog’s 
stomach  within  a plastic  cannister  with  multiple 
perforations.  When  the  gastric  mucosal  tempera- 
ture was  maintained  at  10  to  15°C.  by  balloon 
perfusion  with  50  per  cent  alcohol  during  this 
36  hour  Jonah  experiment,  the  frog  survived  and 
came  out  unharmed.  On  the  contrary,  under  similar 
conditions,  when  the  balloon  perfusion  was  normo- 
thermic,  the  frog  was  almost  completely  digested 
within  10  hours. 


Gastric  Cooling  for  Massive 
Gastric  Hemorrhage1^  15 
These  simple  experiments  were  the  prelude  to 
cooling  the  stomach  for  massive  gastric  hemorrhage 
at  a temperature  of  10  to  15°C.  over  a period  of  a 
few  hours.  It  was  believed  that  such  perfusion 
would  suspend  the  digestive  quality  of  the  gastric 
juice,  reduce  arterial  inflow  to  the  stomach,  and 
inhibit  gastric  secretion.  Table  I indicates  the  cur- 
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rent  achievement  with  gastric  and/or  esophageal 
cooling  for  many  of  the  conditions  causing  massive 
gastric  hemorrhage. 

The  balloons  employed  for  the  purpose  are  shown 
in  Figure  IV.  The  balloon  with  the  long  esophageal 
component  was  devised  by  my  son,  Stephen  L. 
Wangensteen,  at  Columbia-Presbyterian  Medical 


Figure  III 

A small  Minnesota  spring  frog  with  an  oxygen  line 
attached  is  being  readied  for  placement  within  a 
plastic  cannister  with  multiple  perforations  and  to  be 
placed  within  a dog’s  stomach  maintained  at  a tem- 
perature of  10  to  15  °C.  over  a period  of  36  hours. 
The  frog  survived  unharmed,  whereas  a companion 
frog  placed  within  the  stomach  of  a normothermic 
dog,  undergoing  similar  but  normothermic  perfu- 
sion, was  digested  down  to  the  bones  in  10  hours. 

Center.16  This  balloon  has  proved  particularly  help- 
ful in  controlling  esophageal  bleeding.  It  is  to  be 
noted  in  Table  I that  control  of  massive  hemorrhage 
in  patients  with  duodenal  ulcer  is  achieved  more 
regularly  than  in  massive  hemorrhage  from  gastric 
ulcer.  One  reason  for  this  is  probably  because  the 
ulcer  crater  in  gastric  ulcer  may  not  come  in  con- 
tact with  the  cold  balloon.  However,  the  same  can 
be  said  too  for  duodenal  ulcer.  The  difference  in 
behavior  may,  of  course,  have  to  do  primarily  with 
the  diameter  and  the  character  of  the  bleeding 
vessel.  One  of  the  problems  attending  use  of  both 
gastric  cooling  and  freezing  is  that  both  are 
attended  by  a temporary  increase  of  gastric  blood 
flow  lasting  as  long  as  20  minutes.  We  are  now  in 
the  midst  of  trying  to  resolve  the  nature  of  this 
phenomenon.  Both  atropine  and  vagotomy  appear 
to  lessen  the  effect,  but  pitressin  appears  to  be  the 
most  effective.17  It  may  well  be  therefore  that  con- 
comitant administration  of  pitressin,  as  gastric  cool- 
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ing  is  begun,  may  enhance  considerably  the  effec- 
tiveness of  gastric  and/or  esophageal  cooling  in  the 
control  of  massive  gastric  hemorrhage  in  a number 
of  clinical  conditions. 

Gastric  Freezing 18’19 

From  the  very  beginnings  of  gastric  cooling  for 
the  control  of  massive  gastric  hemorrhage  in  this 
Clinic  in  March,  1958,  the  idea  of  affecting  the 
peptic  ulcer  diathesis  in  a more  definitive  way  by 
prolonged  cooling  was  in  our  minds.  However, 
only  three  years  later,  in  March,  1961,  did  we  try 
to  put  the  suggestion  into  practice.  After  having 
adjudicated  the  tolerance  of  canine  gastric  mucosa 
to  withstand  prolonged  cooling  in  the  experimental 
laboratory,  we  cooled  the  stomachs  of  two  patients 
for  48  hours,  maintaining  the  gastric  mucosal  tem- 
perature at  10  to  15  °C.  Then  the  gastric  tempera- 
ture was  raised  and  maintained  at  25  °C.  for  an 
additional  5 days.  A number  18  French  plastic 
catheter  which  could  be  passed  through  the  nose 
constituted  the  outflow  tube,  inside  of  which  was 
the  smaller  plastic  inflow  tube.  The  first  of  these 
two  patients  suffered  greatly  from  pain  occasioned 
by  a duodenal  ulcer  of  long  standing.  He  was  hos- 
pitalized for  48  hours  with  an  indwelling  nasal  tube 
through  which  skim  milk  was  dripped  continuously 
day  and  night  for  48  hours  without  assuaging  the 
pain  materially.  However,  after  two  hours  of  gastric 
cooling,  the  abdominal  pain  was  gone.  In  both 
patients,  definite  but  transient  depression  of  the 
gastric  secretory  responses  was  observed.  Later, 
when  experience  had  been  gained  in  the  laboratory 
with  gastric  freezing,  both  patients  returned  to 
have  their  stomachs  frozen. 

In  any  case,  this  experience  taught  us  two  things  : 
1.  Continued  gastric  cooling  was  impractical,  ask- 
ing too  much  of  the  patients  ; 2.  It  was  effectual  only 
for  a relatively  short  period  of  time. 

We  then  began  to  assess  employment  of  gastric 
cooling  at  lower  temperatures.  In  the  beginning,  we 
felt  it  mandatory  to  keep  intra-gastric  temperature 
above  0°C.,  lest  freezing  of  the  vessels  in  the  gastric 
wall  be  attended  with  gastric  necrosis.  With  mu- 
cosal temperatures  maintained  at  +3°C.,  somewhat 
more  prolonged  depression  of  gastric  secretory 
responses  was  observed.  However,  it  was  obvious 
that  this  was  not  the  answer.  From  May  until 
October,  in  1961,  the  problem  was  worked  upon 
constantly  and  continuously  in  the  experimental 
laboratory.  After  the  stomachs  of  150  dogs  had 
been  subjected  to  gastric  freezing,  we  first  under- 
took in  October,  1961,  to  submit  a patient  to  gastric 
freezing.  In  the  first  few  gastric  freezes,  inflow 
temperatures  were  maintained  for  approximately 
one-half  hour’s  time  at  — 20  °C.  The  results  were 
obviously  considerably  better  than  attended  pro- 
longed gastric  cooling.  However,  it  was  not  until 


January,  1962,  that  we  began  to  freeze  the  stomach 
for  as  long  as  an  hour.  The  technique  of  gastric 
cooling  has  been  under  persistent  study  and  scru- 
tiny now  for  more  than  18  months.  By  July,  1962, 
the  perfusion  rate  had  been  increased  to  1500  ml. 
per  minute  as  contrasted  with  earlier  perfusion 
rates  of  800  ml.  per  minute.  By  enlarging  the  diam- 
eter of  the  inflow  tube  and  through  greater  efficiency 
of  the  pump,  the  faster  flow  rates  permitted  quicker 
induction  of  gastric  freezing.* 

Allusion  has  already  been  made  to  the  circum- 
stance that  a temporary  increased  gastric  blood 
flow  attends  both  gastric  cooling  and  freezing. 
Experiments  are  currently  underway  striving  to 
obviate  this  occurrence  such  that  freezing  of  the 
gastric  wall  will  begin  more  quickly  following  com- 
mencement of  the  gastric  freezing  procedure. 

Other  Technical  Considerations 

Experience  has  taught  that  freezing  the  intact 
stomach,  whether  of  dog  or  man,  is  not  so  readily 
achieved  as  is  freezing  the  isolated  gastric  pouch 
of  a dog,  whether  of  the  Heidenhain  or  Pavlov 
variety.  In  fact,  some  of  our  dogs  whose  stomachs 
were  frozen  as  long  as  18  months  ago  still  remain 
achlorhydric.  On  the  contrary,  whereas  profound 
gastric  depression  may  accompany  freezing  of  the 
intact  stomach  in  man,  after  a few  months  gastric 
secretory  responses  are  fairly  normal  and  at  six 
months,  even  the  overnight  gastric  aspirate  of  the 
patient  with  duodenal  ulcer  has  about  the  same 
acidity  as  observed  in  the  pre-freeze  control  study 
period. 

The  balloons  shown  in  Figures  IV  and  V serve 
to  illustrate  some  of  our  struggles  with  technical 
aspects  of  the  problem.  We  still  do  not  have  a 
balloon  which  will  assure  freezing  of  the  entire 
intact  stomach.  Roentgenographic  studies  show 
that  our  largest  balloons  rarely,  if  ever,  occupy  the 
entire  antrum  (Figure  V).  We  are  now  in  the 
midst  of  efforts  directed  at  attaching  a small  Foley- 
like  lead  balloon,  guided  through  the  pylorus  under 
fluoroscopic  control,  with  a stylet  which  can  be 
withdrawn.20  In  an  earlier  publication,  it  was  shown 
that  freezing  the  duodenal  mucosa  will  set  aside  the 
secretin  response  obtained  by  placement  of  0.1  NY 
HC1  into  the  duodenal  loop.21  Similarly  it  would 
appear  that  cholecystokinin  release  can  be  abrogated 
by  prior  jejunectomy  and  freezing  of  the  duodenal 
mucosa.22  Our  experience  in  freezing  isolated  antral 

continued  on  next  page 

*Heparin  was  shown  to  increase  the  tolerance  of  the 
gastric  mucosa  to  cold.19  Currently  we  are  giving  low 
molecular  weight  dextran  intravenously  (500-600  ml.  of 
15%,  1.5  to  2 grams  per  kilo  body  weight)  during  clinical 
gastric  freezing.  Its  use  permits  safe  employment  of  lower 
temperature  inflow  rates  (-22° C.  to  -25 °C.)  during  the 
freeze.  (Goodale,  et  al) 
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pouches  of  dogs  also  having  Heidenhain  pouches 
suggests  that  the  gastric  response  may  not  be  as 
readily  eliminated  by  freezing  as  is  the  case  with 
the  duodenal  hormones.  In  any  case,  it  is  obviously 


Figure  IV 

Balloons  used  for  gastric,  gastroesophageal,  or  eso- 
phageal cooling  and  gastric  freezing. 


a.  The  balloon  used  to  cool  or  freeze  isolated  gastric 
pouches  of  dogs  of  either  the  Heidenhain  or  Pavlov 
variety.  This  same  balloon  is  employed  in  freezing 
the  residual  gastric  pouch  of  patients  with  stomal 
ulcer  who  have  undergone  a prior  Billroth  II  gastric 
resection. 


b.  Gastro-esophageal  balloons  devised  by  Dr.  S.  L. 
Wangensteen  of  Columbia-Presbyterian  Medical 
Center  for  gastroesophageal  cooling  for  massive  gas- 
tric hemorrhage.  Both  of  the  balloons,  it  is  to  be 
noted,  have  a long  esophageal  component.  The  bal- 
loon above  has  a relatively  small  gastric  component. 
We  have  used  this  balloon  for  repetitive  episodes  of 
freezing  the  esophageal  mucosa  for  recurrent  hemor- 
rhage in  a few  patients  who  were  surgical  failures 
following  attempts  at  relieving  portal  pressure  by 
shunt  procedures  or  after  unsuccessful  attempts  at 
reducing  gastric  secretion  by  gastric  excision  tech- 
niques. 

The  lower  balloon  is  used  for  gastro-esophageal  cool- 
ing for  massive  gastric  hemorrhage. 


c.  Balloon  model  currently  used  by  us  for  gastric 
cooling  as  well  as  freezing. 
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essential  to  devise  a technique  for  clinical  freezing 
which  will  assure  satisfactory  antral  freezing. 

Complications 23,24 

The  complications  of  gastric  freezing  have  essen- 
tially been  two  in  number:  1.  Melena;  2.  Post- 
freeze gastric  ucer.  The  former  complication  has 
been  observed  in  an  over-all  series  of  841  patients 
whose  stomachs  were  subjected  to  gastric  freezing 
(eleven  institutions  involved)  in  five  per  cent  of 
patients.  We  have  come  to  look  upon  melena  as 
being  of  no  real  consequence.  Postfreeze  gastric 
ulcer  was  observed  in  14  instances  in  these  841 
patients,  or  1.7  per  cent  (Table  II).  These  eleven 
participating  groups  have  encountered  no  mortality 
directly  or  indirectly  related  to  gastric  freezing. 

When  the  patient  leaves,  he  is  instructed  con- 
cerning the  possibility  of  these  two  complications. 
Should  melena  supervene,  he  is  asked  to  report 
back  to  us  if  he  lives  within  easy  reach  of  the 
University  of  Minnesota  Medical  Center,  other- 
wise to  his  physician.  An  x-ray  film  of  the  stomach 
is  always  made.  If  no  gastric  defect  is  demonstrable 
and  the  hemoglobin  is  within  normal  limits,  he  is 
advised  to  remain  inactive  and  to  stay  on  frequent 
feedings  until  the  melena  disappears.  Melena,  when 
observed,  conventionally  occurs  between  five  and 
ten  days  after  the  freeze  and  lasts  a few  days.  If  on 
the  contrary,  the  x-ray  film  demonstrates  a post- 


Figure  V 


Indicates  that  balloon  IVc  fails  to  occupy  the  antrum. 
Observations  of  this  sort  suggested  the  necessity  of 
fixing  the  balloon  up  against  the  pylorus  by  a lead 
or  anchor  balloon  secured  in  the  duodenum  prior  to 
the  commencement  of  the  freezing. 
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freeze  gastric  defect,  the  patient  is  immediately 
hospitalized  and  a continuous  Winkelstein  inlying 
skim  milk  drip  is  begun  which  is  continued  day  and 
night  until  subsequent  roentgen  studies  demon- 
strate definite  reduction  in  size  of  the  ulcer  defect. 

In  our  own  group  of  365  patients  submitted  to 
gastric  freezing,  two  perforations  of  such  gastric 
ulcer  defects  have  been  observed.  Both  patients 
were  submitted  to  operation  and  recovered.  In  the 
beginning,  when  postfreeze  gastric  defects  were 
observed,  we  operated,  fearing  the  ulcer  might  per- 
forate. Subsequent  experience  has  shown,  however, 
that  postfreeze  gastric  ulcer  defects,  which  have  not 
perforated,  heal  quite  regularly  on  the  regimen 
outined  above.  However,  in  the  few  instances 
when,  earlier  in  our  experience,  we  did  operate,  the 
findings  of  extensive  gastric  necrosis  described  by 
W elch25  in  the  correspondence  columns  of  the 
New  England  Journal  of  Medicine  was  not  ob- 
served.* In  subsequent  correspondence  with  my 
colleague,  Dr.  Eugene  Bernstein,  Dr.  Welch26  indi- 
cated he  had  improvised  a method  of  effecting  the 
perfusion  employing  dry  ice,  a technique  which  we 
have  employed  in  the  laboratory  as  an  auxiliary  to 
balloon  perfusion,  when  more  profound  depression 
of  gastric  mucosal  temperature  was  sought  for 
experimental  purposes.  Temperature  depressions 
achieved  by  cooling  the  alcohol  with  dry  ice  un- 
doubtedly are  not  readily  regulated  and  monitored. 
Dr.  Welch  also  employed  gastric  freezing  for  the 
control  of  massive  gastric  hemorrhage  — some- 
thing which  we  have  not  had  the  courage  to  do,  for 
if  hemorrhage  continued  uncontrolled,  a difficult 
surgical  problem  would  be  compounded. 

The  Cause  of  the  Post  freeze  Gastric  Ulcer 

The  importance  of  technique  in  avoiding  serious 
complications  has  already  been  alluded  to  above. 
Certainly  the  extent  of  depression  of  the  mucosal 
temperature  as  reflected  particularly  by  the  outflow 
temperature,  the  thickness  and  distension  of  the 
balloon  — all  of  these  factors  are  very  important. 
It  may  well  be  that  the  depression  of  temperature 
in  a certain  area  of  the  stomach  may  be  the  item 
responsible  for  a local  area  of  necrosis.  However, 
deletion  of  the  jet  thrust  by  sealing  the  end  of  the 
tube,  providing  instead  lateral  dispersion  vents  has 
reduced  the  incidence  of  postfreeze  gastric  ulcer. 
Moreover,  Harvey  Lippman’s  contention  that  the 
end  of  the  latex  perfusion  tube,  lying  within  the 
balloon,  coming  in  contact  with  an  area  of  the 
gastric  wall  may  be  an  important  responsible  factor 
in  the  production  of  postfreeze  gastric  ulcer,  would 
appear  to  have  real  justification.  He  has  constructed 

*Said  Dr.  Welch,  “Gastric  freezing  (used  experimen- 
tally for  the  control  of  duodenal  ulcer)  is  followed  regu- 
larly by  destruction  of  the  gastric  mucosa.  Furthermore, 
inadvertent  palpation  may  rupture  the  frozen  stomach  and 
lead  to  a fracture  extending  from  cardia  to  pylorus.” 


a starfish-like  inner  balloon  with  finger-like  projec- 
tions. The  end  of  the  tube  is  fixed  in  the  nose  or  hub 
of  this  wheel-like  structure.  The  ends  of  the  fingers 
are  sealed  and  the  dispersion  of  fluid  occurs  only 
at  the  webs  of  the  fingers,  thus  preventing  contact 
between  the  tip  of  the  catheter  and  the  balloon  in 
direct  contact  with  the  gastric  wall.*  Our  own 
experience  with  this  inner  balloon  suggests  very 
definitely  that  it  promises  to  reduce  the  threat  of 
the  postfreeze  gastric  ulcer.  In  fact,  we  have  not 
seen  a postfreeze  gastric  ulcer  since  implementing 
this  added  protective  feature  in  the  gastric  freeze 
procedure. 

The  disparity  in  accomplishment  in  suppressing 
or  depressing  acid-peptic  secretion  in  freezing  the 
intact  stomach  of  dog  or  man.  as  contrasted  with 
the  greater  effectiveness  in  freezing  the  isolated 
gastric  pouch  or  the  stomal  pouch  of  the  residual 
gastric  pouch  of  a patient  with  a postgastrectomy 
stomal  ulcer,  suggests  A’ery  definitely  that  the  dif- 
ference in  accomplishment  may  be  largely  a matter 
of  size.j"  More  recently  we  have  used  in  the  dog  a 
larger  balloon  which,  when  reasonably  well  dis- 
tended, holds  as  much  as  1200  ml.  We  are  hopeful 
that  with  the  employment  of  these  larger  balloons, 
it  may  be  easier  to  establish  contact  with  the  entire 
gastric  mucosa.  Whether  the  use  of  this  larger 
balloon  will  necessitate  a revision  of  our  freezing 
guide  lines  only  trial  will  tell.  A successful  tech- 
nique to  seat  the  balloon  in  the  antrum  with  a 
smaller  lead  balloon  in  the  duodenum  should  con- 
tribute importantly  to  this  endeavor. 

In  our  experience,  rupture  of  the  balloon  during 
perfusion  has  not  been  observed,  though  there  is 
potential  hazard,  I presume,  of  this  occurrence. 
However,  we  have  taken  care  in  patients  never  to 
use  the  same  balloon  more  than  twice,  thereafter 
employing  such  balloons  only  in  the  experimental 
laboratory. 

Open  Perfusion28, >29 

In  experiments  done  earlier  on  gastric  cooling, 
it  was  observed  that  a cold  fluid  maintained  at 
10-14°C.  would  virtually  seal  the  pylorus  such  that 
the  losses  during  a short  period  of  perfusion  would 
not  be  great.  Obviously,  however,  readily  available 
fluids  employed  in  this  manner  for  gastric  cooling 
could  not  be  employed  for  freezing.  We  have  used 
very  cold  air  fairly  successfully,  in  isolated  gastric 
pouches.  However,  the  problem  of  maintaining  a 
fairly  even  dispersion  of  the  air  current  in  the 

continued,  on  next  page 

^Fixation  of  the  closed  end  of  the  perfusion  catheter  in 
the  duodenum  by  a Foley-like  lead  balloon  may  make  use 
of  Lippman’s  ‘star-fish’  unnecessary. 

fThe  Mayo  Foundation  group  of  observers  rightfully 
point  out  that  the  size  of  the  animal  whose  stomach  is  being 
frozen  also  is  a very  important  determinant.  Gastroenterol- 
ogy 45  :374,  1963. 
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intact  stomach  has  proved  difficult.  We  have  been 
experimenting  also  with  two  different  kinds  of 
fluids,  one  supplied  by  the  Minnesota  Mining  Com- 
pany, the  other  a low  viscosity  silicone  provided  by 
the  Dow  Corning  Company,  which  fluids,  of  course, 
must  be  free  from  toxicity.* 

Indications  for  Gastric  Freezing 

Our  chief  experience  with  gastric  freezing  for 
peptic  ulcer  has  been  with  duodenal  ulcer.  Our 
patients  have  all  been  candidates  for  surgery,  many 
of  them  initially  having  been  referred  for  gastric 
resection.  Intractable  pain,  unresponsive  to  medical 
treatment,  or  repeated  episodes  of  hemorrhage 
have  been  the  usual  indications.  We  have  come  to 
look  upon  pyloric  obstruction  as  a contra-indication 
to  gastric  freezing. 

Our  own  experience  with  gastric  freezing  for 
gastric  ulcer  has  not  been  large,  and  as  in  gastric 
cooling  for  massive  gastric  hemorrhage  for  gastric 
ulcer,  the  results  obtained  so  far  with  gastric  freez- 
ing for  gastric  ulcer  have  not  been  as  satisfying  as 
for  duodenal  ulcer.  This  aspect  of  the  problem  too, 
however,  is  deserving  of  further  inquiry. 

Our  best  results  with  gastric  freezing  have  been 
with  stomal  ulcer,30  only  two  failures  having  been 
experienced  in  39  patients.**  One  of  our  successes 
concerns  a patient  with  a Zollinger-Ellison  tumor 
who  had  undergone  two  prior  gastric  resections 
and  who  still  continued  to  bleed.  Relief  of  pain  and 
healing  of  the  stomal  ulcer  crater  have  been  the 
rule  in  this  group.  Our  results  with  stomal  ulcer  in 
Billroth  II  resections  have  been  definitely  better 
than  following  the  Billroth  I operation,  with  no 
readily  apparent  reason. 

We  have  a small  group  of  six  patients  with 
stenosing  esophagitis  who  have  been  completely 
relieved  after  one  or  two  episodes  of  gastric  freez- 
ing. In  all  of  these,  the  esophageal  stricture,  caused 
by  the  reflux  of  gastric  juice,  had  to  be  dilated 
before  the  gastric  balloon  could  be  passed  through 
the  esophagus  into  the  stomach.  Several  of  these 
patients  have  been  in  their  70’s  and  80’s  and  were 
notably  poor  risks  for  operation.  This  accomplish- 
ment appears  to  have  set  aside  the  need  for  gastric 
resection  and  drainage,  an  operation  frequently 
performed  in  this  Clinic  between  1939  and  1961 

Clinical  Results  Attending  Gastric  Freezing 

A number  of  reports  relating  to  gastric  freezing 
have  already  been  made.  It  is  probably  proper 
therefore  here  merely  to  list  the  observed  results  of 
freezing. 

*Silicone  now  is  about  ready  for  clinical  trial.  A filter 
had  to  be  interposed  to  remove  gastric  juice  from  the  per- 
fusant  during  freezing. 

**We  have  now  43  patients  in  this  group,  with  two 
failures. 
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for  stenosing  esophagitis. 

1.  Gastric  freezing  has  been  performed  in  455* 
patients  in  this  Clinic  for  manifestations  of  the 
peptic  ulcer  diathesis  without  mortality. 

2.  Immediate  relief  of  pain  has  been  observed  in 
85  to  90  per  cent  of  patients  submitted  to  gastric 
freezing. 

3.  Healing  of  ulcer  craters  demonstrated  by  x-ray 
films  has  occurred  within  two  to  six  weeks  in  90 
per  cent  of  patients. 

4.  Significant  immediate  gastric  secretory  de- 
pression has  been  seen  in  70  per  cent  of  patients 
undergoing  a 60  minute  gastric  freeze. 

5.  At  six  months  after  gastric  freezing,  more 
than  60  per  cent  of  patients  continue  asymptomatic. 

6.  Symptomatic  patients  are  subjected  to  gastric 
refreeze,  if  ulcer  pain  persists  or  recurs. 

7.  Our  best  clinical  results  have  been  observed  in 
a small  group  of  39  patients  with  stomal  ulcer.  The 
results  in  this  group  have  been  best  in  the  patients 
who  underwent  a prior  Billroth  II  resection  with 
or  without  a complemental  vagotomy. 

8.  A satisfactory  result  has  been  observed  in 
approximately  50  per  cent  of  patients  with  gastric 
ulcer  submitted  to  gastric  freezing. 

9.  In  a small  series  of  six  patients  with  stenosing 
acid-peptic  esophagitis,  the  response  to  gastric 
freezing  has  been  excellent  in  each  instance. 

If  the  hazard  of  the  postfreeze  gastric  ulcer  is 
eliminated  by  improvements  in  technical  design  of 
gastric  freezing,  the  method  might  well  be  extended 
to  patients  with  acute  duodenal  ulcer,  on  the  thesis 
that  early  healing  of  such  an  ulcer  crater  could  have 
a favorable  influence  on  ulcer  recurrence. 

Improvements  in  technique  of  gastric  freezing 
may  make  multiple  gastric  freezes  less  necessary. 
However,  for  patients  who,  after  a period  of  some 
months  again  become  symptomatic,  gastric  re- 
freeze is  definitely  in  order.  Refreezing  apparently 
can  be  done  with  impunity.  Multiple  episodes  of 
gastric  freezing  in  dogs  with  intact  stomachs  is 
attended  usually  by  protracted  periods  of  gas- 
tric secretory  depression.  Permanent  histological 
changes  in  the  mucosa,31  with  reduction  in  the 
parietal  and  chief  cells,  also  attend  multiple  freezes, 
not  observed  following  the  single  gastric  freeze. f 

Esophageal  Mucosal  Freezes  for  Recurrent 
Esophageal  Hemorrhage 32 

The  changes  in  the  gastric  wall  attending  mul- 
tiple freezing  in  man  suggested  the  possibility  of 
*565  episodes  of  gastric  freeze. 

fThe  parietal  cell  counts  are  very  substantially  reduced 
following  a single  freeze  in  dogs  with  isolated  gastric 
pouches.  A lesser,  though  very  material  reduction  in  parietal 
cells,  is  to  be  observed  in  biopsies  of  the  gastric  wall 
obtained  three  months  after  the  last  of  a series  of  eight 
gastric  freezes  in  dogs.  (Allcock) 
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achieving  similar  changes  in  the  esophageal  mucosa 
in  patients  still  suffering  from  episodes  of  esophago- 
gastric hemorrhage  not  relieved  by  prior  operative 
procedures.  We  have  now  four  patients  in  this  series 
each  of  whom  underwent  three  episodes  of  freezing 
of  the  esophageal  mucosa  separated  by  a week’s 
interval.  Freezing  of  the  esophageal  mucosa  of  the 
first  of  these  patients  was  done  approximately  nine 
months  ago.  The  others  are  more  recent.  None  of 
these  patients  have  bled  subsequently.  Only  time 
will  tell  whether  patients  with  esophageal  varices 
who  are  failures  from  other  forms  of  treatment  will 
respond  to  repetitive  freezes  of  the  esophageal  mu- 
cosa. These  very  preliminary  observations  and 
results  have  been  encouraging  enough  to  persuade 
Dr.  C.  J.  Watson,  Chairman  of  the  Department 
of  Medicine  at  the  University  of  Minnesota,  to 
consider  in  submitting  unoperated  patients  with 
portal  hypertension  to  multiple  episodes  of  esopha- 
geal mucosal  freeze.**  One  of  the  chief  causes  of 
death  in  all  patients  with  portal  hypertension  is 
hemorrhage.  Clinicians  of  an  older  day  were  accus- 
tomed to  try  to  assist  nature  by  performing  the 
so-called  Talma-Morison  operation.  If  death  from 
hemorrhage  can  be  deferred  in  patients  with  portal 
hypertension,  perhaps  patients  can  build  their  own 
vascular  anastomoses  between  the  portal  and  the 
systemic  circulation.  One  of  the  deterrents  to 
portacaval  shunts  has  been  the  occurrence  of  hepatic 
encephalopathy  following  conventional  operations 
now  employed  to  reduce  portal  hypertension. 

Who  Should  Do  Gastric  Cooling  and  Freezing ? 

Gastric  cooling  is  essentially  a technique  without 
hazard.  The  only  question  is  how  well  the  method 
will  succeed  in  controlling  massive  esophageal  or 
gastric  hemorrhage  in  a given  instance.  The  gastric 
mucosa  of  dogs  can  be  maintained  at  a temperature 
of  10  to  15° C.  for  48  hours  without  harm.  Intra- 
gastric  temperatures  kept  at  this  level  for  longer 
periods  of  time  may  provoke  a trench-foot  like 
swelling  of  the  gastric  mucosa,  which  in  time  too 
will  disappear. 

On  the  contrary,  gastric  freezing,  if  improperly 
supervised  and  controlled,  can  be  hazardous.  The 
very  circumstance  that  3 groups  constituted  by  11 
institutions  (see  Table  II)  have  frozen  the  stomachs 
of  880  patients,  constituting  approximately  1,000 
separate  episodes  of  freezing,  without  mortality, 
suggests  that  the  method  in  practiced  and  experi- 

**There  are  now  six  patients  in  this  series,  one  of  whom 
underwent  six  sessions  of  esophagael  mucosal  freeze  at 
weekly  intervals.  Esophagoscopic  examination  some  weeks 
after  the  last  freeze  demonstrated  quite  satisfactory  cover- 
ing of  the  previously  bare  varices. 


Table  I 

Gastric  Hypothermia  For 
Massive  Upper  Gastrointestinal  Hemorrhage 

Number  of  Per  Cent 
Patients  Controlled 


Duodenal  Ulcer  32  29 

Esophageal  Varices 21  17 

Gastric  Ulcer  21  11 

Hemorrhagic  Gastritis  19  12 

Erosive  Gastritis  6 5 

Steroid  Ulcer  5 3 

Gastric  Cancer  5 3 

Esophageal  Ulcer  2 2 

Hemorrhagic  Dyscrasias  4 3 
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enced  hands,  is  safe.*  The  occurrence  of  an  occa- 
sional gastric  ulcer  following  gastric  freeze  sug- 
gests caution  with  its  use.  The  observed  incidence 
in  the  880  patients  is  1.7  per  cent.  My  colleagues 
and  I continue  to  look  upon  gastric  freezing  as 
essentially  an  experimental  venture.  We  are  con- 
vinced it  will  ultimately  find  a useful  place  in  the 
management  of  the  peptic  ulcer  diathesis.  Until 
then,  it  is  my  feeling  its  use  should  be  restricted 
essentially  to  university  clinics  and  hospital  centers 
where  there  is  a keen  interest  in  the  development 

Table  II 

Complications  Of  Gastric  Freezing 

Number 

of 


Patients 
treated  Melena 

Gastric 

Ulcer 

Mor- 

tality 

1.  University  of 

Minnesota  Med- 
ical Center 

. 365 

12 

9 

0 

2.  Twin  Cities 

Hospitals* 

243 

12 

2 

0 

3.  Other  University 
Centers**  

233 

19 

3 

0 

841 

43  (5.1%) 

14(1.7%) 

0 

*Ancker,  Bethesda,  Methodist,  Minneapolis  General,  and 
St.  Joseph’s  Hospitals 

**Chicago  Medical  School,  Columbia-Presbyterian,  Hahne- 
mann (Philadelphia),  University  of  Mississippi,  and  Uni- 
versity of  Missouri 

and  exploration  of  the  utility  of  the  method.  Con- 
tributions to  improvements  in  freezing  techniques 
will  undoubtedly  come  from  groups  not  closely 
identified  with  university  medical  centers.  I note 
with  a good  deal  of  interest  that  amongst  your 
scientific  exhibits,  there  are  two  nice  demonstra- 
tions of  the  gastric  freezing  procedure  by  local 
groups.  Whereas  esophagogastric  cooling  now  is 
being  widely  accepted  as  a helpful  therapeutic 
device,  for  a long  time  there  was  only  an  occasional 
flurry  of  interest  here  and  there  in  the  method.  On 

continued  on  next  page 

*These  freezes  now  number  considerably  more  than 

1,000  patients  without  mortality. 
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the  contrary,  the  suggestion  of  gastric  freezing 
(J.A.M.A.,  May  12,  1962)  as  a definite  treatment 
for  peptic  ulcer  was  followed  by  an  immediate  ava- 
lanche of  queries  and  manifestations  of  interest 
from  physicians  around  the  world  and  a flow  of 
visitors,  which,  at  times,  has  threatened  to  swamp 
our  continued  pursuit  of  the  inquiry.  All  this  serves 
to  emphasize  that  the  medical  profession  is  ready 
for  something  better  than  the  Sippy  diet  or  opera- 
tion in  the  management  of  the  peptic  ulcer  diathesis. 

Acceptance  of  New  Therapeutic  Ventures 

One  of  the  Jacksons  writing  home  from  Paris 
late  in  the  Fall  of  1846  related  that  three  weeks 
after  the  news  of  ether  anesthesia  reached  France, 
it  was  accepted  as  though  they  had  always  had  it. 
That  ready  was  the  profession  for  the  discovery  of 
some  agent  which  would  allay  the  pain  of  operative 
procedures.  Such  ready  acceptance  of  new  thera- 
peutic ventures  appears  to  be  a rare  occurrence. 
Had  Lister  employed  the  experimental  animal  in 
adjudicating  the  results  of  antisepsis,  the  contro- 
versy over  its  merits,  which  continued  from  the 
time  of  Lister’s  announcement  in  1867  up  to  the 
present  century,  would  undoubtedly  have  been  con- 
siderably shorter.  Gastric  freezing  constitutes  a 
controversial  subject.  I have  full  confidence  it  will 
find  its  place.  In  fact,  it  is  not  struggling  for  its  life, 
as  some  contend,  but  for  its  rightful  place  in  the 
armamentarium  of  the  physician  and  the  surgeon 
who  deal  with  peptic  ulcer.  Our  own  experience 
suggests  definitely  that  if  well  controlled  and  super- 
vised, the  method,  though  not  without  hazard,  is 
attended  by  minimal  risk.  In  my  own  mind,  the 
only  question  which  demands  an  answer  is : How 
durable  are  the  results  of  gastric  freezing?  Only 
time  can  answer  this  query  in  a satisfying  manner. 
It  is  significant  that  less  than  four  per  cent  of 
patients  have  voluntarily  withdrawn  from  the  pro- 
gram over  the  twenty  months  it  has  been  in  opera- 
tion, a circumstance  that  bespeaks  the  willingness 
of  patients  to  go  along  with  the  venture. 

More  enduring  results  attending  gastric  freezing 
await  techniques  by  which  the  entire  gastric  surface 
can  be  assured  of  being  frozen,  as  is  the  circum- 
stance in  the  patient  with  prior  gastrectomy  for 
pouch.  Larger  balloons,  anchoring  the  distal  end 
of  the  freezing  balloon  well  at  the  pylorus  with  a 
small  Foley-like  lead  balloon  in  the  duodenum  and 
open  perfusion  give  promise,  my  colleagues  and  I 
feel,  to  help  bring  this  desired  objective  about. 
Freezing  the  entire  esophageal  wall  (as  differen- 
tiated from  esophageal  mucosal  freeze)  with  the 
expectation  of  freezing  the  overlying  vagi  nerves, 
directed  at  achieving  a selective  thermal  vagotomy 
still  continues  an  experimental  laboratory  pro- 
cedure. Arresting  vagal  stimulated  secretion  in  this 
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manner  has  yet  not  been  achieved  with  any  sugges- 
tion of  regularity.  However,  the  esophagus,  like  the 
stomach,  obviously  is  surprisingly  tolerant  of  cold. 

One  of  your  earlier  Chapin  Lecturers,  John  E. 
Donley33  (1954),  quoted  a translation  from  the 
15th  Century  French  poet,  Franqois  Villon,  who 
divided  his  time  between  the  writing  of  poetry  and 
prison.  He  made  a very  pertinent  remark  concern- 
ing controversial  matters.  I have  paraphrased  and 
inverted  the  order  of  Villon’s  couplet. 

Where  are  the  fumes  and  smoke  of 
yesteryear  ? 

Time  and  wind  have  blown  them 
all  away. 

With  patience,  in  time  we  shall  have  answers  to 
some  of  the  pressing  questions  which  engage  the 
interest  and  concern  of  many  of  us. 

Summary 

Local  gastric  cooling  has  been  employed  for  five 
years  at  the  University  of  Minnesota  Medical  Cen- 
ter in  the  control  of  massive  gastric  hemorrhage. 
By  inhibiting  gastric  secretion  and  reducing  arterial 
inflow,  local  gastric  hypothermia  succeeds  in 
staunching  hemorrhage  fairly  consistently  in  a 
number  of  trying  situations.  It  appears  to  be  most 
effective  in  duodenal  ulcer.  Patients  presenting 
massive  hemorrhage  from  gastric  ulcer  are  less 
likely  to  cease  bleeding  with  gastric  cooling  than 
are  patients  with  massive  hemorrhage  from  a duo- 
denal ulcer.  Patients  who  are  not  satisfactorily 
controlled  after  a few  hours  of  gastric  cooling 
should  be  subjected  to  surgery.  Bleeding  from 
erosive  gastritis  and  esophageal  varices  also  re- 
sponds well  to  gastric  or  esophagogastric  cooling. 
A balloon  with  a long  esophageal  component  has 
come  to  supersede  use  of  the  Sengstaken-Blakemore 
tube  in  the  management  of  massive  hemorrhage 
from  esophageal  varices.  The  need  for  surgery  has 
been  materially  reduced  since  gastric  or  gastro- 
esophageal cooling  has  been  employed  in  the 
management  of  massive  esophageal  or  gastric 
hemorrhage. 

Relief  of  pain  attending  gastric  freezing  for  mani- 
festations of  peptic  ulcer  is  usually  immediate  and 
quite  uniform.  Gastric  freezing  reduces  gastric  secre- 
tion over  a period  of  time  sufficiently  long  in  most 
instances  to  permit  duodenal  ulcer  craters  to  heal. 
Quite  consistent  satisfactory  results  have  attended 
gastric  freezing  for  stomal  ulcer,  especially  in 
patients  who  have  had  a prior  Billroth  II  gastric 
resection.  In  6 patients  with  stenosing  esophagitis 
from  acid-peptic  reflux,  gastric  freezing  has  proved 
uniformly  effective.  Such  patients  probably  have  a 
less  hardy  form  of  the  ulcer  diathesis  than  that 
exhibited  by  patients  with  duodenal  ulcer,  in 
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which  disorder  peptic  ulcer  finds  its  most  vigorous 
expression. 

The  complications  of  gastric  freezing  have  been 
gross  melena  (5  per  cent)  and  postfreeze  gastric 
ulcer  (1.7  per  cent).  The  latter  is  the  only  compli- 
cation which  continues  to  be  a source  of  real 
concern.  How  often  such  ulcers  are  the  result  of 
pressure  contact  between  the  inflow  tube  with 
balloon  and  gastric  wall  or  whether  local  thermal 
mucosal  necrosis  is  the  primary  cause  are  still  ques- 
tions awaiting  resolution.  In  any  event,  a postfreeze 
gastric  ulcer  demands  hospitalization  and  continu- 
ous skim  milk  drip  feeding  until  the  crater  heals. 
Operation  is  undertaken  only  in  the  presence  of 
perforation. 

Unfortunately,  the  depression  of  gastric  secre- 
tion attending  gastric  freezing  is  of  rather  short 
duration.  Within  six  months,  acid  values  in  all 
patients  following  a single  gastric  freeze  have  re- 
turned to  prefreeze  levels.  Even  so,  approximately 
60  per  cent  of  the  patients  remain  asymptomatic. 
Symptomatic  patients  are  submitted  to  gastric 
refreeze.  Moreover,  both  dogs  and  men,  with  intact 
stomachs,  submitted  to  multiple  episodes  of  gastric 
freezing  usually  exhibit  protracted  depression  of 
gastric  secretion,  accompanied  by  histologic  evi- 
dences of  reduction  in  the  mucosal  parietal  cell 
count.  Only  4 per  cent  of  patients  have  abandoned 
the  program.  Only  time  will  determine  the  exact 
place  of  gastric  freezing  in  the  armamentarium  of 
the  physician. 

Until  the  hazards  of  gastric  freezing  have  been 
completely  eliminated,  its  use  should  be  limited  to 
university  and  other  clinics  and  hospital  centers 
interested  in  probing  the  promise  of  the  method. 
Technical  improvements  in  gastric  freezing  will 
undoubtedly  pyramid  usefulness  of  the  method.  All 
proposed  changes  in  technique  and  guidelines  of 
gastric  freezing  should  be  submitted  to  careful  and 
thorough  scrutiny  in  the  laboratory  before  being 
applied  clinically. 
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Introduction 

T nstances  of  patients  who  show  unawareness 
of  obvious  illness  are  well  known.  A dramatic 
example  is  unawareness  of  left  hemiplegia  which 
was  labeled  “anosognosia”  by  Babinski.1  This  phe- 
nomenon was  said  by  Cobb2  to  indicate  a subcortical 
lesion  in  the  parietal  brain  area.  Unawareness  of 
other  types  of  neurological  impairment  has  also 
been  attributed  to  specific  brain  lesions.  However, 
Sandifer3  suggested  that  anosognosia  “may  be  pro- 
duced by  brain  damage  of  two  kinds  — focal  and 
diffuse.”  Weinstein  and  Kahn4  stated  that  “the 
effect  of  the  brain  damage  is  to  provide  the  milieu  of 
altered  function  in  which  the  patient  may  deny 
anything  that  he  feels  is  wrong  with  him.  Some 
motivation  to  deny  illness  and  incapacity  exists  in 
everyone.  . . 

Thus,  there  has  been  a shift  in  emphasis  from  the 
concept  of  specific  cerebral  lesions  resulting  in 
anosognosia  to  include  that  of  a psychological  dyna- 
mism producing  denial  of  illness.  More  marked 
forms  of  denial  would  be  facilitated  by  disturbances 
in  brain  function  of  sufficient  severity  to  impair 
grossly  an  individual’s  perception  of  reality,  but 
the  tendency  to  deny  serious  illness  is  present  in 
everyone. 

The  purpose  of  this  paper  is  to  illustrate  this 
tendency  toward  denial  of  illness  in  patients  with- 
out neurological  disease  but  under  the  considerable 
psychic  stress  of  acute  myocardial  infarction.  Some 
of  their  thinking  and  behavior  which  at  first  seems 
nonsensical  makes  a good  deal  of  sense  as  a way  of 
denying  illness. 

Denial 

Denial  refers  to  a psychic  process  whereby  the 
existence  of  an  unpleasant  reality  is  kept  from  con- 
sciousness. It  tends  to  operate  automatically  rather 
than  by  conscious  design,  although  it  can  be  con- 
sidered purposive  since  it  protects  the  individual 
from  the  “psychic  pain”  which  awareness  of  a dis- 


agreeable reality  would  bring.  In  this  respect  it 
may  be  compared  to  the  reflex  withdrawal  of  a hand 
from  a hot  stove  which  occurs  before  consciously 
planned  reaction  to  the  situation  occurs. 

Denial  seems  like  a very  simple  way  of  avoiding 
an  unpleasant  reality.  However,  denial  of  an  impor- 
tant reality  can  be  tantamount  to  a psychotic  break 
from  reality.  The  resulting  failure  to  react  to  the 
threatening  event  can  lead  to  maladaptation  of  life 
threatening  proportions.  Therefore,  explicit  denial 
of  even  the  most  painful  realities  is  not  common  in 
adults.  Nevertheless,  the  tendency  toward  denial 
can  fairly  frequently  be  seen  as  denial  of  the  full 
significance  of  a threatening  event,  or  as  implicit 
denial  of  such  an  event  by  an  individual’s  behavior. 

Examples  of  such  phenomena  will  be  described 
as  obtained  from  interviews  with  patients  admitted 
to  the  medical  wards  of  the  Massachusetts  General 
Hospital  with  a diagnosis  of  myocardial  infarction. 

Denial  at  Onset  of  Symptoms 

Denial  of  the  full  significance  of  symptoms  is 
illustrated  in  the  following  cases  : 

CASE  I.  An  attractive  forty-four  year  old 
divorcee  was  admitted  to  the  hospital  with  severe 
squeezing  chest  pain  radiating  down  both  arms. 

Her  present  illness  began  nine  days  prior  to 
admission.  While  waiting  for  a bus  she  noted  the 
onset  of  severe  chest  pain,  but  went  on  her  way 
despite  it.  Her  condition  worsened  to  the  point 
where  fellow  passengers  had  to  help  her  from  the 
bus.  She  went  home,  but  did  not  call  a doctor  that 
evening.  The  pain  subsided  in  about  four  hours,  and 
she  went  to  work  as  usual  the  following  morning. 

One  day  prior  to  admission,  she  again  was 
stricken  with  a crushing  chest  pain  while  at  work 
during  the  morning.  That  afternoon  a friend  per- 
suaded the  patient  to  go  to  a doctor.  After  an 
electrocardiogram  was  taken,  she  was  told  to  go 
directly  to  the  hospital.  Instead  she  went  home  with 
the  pain  still  present.  The  next  day  she  spent  at 
work.  That  evening,  unable  to  make  dinner,  she 
called  a friend  who  took  her  to  the  hospital  where 
a diagnosis  of  myocardial  infarction  was  made. 

This  patient  risked  her  life  to  deny  the  signifi- 
cance of  her  severe  warning  symptoms.  She  de- 
scribed it  as  “just  an  agonizing  pain.”  She  ration- 
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alized  her  failure  to  seek  prompt  medical  attention  : 
“I  think  a doctor  should  only  be  called  for  some- 
thing extreme."  When  she  finally  did  see  a doctor, 
she  managed  to  suppress  his  advice  until  she  could 
go  on  no  longer. 

CASE  II.  A fifty-seven  year  old  man  arrived  at 
the  hospital  complaining  of  an  uncomfortable  sensa- 
tion at  the  base  of  his  sternum,  which  he  compared 
to  a feeling  of  “hoarseness’’  or  “congestion.’’  He 
attributed  the  trouble  to  his  gall  bladder. 

The  patient's  present  illness  had  started  in  the 
previous  six  months  as  a combination  of  substernal 
discomfort  and  progressive  exertional  dyspnea.  On 
the  week  prior  to  admission,  as  his  symptoms  be- 
came much  more  severe,  he  started  to  consume 
large  quantities  of  sausage  for  breakfast  and  then 
told  himself  that  this  fatty  diet  was  aggravating  his 
“gall  bladder  symptoms.’’  When  no  dramatic 
change  occurred,  he  began  to  consume  quantities  of 
elixir  terpin  hydrate  in  the  evening  to  clear  up  the 
fullness  in  his  throat  which  had  become  increasingly 
troublesome  to  the  point  of  preventing  sleep.  On  his 
second  sleepless  night,  he  called  a friend  who  drove 
him  to  the  hospital  where  he  was  admitted  with  a 
diagnosis  of  myocardial  infarction. 

This  patient's  denial  of  the  significance  of  his 
symptoms  is  particularly  striking  since  he  had 
experienced  a myocardial  infarction  with  similar 
symptoms  ten  years  earlier.  He  explained  his  symp- 
toms to  himself  in  terms  of  more  benign  diagnoses. 
He  took  to  the  ritual  of  sausage  eating  to  make  the 
increased  symptoms  plausible,  and  later  medicated 
himself  as  if  he  had  a chest  cold.  This  substitution 
of  a benign  self-diagnosis  seems  to  be  a particularly 
common  way  of  denying  the  full  significance  of 
severe  warning  symptoms. 

The  significance  of  symptoms  may  be  denied  not 
only  in  thoughts  and  words,  but  also  in  deeds,  as 
may  be  seen  in  the  next  case. 

CASE  III.  A twenty-seven  year  old  landscape 
engineer  was  admitted  to  the  hospital  for  severe 
dyspnea  and  chest  pain.  His  terse  presenting  com- 
plaint was  “I  have  a little  muscle  strain  and  some 
bronchitis.”  The  symptoms  began  shortly  after  a 
vigorous  wrestling  match  three  days  earlier  and 
had  grown  steadily  worse.  To  counteract  his  dis- 
tress he  drank  large  quantities  of  beer  which  served 
only  to  allow  him  a few  hours  of  fitful  sleep.  He 
went  to  work  as  usual  but  was  unable  to  move  about 
without  increasing  the  pain  and  becoming  short  of 
breath.  When  an  afternoon  of  rest  and  drinking 
failed  to  help  him.  he  visited  a doctor  who  suggested 
immediate  hospitalization.  Somehow  he  was  able 
to  suppress  the  fact  that  the  physician  had  told  him 
he  was  suffering  from  a heart  attack.  Finally,  he 
sought  hospital  care  when  his  breathing  became 
labored  even  at  rest. 
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Shortly  after  an  electrocardiogram  had  been 
taken,  which  confirmed  the  diagnosis  of  myocardial 
infarction,  he  asked  the  doctor  whether  he  had  a 
heart  attack.  After  hearing  the  answer,  he  then 
disclosed  the  full  extent  of  the  measures  he  took  to 
deny  what  he  feared.  He  repeatedly  ran  up  and 
down  two  flights  of  stairs  with  the  conviction  that 
if  he  did  have  a heart  attack  he  would  drop  dead. 
Alien  death  did  not  come,  he  was  able  to  relax  for 
a time  with  the  pain.  He  consumed  antacids,  drank 
milk,  and  ate  steaks  with  the  hope  that  his  pain 
would  prove  to  be  simple  indigestion  or  even  mal- 
nutrition. Finally,  he  was  forced  to  give  in  when 
he  could  no  longer  leave  his  bed. 

This  patient  not  only  offered  himself  a variety 
of  diagnoses  to  explain  his  condition.  He  also  re- 
peatedly ran  up  and  down  two  flights  of  stairs.  How 
could  a person  deny  a heart  attack  to  himself  more 
eloquently  than  by  these  actions? 

Denial  after  Diagnosis 

A patient  who  denies  the  full  meaning  of  his 
severe  symptoms  at  onset  usually  accepts  their  sig- 
nificance eventually  after  he  has  been  informed  of 
the  diagnosis  by  his  doctor.  The  patient  in  Case  II 
did  not.  Just  before  being  discharged,  he  explained 
that  he  had  talked  with  his  doctor  who  had  told 
him  that  symptoms  of  gall  bladder  disease  and  heart 
disease  could  be  connected.  The  patient  ended  by 
expressing  gratitude  for  having  learned  that  his 
gall  bladder  was  the  villain  and  not  his  heart. 

Actually,  the  patient’s  heart  condition  had  been 
fully  explained  to  him.  He  had  then  asked  the 
doctor  if  there  could  be  any  connection  between 
cardiac  and  gall  bladder  symptoms,  and  had  inter- 
preted the  answer  to  his  own  fancy.  Thus  the 
patient  continued  to  deny  his  heart  disease  by  the 
same  gall  bladder  ruse  which  he  had  originally  used 
to  avoid  medical  attention. 

Another  example  of  denial  after  diagnosis  is  pre- 
sented in  the  following  tragic  case. 

CASE  IV.  A fifty-three  year  old  shipyard  fore- 
man suffered  from  chest  pain  for  two  days  before 
entering  the  hospital.  When  told  he  had  a heart 
attack,  he  promptly  cursed  the  house  officer,  saying 
that  young  doctors  didn't  know  anything  about 
medicine.  With  some  coaxing,  he  allowed  himself 
to  be  put  to  bed  and  medicated,  but  threatened  to 
tear  the  oxygen  tent  apart  if  he  couldn’t  smoke. 
Over  the  next  few  days  his  insulting  manner  and 
disruptive  behavior  earned  him  the  name  of  “Mr. 
Coffee  Nerves.”  Addressing  the  doctors  as  “boy” 
or  “bud,”  he  treated  all  personnel  with  contempt 
and  steadfastly  refused  to  admit  that  he  had  an 
illness  which  required  bed  rest.  His  demands  were 
met  whenever  possible,  his  insults  were  ignored, 
and  no  one  seriously  challenged  his  denial  of  illness 

contitiued  on  next  page 


650 


as  this  would  invariably  precipitate  his  threatening 
to  sign  out  of  the  hospital. 

On  the  sixth  day,  after  enormous  provocation, 
his  physician  commanded  him  to  behave  in  a civil 
way.  When  the  patient  said  he  would  rather  leave 
the  hospital,  the  doctor  called  his  bluff  by  producing 
the  necessary  form  for  departing  against  advice. 
The  patient  brushed  this  aside  as  he  rapidly  put  on 
his  clothes.  Without  hesitation  he  walked  home, 
climbed  the  three  flights  of  stairs  to  his  apartment, 
and  fell  dead  on  the  landing  before  his  door. 

The  patient  rejected  the  diagnosis  of  myocardial 
infarction  by  attacking  the  credibility  of  his  doctors. 
He  also  denied  the  full  threat  of  his  illness  implicitly 
by  his  behavior.  He  hurled  abuse  at  those  around 
him  as  if  he  were  a despot,  seeming  almost  to  expect 
that  his  slightest  whim,  commanded  in  the  most 
derogatory  fashion,  would  be  quickly  fulfilled.  How 
more  forcefully  could  one  express  the  thought:  “I 
have  nothing  to  be  afraid  of.  I am  in  complete  com- 
mand of  the  situation.”  Unfortunately  he  succeeded 
in  getting  his  doctor  to  react  to  him  as  if  he  actually 
were  self-sufficient. 

A different  outcome  is  described  in  the  next  case. 
CASE  V.  A fifty-two  year  old  bachelor  was 
admitted  to  the  hospital  with  the  diagnosis  of  myo- 
cardial infarction.  Although  somewhat  tense  and 
irritable,  he  cooperated  fully  with  the  cardiac  regi- 
men and  his  recovery  was  uneventful.  However, 
he  rejected  the  diagnosis  of  heart  disease,  explain- 
ing that  “doctors  learn  things  from  books  but 
people  aren’t  books.  People  in  Japan  are  different 
from  people  in  New  York.” 

This  patient  also  rejected  the  diagnosis  of  myo- 
cardial infarction  by  attacking  the  credibility  of  the 
doctors.  In  a sense,  he  went  the  previous  patient 
one  better  by  challenging  not  just  the  competence 
of  his  own  particular  doctors,  but  the  methodology 
underlying  the  whole  medical  profession.  It  is  inter- 
esting to  note,  however,  that  he  cooperated  fully 
in  the  restrictive  cardiac  regimen.  He  thereby 
accepted  by  his  actions  what  he  denied  by  his 
speech. 

Patients  Who  Use  Denial 

Fear  of  death  presents  a powerful  motive  for  the 
denial  of  serious  illness.  However,  the  very  univer- 
sality of  such  fear  makes  it  difficult  to  explain  why 
some  patients  use  denial  much  more  than  others. 
Certainly,  the  patients  presented  here  were  not 
obviously  craven. 

Specific  life  experiences  probably  account  at  least 
in  part  for  varying  reactions  among  patients.  For 
example,  the  brother  of  the  patient  in  Case  V had 
died  suddenly  of  a heart  attack  two  months  before 
his  own.  This  must  have  brought  home  the  danger 
of  this  illness  in  a very  immediate  and  personal  way. 
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Another  factor  of  importance  was  described  by 
Weinstein  and  Kahn4  in  their  extensive  study  of 
denial  of  illness  in  patients  with  central  nervous 
system  disturbance.  The  outstanding  characteristic 
noted  was  that  these  patients  “regarded  ill  health 
as  an  imperfection  of  weakness  or  disgrace.  Illness 
seemed  to  have  meant  a loss  of  esteem  and 
adequacy.” 

This  attitude  was  very  prominent  in  the  patients 
seen  in  the  present  study.  For  example,  it  was 
learned  from  the  wife  of  “Mr.  Coffee  Nerves” 
(Case  IV)  that  he  had  been  raised  in  an  orphanage 
and  had  come  to  value  self-sufficiency  above  other 
human  virtues.  Instead  of  complaining,  he  became 
irascible  with  anyone  who  attempted  to  stop  him 
from  working  while  sick.  Scornful  of  sympathy 
from  others  and  contemptuous  of  those  who  either 
expressed  it  or  needed  it,  he  preferred,  as  he  told 
his  wife,  “to  die  rather  than  be  an  invalid.”  And  so 
he  did. 

Summary 

Many  times,  a patient’s  behavior  and  ways  of 
thinking  seem  nonsensical  until  seen  in  the  light  of 
his  need  to  deny  serious  illness.  This  has  been  illus- 
trated in  patients  undergoing  the  severe  stress  of 
myocardial  infarction. 
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T^vidence  is  presented  that  more  than  fifty  per 

cent  of  our  surgical  deaths  are  preventable.  This 
is  the  present  and  steadily  increasing  toll  of  surgical 
deaths  from  the  greatest  killer  today  — thrombosis, 
embolism,  and  thromboembolism.  These  sudden 
and  often  totally  unexpected  unnecessary  deaths 
can  be  successfully  avoided  by  the  heparin  anti- 
coagulation of  the  recently  discovered  two  critical 
periods  of  blood  hypercoagulability  which  may  be 
observed  in  the  average  surgical  patient. 

The  plan  was  evolved  from  a series  of  earlier 
animal  and  human  studies1*'7  which  clearly  indicated 
its  rationale.  Basic  to  the  understanding  of  the  plan 
is  an  appreciation  of  the  mechanism  by  which  blood 
hypercoagulability  develops  from  the  pulmonary 
megakaryocytes.  Essential  to  its  success  is  an  accu- 
rate means  of  blood  coagulation  time  testing  as 
offered  by  the  Lee-White  method  or  better  still  the 
Dale  and  Laidlaw  method.  The  basic  principle  of 
the  plan  is  to  maintain  blood  at  all  times  at  normo- 
coagulable  levels  in  order  to  prevent  the  develop- 
ment of  thrombosis.  In  this  report  the  results  ob- 
tained in  the  heparinization  of  over  200  high  risk 
patients  will  be  presented. 

Our  earlier  studies  disclosed  the  basic  mech- 
anism by  which  blood  hypercoagulability  develops 
from  the  long  overlooked  giant  sized  pulmonary 
megakaryocytes.  Our  lung  vessels  always  contain 
bone  marrow  megakaryocytes,  the  platelet  source. 
These  cells  are  transported,  intact,  constantly  via 
the  venous  circulation  to  our  lung  vessels.  Because 
of  their  size  they  must  be  pounded  into  platelets  in 
the  capillary  anastomoses  by  the  pulsations  of  the 
right  heart  ventricle.  Slowing  of  the  heart  rate  and 
lowering  of  the  blood  pressure  slows  their  break-up 
and  the  megakaryocytes  accumulate  in  large  num- 
bers. As  many  as  20-30  times  the  usual  number  may 
be  found  in  the  lung  vessels  of  some  individuals. 
Any  circumstance  which  suddenly  accelerates  heart 
action  and  elevates  the  blood  pressure  will  accel- 
erate their  brake-up  into  platelets.  This  suddenly 
floods  the  blood  stream  with  platelets  and  suffi- 
ciently increases  the  platelet  factor  to  upset  the 


delicate  balance  of  clotting  factors  to  cause  blood 
hypercoagulability  and  the  possibility  of  thrombo- 
sis. Thus  our  studies  disclosed  that  periods  of 
lowered  activity,  especially  the  periods  of  immobili- 
zation, as  with  the  surgical  patients,  will  cause  the 
pulmonary  megakaryocyte  increase.  With  reactiva- 
tion of  the  patient  and  its  associated  accelerated 
heart  action  the  patient’s  blood  is  suddenly  flooded 
with  increased  platelet  factor  which  causes  blood 
hypercoagulability  as  readily  determined  by  the 
coagulation  tests  mentioned  above. 

The  two  critical  periods  of  blood  hypercoagula- 
bility noted  in  the  surgical  patient  were  discovered 
by  these  testing  methods  in  a control  series  of  41 
non-heparinized  patients.  The  first  period  is  the 
period  of  surgery,  and  the  second  period  is  the 
period  of  reactivation  following  immobilization  of 
the  patient.  In  this  group  three  deaths  from 
thromboembolism  were  observed,  two  with  pulmo- 
nary embolism  and  one  with  coronary  thrombosis. 

The  above  discovery  prompted  our  recommenda- 
tion that  both  periods  of  blood  hypercoagulability  be 
heparinized.  Our  usual  procedure  is  to  administer 
100  mg.  of  aqueous  heparin  in  divided  doses  sub- 
cutaneously about  midnight  before  morning  sur- 
gery. Following  surgery,  50  mg.  of  aqueous  heparin 
is  given  every  six  hours,  also  subcutaneously,  until 
the  patient  is  fully  reactivated  and  ready  for  dis- 
charge. These  dosages  usually  suffice  to  maintain 
blood  at  normocoagulable  levels  as  determined 
daily  by  the  coagulation  test  method.  At  this  time 
the  Dale  and  Laidlaw  method  is  preferred.8 

The  200  heparinized  patients  can  be  divided  into 
two  groups.  In  the  first  group,  100  patients  were 
designated  as  “complete”  with  heparin  given  for 
both  critical  periods.  The  second  group  of  100  was 
designated  as  “incomplete”  with  only  one  of  the 
two  critical  periods  heparinized.  This  was  usually 
the  second  period.  The  results  were  striking.  The 
“complete”  group  never  developed  signs  of  throm- 
bosis or  succumbed  to  thromboembolism.  Those 
designated  as  “incomplete”  have  had  five  deaths 
all  from  pulmonary  embolism,  with  four  confirmed 
at  autopsy. 

These  results  reaffirm  our  original  contention 
that  it  is  essential  that  both  or  all  periods  of  blood 
hypercoagulability  be  anticipated  and  preventive 
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Rhode  Island  was  one  of  the  first  states  in  the 
country  to  legislate  a Workmen’s  Compensa- 
tion Act.  Such  a statute  was  passed  in  Rhode  Island 
in  1912,  just  one  year  after  Wisconsin  adopted  the 
first  Workmen’s  Compensation  Law  in  the  United 
States. 

This  official  legislative  action  was  the  culmina- 
tion of  long  years  of  legal  battles  over  the  question 
of  who  should  assume  financial  responsibility  for 
work  connected  injuries  and  disease.  The  principle 
of  Workmen's  Compensation  represents  a compro- 
mise between  labor  and  management.  All  injuries 
arising  out  of,  and  in  the  course  of  employment  are 
compensated  for  under  the  law.  The  maximum 
amount  of  compensation  is  also  legally  prescribed. 
Therefore,  the  employee  is  assured  compensation 
whether  or  not  the  employer,  through  act  or  inac- 
tion, is  responsible  for  the  worker’s  injury,  a far 
cry  from  the  time  when  the  employee  had  to  under- 
take a long  and  costly  legal  battle  to  prove  employer 
negligence.  On  the  other  hand,  the  employer’s  costs 
are  prescribed  and  limited,  making  him  free  from 
the  occasional  large  settlements  which  the  courts 
awarded  in  cases  of  proven  employer  negligence. 

The  law  has  been  amended  many  times  during 
its  life.  Coverage  has  been  broadened  and  benefits 
increased  during  the  intervening  years.  But  the  pri- 
mary objective  of  the  law  remains  the  same.  Work- 
men’s Compensation  is  designed  to  cover  the  cost 
of  disability  to  the  injured  worker.  Inherent  in  this, 
and  underlying  the  provision  of  funds  to  cover  the 
costs  of  medical  care,  is  a conviction  that  workers 
will  be  returned  to  active  remunerative  employ- 
ment whenever  feasible.  Over  the  years,  this  goal 

*Based  on  an  address  delivered  at  the  152nd  Scientific 
Assembly  of  the  Rhode  Island  Medical  Society,  at  Provi- 
dence, R.I.,  on  May  8,  1963. 


has  become  increasingly  elusive  and  costly. 

The  development  of  the  field  of  Physical  Medi- 
cine and  Rehabilitation  towards  the  close  of  World 
War  II  opened  new  avenues  for  possible  improve- 
ments in  the  care  of  the  injured  worker.  This  devel- 
opment also  held  promise  of  the  reduction  of  costs 
through  speedy  and  more  complete  recovery  of  the 
disabled.  In  addition,  positive  benefits  would 
accrue  to  state  industry  through  the  early  restora- 
tion to  work  of  skilled  labor.  For  all  of  these  rea- 
sons, the  pioneers  in  Workmen’s  Compensation  in 
Rhode  Island  felt  the  need  of  bringing  active  re- 
habilitation to  the  State’s  injured  workers.  At  the 
time,  the  facilities  within  the  medical  care  institu- 
tions in  the  State  were  inadequate  to  meet  the  need 
for  rehabilitation.  Therefore,  in  1945,  a Curative 
Center  was  opened.  Created  by  an  act  of  the  legis- 
lature, it  was  designed  to  make  available,  under 
Workmen’s  Compensation  Laws  of  Rhode  Island, 
all  the  resources  of  modern  rehabilitation  for  the 
injured  workers. 

From  the  beginning,  the  Center,  recently  re- 
named the  John  E.  Donley  Rehabilitation  Center, 
has  had  difficulty  getting  an  adequate  number  of 
cases  referred  to  it.  Physicians,  the  only  legally 
permitted  source  of  direct  referrals,  proved  reluc- 
tant to  refer  cases.  In  the  year  1961,  the  Center  was 
used  by  165  patients  at  a total  cost  of  about 
$120,000.  During  the  same  period,  over  20,000 
cases  were  reported  to  the  Division,  about  25  per 
cent  of  these  involving  lost  time  injuries. 

The  small  number  of  cases  actually  treated  at 
the  Center,  in  light  of  the  large  number  of  com- 
pensable injuries,  suggests  a great  under-utilization 
of  existing  facilities.  On  the  other  hand,  out  of  every 
dollar  spent  on  medical  care  for  compensable  cases, 
about  10  cents  went  to  support  the  Rehabilitation 
Center,  indicating  a high  per  capita  cost  for  main- 
taining the  Center. 

The  mounting  costs  of  compensation  have  been 
of  concern  to  consumers,  employers,  government, 
and  labor  alike.  In  Rhode  Island  in  1961,  the  re- 
ported premiums  were  over  nine  million  dollars. 
National  studies  indicate  that  increasing  costs  of 
Workmen’s  Compensation  have  been  one  of  the 
factors  pushing  industry  to  move  from  high  cost  to 
low  cost  areas.  While  dedicated  to  securing  the  best 


REHABILITATION  IN  WORKMEN’S  COMPENSATION 


653 


possible  care  for  its  injured  workers,  Rhode  Island 
does  not  want  to  face  obsolete  medical  costs.  The 
time  for  consideration  of  how  to  achieve  the  fruits 
of  rehabilitation  at  reasonable  cost  is  at  hand. 

My  experience,  in  practicing  medicine  and  treat- 
ing Workmen’s  Compensation  cases  for  almost  20 
years  in  New  York  State,  has  led  me  to  believe 
that  the  introduction  of  proper  rehabilitation  tech- 
niques in  the  run-of-the-mill  case,  will  reduce  the 
cost  and  period  of  disability  of  a compensation 
claim.  The  majority  of  compensation  cases  are 
bodily  injuries,  and  one  of  the  major  problems  in 
Rhode  Island  and  many  other  areas  are  the  low 
back  cases.  In  this  State,  there  were  about  900  cases 
of  low  back  injuries  during  1961.  Now,  all  too 
often,  a pain  in  the  back  is  treated  by  protracted 
immobilization.  By  the  time  the  patient  gets  out  of 
his  brace,  he  may  have  a permanent  back  disability. 
More  appropriate  treatment  of  back  injuries  would 
be  early  mobilization  and  strengthening  through  an 
exercise  regime.  In  addition,  the  physician  should 
be  mindful  of  the  psychological  problems  present  in 
his  back-injured  patient.  Such  a total  and  early 
approach  should  reduce  the  number  of  “back  com- 
pensationitis”  cases  measurably,  to  the  advantage 
of  all. 

Fractures  of  both  upper  and  lower  extremities 
are  another  frequent  cause  of  compensable  injuries. 
If  the  length  of  disability  for  each  fracture  could  be 
reduced  by  one  week,  the  total  saving  would  be 
considerable.  Here  too,  rehabilitation  offers  a 
speed-up  for  the  usual  methods  of  recovery.  A 
supervised  program  of  progressive  resistive  exer- 
cises and  range  of  motion  exercises,  instituted  as 
soon  as  feasible,  is  the  main  part  of  a rehabilitation 
program  for  this  kind  of  an  injury. 

Different  modalities  — heat,  diathermy,  whirl- 
pool, and  ultra  sound  — are  used  in  rehabilitation 
only  as  a preliminary  to  the  main  treatment  pro- 
gram. When  these  modalities  become  an  end  in 
themselves,  rehabilitation  is  hampered.  At  all  times, 
treatment  should  reflect  a total  plan.  In  cases  of 
severe  disability,  vocational  prognosis  should  be 
evaluated,  and  retraining  instituted  at  the  earliest 
possible  moment.  The  resources  of  the  Division  of 
Vocational  Rehabilitation,  and  of  the  business  and 
labor  community  should  be  marshalled  in  this  effort, 
along  with  the  medical  care  source. 

Discussion  of  the  problem  inevitably  leads  to  the 
question  of  who  is  best  equipped  to  do  rehabilita- 
tion. The  private  attending  physician  represents  an 
important  link  between  the  patient  and  his  eventual 
recovery.  Rehabilitation  planning  should  be  done 
with  the  advice  and  aid  of  the  attending  physician. 
It  is  hoped  that  some  cases  will  be  carried  through 
the  rehabilitation  process  by  their  own  attending 


physicians,  particularly  where  the  doctor  is 
equipped  and  interested  in  carrying  out  the  treat- 
ment process  described  above.  It  has  been  found, 
however,  that  the  amount  of  time,  space,  and  per- 
sonnel necessary  for  performance  of  the  therapeutic 
regime  makes  it  economically  unfeasible  for  the 
average  physician  in  general  practice.  In  such  cases, 
the  doctor  is  usually  willing  to  refer  his  patient  to 
a rehabilitation  facility,  provided  he  can  observe 
the  process  and  progress  of  his  patient  at  regular 
intervals.  Such  an  arrangement  of  close  contact  is 
also  of  value  to  the  patient,  who  often  places  his 
primary  confidence  in  the  doctor  of  his  choice. 

Therefore,  while  recognizing  that  rehabilitation 
may  not  feasibly  be  carried  out  in  a private  office, 
we  are  mindful  of  the  importance  of  the  develop- 
ment of  local  facilities.  Such  facilities  make  it 
possible  for  the  patient,  in  this  case  the  injured 
worker,  to  remain  in  or  near  his  home  environment. 
His  physician  can  maintain  the  contact  previously 
suggested.  There  situational  factors  serve  to  en- 
hance the  potential  accomplishments  of  a rehabili- 
tation program. 

The  development  of  local  facilities  for  the 
rehabilitation  of  injured  workers  holds  out  an  addi- 
tional advantage  to  the  entire  community.  These 
facilities  can  and  should  be  used  by  those  with 
varying  disabilities  from  a great  variety  of  causes. 
At  the  same  time,  a facility  which  treats  people  with 
different  disabilities  and  from  different  causes, 
offers  a psychological  mileu  which  encourages  an 
injured  worker.  A young  man  with  a back  injury 
has  a different  attitude  when  he  is  being  treated 
alongside  an  older  stroke  victim  and  a child  handi- 
capped by  cerebral  palsy.  Recovery  is  encouraged 
and  often  quickened. 

The  opposite  is  true  in  the  case  of  an  isolated 
facility  maintained  solely  and  exclusively  for  the 
use  of  injured  wmrkers.  It  is  our  opinion  that  it 
benefits  neither  the  injured  workers,  nor  the  com- 
munity at  large.  We  believe  that  a re-evaluation 
of  the  status  of  the  Donley  Center  should  be 
undertaken. 

New  York  State  has  considered  the  establish- 
ment of  a state-operated  rehabilitation  center  for 
the  treatment  of  Workmen’s  Compensation  cases. 
However,  such  a center  was  never  created  because 
it  has  been  the  consensus  that  encouraging  existing 
community  rehabilitation  facilities  better  served 
the  interests  of  the  injured  workers  and  the  people 
as  a whole.  Recently,  the  New  York  State  Govern- 
ment has  provided  grants  to  several  voluntary  and 
public  hospitals  throughout  the  State  to  strengthen 
and  develop  their  rehabilitation  services.  Facilities 
have  grown  and  improved  as  a result  of  this  pro- 
gram. Injured  workers,  among  other  members  of 
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the  community,  have  reaped  the  benefits  of  this 
expansion  program.  As  in  industrial  production, 
increased  demand  has  permitted  reduced  per  capita 
cost  for  rehabilitation. 

The  author  does  not  wish  to  suggest  that  the 
Donley  Center  does  not  have  a role  in  the  medical 
care  of  the  injured  workers.  Rather,  its  role  can  be 
expanded  and  made  more  meaningful  in  the  future 
growth  of  the  rehabilitation  services  of  the  State 
of  Rhode  Island  and  its  Workmen’s  Compensation 
Division.  Such  a change  would  bring  benefit  to  all. 

The  new  rehabilitation  program  will  serve  to 
identify  more  industrial  injury  cases  which  require 
rehabilitation.  However,  close  local  follow-up  is 
necessary  to  make  it  operate  effectively.  The 
attending  physician  holds  the  key  to  the  success  or 
failure  of  any  rehabilitation  effort  directed  at  the 
injured  worker.  The  doctor  is  the  natural  ally  of 
the  rehabilitation  program,  once  he  understands  its 
objectives  and  techniques.  In  the  case  of  the  injured 
workman,  the  doctor  will  not  only  receive  the  per- 
sonal satisfaction  of  making  the  best  modern  treat- 
ment methods  available  to  his  patient,  but  also,  as 
a member  of  the  community,  he  will  benefit  from 
the  increased  productivity  of  the  worker,  returned 
early  to  the  industrial  community.  All  of  this  has 
the  potential  of  accomplishment  through  the  devel- 
opment of  local  rehabilitation  facilities. 

I would  like  to  thank  Mrs.  Shelley  Akabas  of  the  New 
York  Arthritis  and  Rheumatism  Foundation  for  her  assist- 
ance in  the  preparation  of  this  paper. 
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HEPARINIZATION  OF  THE  SURGICAL 
PATIENT  FOR  PREVENTION  OF 
THROMBOEMBOLISM 

concluded  from  page  651 

anti-coagulation  with  heparin  be  undertaken.  The 
results  of  the  “incomplete”  group  are  also  encourag- 
ing, however.  In  this  group  often  heparin  therapy 
was  sought  by  the  surgeons  when  thrombotic  com- 
plications were  anticipated  because  of  the  patient’s 
age  or  cardiac  status  or  had  already  developed  signs 
of  peripheral  thrombosis,  and  sometimes  had  evi- 
dence of  pulmonary  embolism  and  infarction.  All 
of  these,  with  one  exception,  survived. 

In  summary,  a plan  of  heparin  anti-coagulation 
of  the  surgical  patient  is  proposed  which  gives 
promise  of  successfully  preventing  thrombo- 
embolism. It  is  based  on  the  knowledge  of  how 
blood  hypercoagulability  develops  from  the  pulmo- 
nary megakaryocytes.  Anti-coagulation  of  the  usual 
two  critical  periods  of  blood  hypercoagulability  and 
maintenance  of  blood  normocoagulability  will  suc- 
cessfully prevent  this  dreaded  complication. 

References 

iSharnoff,  J.  G. : Thrombotic  Thrombocytopenia  Purpura. 
Am.  J.  Med.  23:740,  1957 

2Sharnoff,  J.  G.,  and  Kim,  E.  S. : Pulmonary  Megakaryo- 
cytes Studies  in  Rabbits.  Arch.  Path.  66  :340,  1958 
3Sharnoff,  J.  G.,  and  Kim,  E.  S. : Evaluation  of  Pulmonary 
Megakaryocytes.  Arch.  Path.  66:176,  1958 
4Sharnoff,  J.  G.,  Increased  Pulmonary  Megakaryocytes  — 
Probable  Role  in  Post-Operative  Thromboembolism. 
J.A.M.A.  169:688,  1959 

5Sharnoff,  J.  G.,  and  Scardino,  V. : Platelet  Count  Differ- 
ences in  Blood  of  Right  and  Left  Heart  Ventricles.  Nature 
187 :334, 1960 

6Sharnoff,  J.  G. ; Bagg,  J.  F. ; Breen,  S.  R. ; Rogliano,  A.  G. ; 
Walsh,  A.  R.,  and  Scardino,  V.:  The  Possible  Indication 
of  Post-Operative  Thromboembolism  by  Platelet  Counts 
and  Blood  Coagulation  Studies  in  the  Patient  Undergoing 
Extensive  Surgery.  Surg.,Gynec.andObstet.  Ill  :469,  1960 
7Sharnoff,  J.  G. ; Kass,  H.  A.,  and  Mistica,  B.  A. : A Plan 
of  Heparinization  of  the  Surgical  Patient  to  Prevent 
Thromboembolism.  Surg.,  Gynec.  and  Obstet.  115  :75,  1962 
8Dale,  H.  H.,  and  Laidlaw,  P.  P. : A Simple  Coagulometer. 
J.  Path,  and  Bact.  16:351,  1911 


*W)e  ^)ffer  the  * jfinest  C ^facilities  for 

Modern  Cadillacs  24-Hour  Service 

Radio  Dispatched  Oxygen-Equipped 

CONVENTIONS,  SEMINARS,  CONFERENCE  MEETINGS 

/ to  400  persons 

SERVING  RHODE  ISLAND 

NEW  MOTOR  INN  and  ALL  FUNCTION  ROOMS 
FULLY  AIR-CONDITIONED 

Physician’s  Ambulance  Service,  Inc. 

Outdoor  Swimming  Pool,  Boating,  Fishing,  Golfing, 
Historic  Mansions,  World  Famous  Ocean  Drive 

“ 0^nomdenceS  only  S^mlulance 

^XliLin^f  <JJ~CotelanJ<y\/[otc>r<^nn 

Cf  . „ 

'Jeevice 

“in  the  center  of  everything ” 
NEWPORT,  RHODE  ISLAND 

138  Atwood  Street  Providence,  R.  1. 

Telephone  847-3300 

Phone:  UN  1-7200 

CURRENT  STATUS  OF  CIGARETTE  SMOKING  AMONG  R.  I.  PHYSICIANS 


655 


TTTTTTTTTTT  T7  T'T  T T TT  T T T'T  T T T T T T T T T T T T T T T T T T T T TT  TT  TTT  TT  T T T T T T'TT'T  TTTTTTTTTTT'Tl 


CURRENT  STATUS  OF  CIGARETTE  SMOKING  AMONG 

RHODE  ISLAND  PHYSICIANS 

Thomas  H.  Murphy,  m.d.  and  John  T.  Tierney,  m.s. 


The  Authors.  Thomas  H.  Murphy,  M.D.,  Medical 
Director,  Division  of  Chronic  Diseases , Rhode  Island 
Department  of  Health. 

John  T.  Tierney,  MS.,  Program  and  Planning  Spe- 
cialist, Rhode  Island  Department  of  Health. 


The  physician,  more  than  anyone  else,  is  bom- 
barded with  articles  in  the  medical  literature  on 
the  relationship  between  cigarette  smoking  and 
cardio-pulmonary  disorders  in  general  and  cancer 
of  the  lung  in  particular.  Furthermore,  he  is 
continuously  exposed  to  the  numerous  resolutions 
published  by  scientific  and  professional  societies 
condemning  the  use  of  cigarettes.  The  question 
naturally  arises  as  to  the  impact  of  scientific  evi- 
dence and  thought  on  the  cigarette-smoking  habits 
of  physicians  themselves. 

Previous  studies  conducted  in  Massachusetts  by 
Snegirefif  and  Lombard1,2  and  in  England  by  Doll 
and  Hill* 1 2 3  have  provided  some  information  on 
cigarette-smoking  habits  of  physicians. 

. In  September  1963,  the  Rhode  Island  Depart- 
ment of  Health,  in  cooperation  with  the  Rhode 
Island  Medical  Society,  conducted  a mail  survey  on 
the  current  status  of  cigarette  smoking  among 
members  of  the  Society.  The  design  of  this  survey 
was  intentionally  kept  simple  to  encourage  maxi- 
mum participation  of  the  Society’s  membership. 
No  attempt  was  made  to  collect  data  on  the  infinite 
combinations  of  variables,  nor  to  meet  exacting 
standards  of  statistical  excellence.  The  survey  was 
intended  to  answer  easily  and  quickly  the  following 
questions : 

1.  How  many  Rhode  Island  physicians  smoke 
cigarettes  ? 

2.  Of  those  who  previously  smoked  cigarettes, 
how  long  ago  did  they  stop,  and  why  did 
they  stop  ? 

3.  Is  there  any  relationship  between  the  age, 
medical  specialty,  or  both,  of  smoking  and 
non-smoking  physicians  ? 

Of  the  1,074  questionnaires  mailed  to  members 
of  the  Rhode  Island  Medical  Society,  752,  or  70.0 
per  cent,  were  returned.  All  returned  question- 
naires were  suitable  for  inclusion  in  the  study. 


Table  I indicates  the  responses  by  medical  spe- 
cialty to  the  question,  “Do  you  smoke  cigarettes?” 
Thirty-three  per  cent  of  Rhode  Island  physicians 
who  replied  smoke  cigarettes.  This  compares  with 
58.5  per  cent4  of  the  adult  male  population.  The 
degree  of  cigarette  smoking  within  the  medical 
specialties  ranges  from  10.0  per  cent  among  the 
dermatologists  to  58.3  per  cent  among  a miscella- 
neous category  consisting  of  public  health,  hospital 
administration,  and  industrial  and  physical  medi- 
cine. The  next  highest  percentage  of  cigarette 
smokers  was  among  urologists  at  53.8  per  cent, 
followed  by  obstetricians  and  gynecologists  at  45.6 
per  cent,  neuro-surgeons  at  42.9  per  cent,  and 
orthopedists  at  40.7  per  cent. 

Among  all  physicians,  the  breakdown  shows  that 
33.0  per  cent  smoke  cigarettes,  35.8  per  cent 
stopped  smoking  cigarettes,  and  31.2  per  cent  never 
smoked  cigarettes. 

continued,  on  next  page 


Table  I 


Cigarette  Smoking  Among  Rhode  Island  Physicians 
By  Medical  Specialty 
1963 

Medical 

Specialty 

T otal 
Replies 

Smokers 

Non-Smokers 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

General  Practice 

171 

59 

34.5 

112 

65.5 

Internal  Medicine 

113 

31 

27.4 

82 

72.6 

Surgery 

100 

32 

32.0 

68 

68.0 

Pediatrics 

60 

14 

23.3 

46 

76.7 

Obs.  & Gyn. 

57 

26 

45.6 

31 

54.4 

Neur.  & Psych. 

56 

20 

35.7 

36 

64.3 

Anesthesiology 

31 

11 

35.5 

20 

64.5 

Orthopedics 

27 

11 

40.7 

16 

59.3 

Otolaryngology 

24 

6 

25.0 

18 

75.0 

Radiology 

18 

4 

22.2 

14 

77.8 

Ophthalmology 

14 

4 

28.6 

10 

71.4 

Urology 

13 

7 

53.8 

6 

46.2 

Dermatology 

10 

1 

10.0 

9 

90.0 

Pathology 

8 

2 

25.0 

6 

75.0 

Neuro- Surgery 

7 

3 

42.9 

4 

57.1 

Miscellaneous* 

12 

7 

58.3 

5 

41.7 

Unspecified 

31 

10 

32.3 

21 

67.7 

Totals 

752 

248 

33.0 

504 

67.0 

^Includes : Hospital  Administration,  Public  Health, 
Industrial,  and  Physical  Medicine. 
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Table  II  represents  a tabulation  of  the  cigarette- 
smoking status  of  physicians,  related  to  their 
present  ages.  The  general  trend  is  for  cigarette 
smoking  among  physicians  to  decrease  with  age. 

A review  of  reports  of  studies  of  physicians’ 
smoking  habits  conducted  over  the  past  twelve 
years  indicates  that  cigarette  smoking  is  on  the 
decrease.  This  conclusion  is  further  supported  by 
data  collected  in  relation  to  the  number  of  years 
since  physicians  stopped  smoking  cigarettes.  Physi- 
cians who  have  stopped  smoking  cigarettes  four  or 
more  years  previously  represented  39.0  per  cent ; 
five  to  nine  years,  21.9  per  cent;  ten  to  fourteen 
years,  13.8  per  cent;  and  fifteen  or  more  years, 
25.3  per  cent.  In  the  last  twelve  years,  193  physi- 
cians, or  71.7  per  cent,  stopped  smoking  cigarettes. 

To  the  question,  “Why  did  you  stop  smoking 
cigarettes  ?”,  most  physicians  gave  multiple  reasons. 
Table  IV  represents  all  reasons  provided. 

The  most  frequent  reason  given  by  the  physicians 
responding  can  be  categorized  as  scientific  evidence 
and  represented  42.5  per  cent  of  all  reasons.  This 
group  gave  reasons  which  acknowledge  the  dele- 
terious effect  of  cigarette  smoking  on  health.  Many 
physicians  indicated  they  were  influenced  by  what 
they  read  in  the  medical  literature  and  by  what 
they  observed  in  their  own  practices.  Typical  of 
physicians’  comments  under  this  grouping  were : 

. . overwhelming  evidence’’.  . .“wasn’t  worth  the 
risk”. . .“scared”.  . .“findings  at  various  necropsies” 
. . .“impressed  by  carcinogenic  association”.  . .“con- 
vinced”. . .“health  reasons”.  . .“unhealthy  habit”.  . . 
“preventive  medicine”.  . .“physician’s  advice”.  . . 
“as  an  example  to  my  patients”.  . .“following  an  ill- 
ness.” Most  physicians’  concern  was  not  limited 
to  cancer,  but  included  a wide  range  of  cardio- 
pulmonary diseases. 

Next  in  importance  was  the  occurrence  of 
symptoms,  which  accounted  for  30.9  per  cent  of  all 
reasons  provided.  A complete  listing  of  these  symp- 
toms and  their  order  of  frequency  can  be  found  in 
Table  V. 

Most  physicians  indicating  they  stopped  smoking 
cigarettes  because  of  the  occurrence  of  symptoms 
jubilantly  reported  that,  upon  the  withdrawal  from 
cigarettes,  the  symptoms  disappeared.  Such  com- 
ments as  “.  . . feel  fine  now”.  . .“have  been  like  a 
new  man  since”.  . .“I  feel  so  good  I’ll  never  smoke 
again”  were  common. 

N on-health-related  reasons  accounted  for  12.0 
per  cent.  Such  comments  as  “.  . . to  get  my  wife  to 
stop”.  . .“burned  holes  in  my  clothes”.  . .“changed 
to  cigars”.  . .“liked  my  pipe  better”.  . .“wasn’t  lady- 
like”. . .“as  a routine  — every  three  or  four  years” 
. . .“on  a bet”.  . .“because  of  religion”.  . .“husband 
couldn’t  stand  smoking”.  . .“a  stupid  habit”.  . .“just 
stopped  — no  reason”.  . .“expense  involved”.  . . 


Table  II 

Cigarette  Smoking  Among  Rhode  Island  Physicians 
By  Age  — 1963 


Smokers  Non-Smokers 


Age 

Total 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Under  40 

163 

60 

36.8 

103 

63.2 

40-49 

209 

79 

37.8 

130 

62.2 

50-59 

205 

69 

33.7 

136 

66.3 

60-69 

102 

29 

28.4 

73 

71.6 

70  and  over 

65 

9 

13.8 

56 

86.2 

Unspecified 

8 

2 

25.0 

6 

75.0 

Totals 

752 

248 

33.0 

504 

67.0 

Table  III 


Summary  of  Findings  Reported  on 
Cigarette-Smoking  Habits  of  Physicians 
1963 


Study  Reported  by 


Year  Place 


Per 

Per  Cent 
Cent  Non- 
Smokers  Smokers 


Doll  and  Hill* 

1951 

England 

87.3 

12.7 

Snegireff  and  Lombard 

1954 

Mass. 

51.8 

48.2 

Snegireff  and  Lombard 

1959 

Mass. 

38.5 

61.5 

Murphy  and  Tierney 

1963 

R.  I. 

33.0 

67.0 

^Limited  to  physicians  over  35  years  of  age  and  includes 
all  forms  of  smoking. 


Table  IV 


Reasons  Given  by  269  Physicians  As  To  Why 
They  Stopped  Smoking  Cigarettes 
Rhode  Island  — 1963 

Reason * 

Number 

Per  Cent 

Scientific  Evidence 

160 

42.5 

Occurrence  of  Symptoms 

116 

30.9 

Non-Health  Related  

45 

12.0 

Lack  of  Satisfaction 

35 

9.3 

Self-Discipline  

20 

5.3 

Totals  

376 

100.0 

*Many  physicians  gave  multiple  reasons. 


“increases  in  taxes”  were  included  in  this  category 
of  responses. 

Another  significant  category  was  lack  of  satisfac- 
tion and  accounted  for  9.3  per  cent  of  the  reasons. 
Such  comments  as  “.  . . never  really  enjoyed  it”.  . . 
“always  hated  it”.  . .“no  more  pleasure  in  it”.  . .“got 
disgusted  with  it”.  . .“didn’t  care  for  it  any  more” 
were  listed. 

The  last  significant  group  of  reasons  listed  was 
self-discipline  and  accounted  for  5.3  per  cent  of  the 
reasons.  Such  comments  as  “.  . . unable  to  control 
the  habit”.  . .“to  prove  that  I could”.  . .“didn’t  want 
to  be  dependent  on  them”.  . .“wanted  to  see  if  I 
could  stop”.  . .“smoking  too  much”.  . . and  “rebel- 
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Table  V 


Symptoms*  Which  Caused  Physicians 
To  Stop  Smoking  Cigarettes 


Per 

Symptom  Number  Cent 


A.  Respiratory  71  61.3 

Chronic  Cough 51 

Dyspnea  9 

Chronic  Irritation  of  Throat 6 

Post-nasal  Catarrh  2 

Rhinitis  2 

Paroxysmal  Sneezing 1 

B.  Neurological  and  Sensory 16  13.8 

Impairment  of  taste  and  smell 9 

Headache  3 

Slight  Tremor  2 

T innitus  1 

Nervousness  1 

C.  Cardiovascular  15  12.9 

Angina  Pectoris 6 

Tachycardia  5 

Extra  Systoles  1 

Hypertension  1 

Intermittent  Claudication  1 

Auricular  Fibrillation 1 

D.  Gastro-intestinal  7 6.0 

Hyperacidity  6 

Abdominal  Cramps  1 

E.  General  Malaise  7 6.0 


Totals  116  100.0 


*Some  physicians  listed  multiple  symptoms. 


Table  VI 


Primary  Reason*  Given  by  269  Physicians 
For  Having  Stopped  Smoking  Cigarettes 
By  Age  at  Which  They  Stopped 
Rhode  Island  — 1963 
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Under  40 

36 

26 

4 

21 

19 

106 

39.4 

40-49 

29 

28 

4 

6 

10 

77 

28.6 

50-59 

16 

25 

1 

2 

9 

53 

19.7 

60  and  over 

9 

11 

1 

3 

2 

26 

9.7 

TOTALS 
Per  Cent  of 

92** 

92** 

10 

33** 

42** 

269** 

100.0** 

All  Reasons 

34.2 

34.2 

3.7 

12.3 

15.6 

100.0 

XXX 

*When  multiple  reasons  were  provided,  first  reason  was 
used. 


**Totals  include  responses  for  which  age  was  not  spe- 
cified. 


lion  to  being  a slave”  were  representative  of  re- 
sponses in  this  category. 

It  was  considered  of  value  to  relate  the  ages  at 
which  physicians  stopped  smoking  cigarettes  to  the 
reasons  why  they  stopped.  One  might  expect  the 
younger  physicians  to  be  more  influenced  by  scien- 
tific evidence  and  the  older  physicians  by  the  occur- 
rence of  symptoms.  Table  VI  shows  this  tabulation. 

SUMMARY 

In  the  fall  of  1963,  a survey  was  conducted  to 
determine  the  current  status  of  cigarette  smoking 
among  Rhode  Island  physicians.  The  results  of  this 
survey  indicate  that  33.0  per  cent  of  the  physicians 
smoke  cigarettes.  Of  the  67.0  per  cent  who  do  not 
smoke  cigarettes,  35.8  per  cent  smoked  and  stopped, 
and  31.2  per  cent  never  smoked. 

Scientific  evidence  and  occurrence  of  symptoms 
are  the  most  frequent  reasons  given  by  physicians 
for  giving  up  cigarettes. 

This  study  and  a review  of  previous  studies  indi- 
cate that  cigarette  smoking  among  physicians  is  on 
the  decrease.  To  further  support  this  conclusion, 
it  might  be  well  to  conduct  a similar  survey  in  the 
fall  of  1968. 
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Uniformed  Services  Dependents  Medical  Care 

The  Office  for  Dependents’  Medical  Care  has 
prepared  a manual  for  Physicians  and  Dentists 
Providing  Civilian  Care  to  Dependents  of  the 
United  States  Uniformed  Services.  This  manual 
should  be  of  great  assistance  to  doctors  and  doc- 
tors’ aides  in  preparing  and  submitting  claims  for 
care  under  the  Dependents’  Medical  Care  Program. 
The  manual  does  not  contain  a fee  schedule  but 
does  provide  information  on  authorized  care,  eligi- 
bility and  identification  of  eligible  dependents,  etc. 

Physicians  participating  in  the  Program  are  re- 
quested to  charge  their  usual  or  normal  fee  for  like 
services  provided  to  individuals  with  an  annual 
income  of  $4500. 

A copy  of  the  manual  will  be  mailed  to  all  phy- 
sicians in  Rhode  Island. 

Physicians  are  also  requested  to  provide  the 
fiscal  agent,  Dependents’  Medical  Care,  Mutual  of 
Omaha  Insurance  Company,  P.  O.  Box  1298, 
Omaha,  Nebraska,  68101,  of  their  Internal  Rev- 
enue Service  identification  number  ( employer 
identification  number,  personal  Social  Security 
number) . 
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END  POLIO  CAMPAIGN 
of 

Rhode  Island  Medical  Society 
Assisted  by 

Rhode  Island  Department  of  Health 
END  POLIO  ATTENDANCE 

TYPE  I ORAL  POLIO  VACCINE 


Preview  Clinic,  February  24,  1963 3,523 

73  Clinics,  March  3,  1963 610,029 

13  Mop-Up  Clinics,  March  10,  1963  57,382 

Shut-Ins 7,877 


678,811  80% 

TYPE  II  ORAL  POLIO  VACCINE 

82  Clinics,  April  21,  1963 612,817 

1 Mop-Up  Clinic,  April  28,  1963  (Cranston  Street  Armory) 13,669 

Shut-Ins 9,200 


635,686  74.9% 

TYPE  III  ORAL  POLIO  VACCINE 

90  Clinics,  October  20,  1963 617,958 

Shut-In  Total  11,634 

Mop-Up  Clinics  14,670 


644,262  76.3% 

TOTAL  VACCINE  ADMINISTRATIONS 1,958,759 


E.  P.  Anthony,  Inc. 


WILBUR  E.  JOHNSTON,  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 


178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
GAspee  1-2512 

Pharmacy  License  #225 


J.  E.  BRENNAN  & COMPANY 

Leo  C.  Clark,  Jr.,  B.S.,  Reg.  Pharm. 

/tfrot&eca'ii&i 

Two  Convenient  Locations 
5 North  Union  Street  Pawtucket,  R.  I. 

140  Central  Avenue  Seekonk,  Mass. 

7 Registered  Pharmacists 
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GASTROINTESTINAL  PACING 


Editorials 


'TpHE  successful  use  of  cardiac  pacemaking, 
both  external  and  implanted,  has  been  one  of 
the  important  developments  of  the  second  half  of 
the  twentieth  century.  At  this  writing  we  are  aware 
of  some  eight  patients  in  the  Rhode  Island  area  in 
whom  pacemakers  have  been  implanted  at  local 
hospitals.  The  performance  in  this  group  on  the 
whole  has  been  highly  encouraging. 

A further  development  of  electronic  gadgetry 
now  promises  extension  of  a similar  principle  to 
other  systems  of  the  body.  A.  M.  Bilgutay,  et  ah, 
working  in  the  clinic  of  C.  Walton  Lillehei  at  the 
University  of  Minnesota,  have  now  applied  elec- 
trical pacing  to  gastro-intestinal  ileus  (Ann.  Surg. 
158:338,  1963).  One  electrode  is  introduced  into 
the  stomach  through  a modified  standard  nasogas- 
tric tube  ; the  other  is  applied  to  the  body  externally 
by  a plate.  Both  electrodes  are  then  connected  to 
the  gastro-intestinal  pacemaker.  Although  only  a 
small  series  of  cases  has  thus  far  been  reported,  the 
initial  impression  is  one  of  great  promise.  There  is 
also  a suggested  usefulness  for  and  some  experi- 
' ence  with  transrectal  application  as  a sort  of  elec- 


tronic enema. 

Although  gastro-intestinal  suction  may  be  used 
in  conjunction  with  this  new  device,  it  is  believed 
that  often  the  need  for  suction  will  be  reduced  or 
eliminated.  It  is  interesting  that  this  development 
should  come  from  the  birthplace  of  nasogastric  suc- 
tion, which  was  introduced  many  years  ago  by  the 
prolific  W angensteen,  head  of  the  University  of 
Minnesota  surgical  clinics. 

Doctor  Lillehei  suggests  the  eventual  application 
of  the  principle  of  pacemaking  to  the  urinary  blad- 
der, and  perhaps  also  in  situations  of  uterine  inertia. 

Although  the  gastro-intestinal  pacemaker  is 
already  commercially  available,  its  use  should  be 
undertaken  with  seemly  caution.  The  writers,  how- 
ever,  draw  the  following  conclusions : “Gastro- 
intestinal pacemaking  shortens  recovery  from  para- 
lytic ileus,  reduces  or  eliminates  in  some  patients 
the  need  for  nasogastric  suction,  intravenous  fluids, 
and  the  dangers  of  reduced  electrolyte  imbalances." 
If  these  impressions  are  borne  out  by  further  ex- 
perience, the  gastro-intestinal  pacemaker  will  prove 
to  be  a very  important  development. 


END  POLIO  CAMPAIGN 


/T<he  Child-School  Health  Committee  of  the 
-L  Rhode  Island  Medical  Society  in  1962  recom- 
mended that  the  Society  conceive,  plan,  and  pro- 
mote a free  state-wide  oral  polio  immunization 
program.  The  oral  Sabin  vaccine  appeared  to  be  a 
safe  means  for  rapid  immunization  of  the  entire 
population  against  poliomyelitis.  Rhode  Island, 
America’s  most  compact,  densely  populated  area, 
appeared  to  be  an  excellent  place  to  put  theory  into 
practice.  Providence  has  10,973  inhabitants  per 
square  mile  in  its  land  area  of  18.91  square  miles, 
while  Rhode  Island  with  its  compact  boundaries  has 
812  persons  per  square  mile. 

The  Sundays  of  March  3,  April  21,  and  Octo- 
ber 21,  1963,  were  the  target  dates  for  the  END 
POLIO  campaign. 

Nearly  two  million  doses  of  Sabin  oral  vaccine, 
Types  1,  2,  and  3,  were  administered  to  the  citizens 


at  the  several  clinics  located  in  every  part  of  the 
State.  678,811  people,  or  80  per  cent  of  the  State’s 
population,  came  out  on  a beautiful  warm  Sunday 
in  March,  1963,  to  obtain  their  oral  vaccine  sugar. 
Later,  in  April,  635,686  persons  representing  75 
per  cent  of  the  population  returned  to  receive  oral 
vaccine  Type  2.  After  a pleasant  summer  during 
which  no  new  cases  of  poliomyelitis  were  reported 
in  Rhode  Island,  on  an  Indian  summer  Sunday  in 
October,  644,042  persons  returned  to  the  various 
clinics  to  receive  Type  3 vaccine,  a turn-out  of 
76  per  cent  of  the  population.  When  the  numbers 
of  people  who  received  their  vaccine  through  other 
sources  are  added  to  this  total,  it  is  possible  to 
report  that  over  80  per  cent  of  the  citizens  of  Rhode 
Island  are  now  protected  from  this  disease. 

Led  by  the  Medical  Society,  the  people  of  Rhode 
Island  responded  magnificently  to  this  program  and 

continued  on  next  page 
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with  the  greatest  possible  enthusiasm.  The  Rhode 
Island  Department  of  Health  joined  with  the  Med- 
ical Society  in  sponsoring  the  clinics,  and  Doctor 
Joseph  Cannon  made  available  more  than  fifty  of 
his  employees  to  work  with  more  than  five  hundred 
doctors  in  the  planning  and  logistics  of  this  gigantic 
operation.  Doctor  James  Bowes,  campaign  coordi- 
nator, received  outstanding  help  from  the  Women's 
Auxiliary  of  the  Rhode  Island  Medical  Society 
under  the  leadership  of  Mrs.  Ira  H.  Anjoorian  and 
from  Mr.  Daniel  DeMetteis  of  the  Rhode  Island 
Department  of  Health. 

Promotional  direction  was  by  Bo  Bernstein  & 
Co.,  while  the  District  Nursing  Association,  the 
Rhode  Island  Pharmaceutical  Association,  mem- 
bers of  PTA  organizations,  women’s  clubs,  men’s 
clubs,  service  organizations.  Red  Cross,  student 
nurses,  future  nurses,  and  city,  state  and  private 
nurses,  church  groups,  community  clubs,  and  many 
others  gave  their  time  and  worked  diligently  in 
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organizational  activities  and  in  the  clinics.  Business 
and  industry  donated  supplies  and  assisted  with 
promotion.  The  newspapers,  radio,  and  television 
were  generous  in  providing  space  and  time  and 
gave  valuable  assistance  in  explaining  the  program 
to  the  people  and  in  urging  them  to  attend  the 
clinics.  The  towns,  cities,  and  hamlets,  and  their  offi- 
cers, boards  of  education,  and  other  officials  made 
schools  and  employees  available  for  clinic  sites,  and 
to  them  we  express  our  sincere  appreciation. 

Without  the  cooperation  and  help  of  all  of  the 
citizens  of  Rhode  Island,  the  END  POLIO  cam- 
paign would  not  have  succeeded.  The  Medical 
Society  is  proud  of  its  part  in  providing  this  service 
to  the  people.  The  people  of  Rhode  Island  in  turn 
are  to  be  congratulated  on  the  success  of  this 
END  POLIO  campaign.  Rhode  Island  is  the  first 
state  in  the  Union  to  accomplish  immunization  of 
its  entire  population  against  poliomyelitis. 


THE  CHARLES  VALUE  CHAPIN  ORATION 


T)ublished  elsewhere  in  this  issue  is  the  Chapin 

Oration  delivered  by  Doctor  Owen  H.  Wagan- 
steen  at  the  152nd  Annual  Meeting  of  the  Rhode 
Island  Medical  Society  in  May,  1963. 

In  a lifetime  devoted  to  practice  and  research  in 
surgery  at  the  University  of  Minnesota,  Doctor 
Wagansteen  has  made  many  contributions  to  the 
art  and  science  of  his  chosen  specialty.  In  the  twi- 
light years  of  a distinguished  career  his  fertile 


brain  has  again  produced  a new  and  challenging 
concept  — cryotherapy  in  the  treatment  of  peptic 
ulcer,  a common  and  disabling  disorder.  Gastric 
cooling  has  already  attained  a secure  place  in  the 
management  of  bleeding  duodenal  ulcer.  Gastric 
freezing  must  yet  be  proven.  Doctor  Wagansteen 
tells  the  exciting  story  of  his  newest  development 
in  the  current  Oration. 


GROUP  HEALTH  AND  LABOR 


On  November  2,  1963,  according  to  press 
reports,  the  local  leaders  of  the  AFL-CIO 
announced  plans  for  “the  immediate  establishment 
of  the  Rhode  Island  Group  Health  Association, 
Inc.,  for  the  operation  of  group  health  programs  in 
the  medical  field  to  demonstrate  that  not  only  cura- 
tive but  preventive  and  diagnostic  services  can  be 
made  available.”  Certainly  no  one  can  take  excep- 
tion to  these  goals.  A critical  evaluation  of  any  plan 
must  await  publication  of  its  detailed  provisions 
and  mode  of  operation. 

It  is  worthwhile,  nevertheless,  to  emphasize  a 
few  general  principles.  In  the  first  place,  only  doc- 
tors can  practice  medicine.  A plan  may  use  the 
existing  structure  of  practice,  or  it  may  depend  on 
contract  physicians  or  closed  groups.  Plans  using 
the  latter  devices  have  been  in  operation  and  have 
gained  a certain  degree  of  acceptance.  These  meth- 
ods are  not  necessarily  detrimental  to  good  medical 
care.  It  should  be  clear  to  the  public,  however,  that 
contract  or  panel  medicine  denies  to  the  patient 
free  choice  of  physician,  a right  so  far  demanded  by 
most  Americans. 

The  second  fact  that  should  be  made  clear  is  the 


important  role  of  hospitals  in  medical  care.  A plan 
must  either  use  the  existing  hospital  system,  or  it 
must  provide  hospitals  of  its  own.  Good  hospitals 
are  very  expensive  to  build  and  operate.  Hospital 
trustees  or  governing  boards  are  very  jealous  of 
their  right  to  determine  the  quality  of  personnel  and 
general  make-up  of  their  hospital  staffs.  They  are 
not  likely  to  yield  this  right  to  outside  groups.  Nor 
can  hospital  costs  generally  be  expected  in  the  fore- 
seeable future  to  go  anywhere  but  upwards.  A plan, 
of  course,  can  attempt  to  run  its  own  hospitals.  It 
is  naive,  however,  to  expect  that  this  will  represent 
an  economy,  especially  when,  in  all  likelihood, 
union  wages  will  be  paid  throughout  the  hospital 
organization. 

In  another  area,  efficiency  of  operation,  we  should 
like  to  re-emphasize  a fact  often  overlooked.  Ad- 
ministrative costs  in  Rhode  Island  Blue  Cross  and 
Physicians  Service  are  the  lowest  in  the  country  for 
plans  of  this  size.  No  group  plan  is  likely  to  do 
appreciably  better  in  efficiency  of  operation. 

With  the  expressed  goals  of  the  labor  group  we 
can  only  express  admiration.  We  wish  them  well  in 
this  difficult  undertaking. 


EDITORIALS 


COLLEGIATE  COMMON  SENSE 
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/T,he  Brown  Daily  Herald  has  earned  the 
sincere  approval  of  the  medical  profession  of 
this  State,  and  indeed  of  Rhode  Islanders  generally, 
for  the  clear  and  definite  stand  that  it  has  taken  on 
the  subject  of  advertising  by  the  cigarette  com- 
panies. After  pointing  out  that  the  decision  of  the 
tobacco  industry  to  discontinue  advertising  in  the 
college  publication,  which,  by  the  way,  will  cost 
the  Daily  Herald  about  $7,000  a year,  the  editorial 
goes  on  to  show  that  this  move  is  merely  a “grand 
stand  play”  which  in  no  way  indicates  an  intention 
to  desist  from  an  attempt  to  induce  the  development 
of  the  cigarette  habit  in  young  people. 

On  the  contrary  it  is  pointed  out  that  the 
campaign  to  seduce  adolescents  has  actually  been 
stepped  up,  with  the  implication  that  the  smoking 
of  cigarettes  is  a manly,  and  also  womanly,  accom- 
plishment (“separates  the  men  from  the  boys  but 


not  from  the  girls”),  or  soft  music  (“take  a puff  — 
it’s  Springtime !”),  pretty  girls  with  boys  in  sylvan 
glades,  and  similar  exhibits,  all  of  which  are  offen- 
sive in  the  extreme  to  physicians  who  know  the 
stark  facts.  One  has  only  to  recount  the  list  of  those 
Rhode  Island  physicians  who  have  succumbed 
either  to  bronchogenic  carcinoma  or  obstructive 
emphysema  in  recent  years  to  realize  the  serious- 
ness of  a situation  which  has  been  emphasized  again 
and  again  in  this  and  other  medical  journals.  When 
it  was  announced  that  the  giving  of  free  cigarette 
samples  to  students  at  dinners  and  other  meetings 
would  be  prohibited  at  the  university  there  was  an 
immature  outcry  at  first.  It  is  now  very  gratifying 
to  note  the  keen  and  mature  judgment  evidenced 
by  the  article  entitled  “Advertisers  Ploy”  in  the 
Brown  Daily  Herald  of  Wednesday,  September  18. 


WORKMEN’S  COMPENSATION  AND  REHABILITATION 

IN  RHODE  ISLAND 


"Published  in  this  issue  is  a thoughtful  analysis, 
by  an  expert  in  the  field,  of  practices  in  this 
State  in  the  application  of  physical  medicine  and 
rehabilitation  in  Workmen’s  Compensation  inju- 
ries. Editorial  comment  is  self-contained  in  this 
excellent  discussion.  We  agree  with  the  author's 
conclusion  that : 


“The  attending  physician  holds  the  key  to  the 
success  or  failure  of  any  rehabilitation  effort 
directed  at  the  injured  worker.  The  doctor  is  the 
natural  ally  of  the  rehabilitation  program,  once  he 
understands  its  objectives  and  techniques.” 

Education  of  the  individual  physician  as  to  his 
responsibilities  in  this  field  is  urgent. 


THE  COMING  IMAGE  OF  THE  PHYSICIAN 


At  the  November  meeting  of  the  Providence 
• Medical  Association,  Doctor  Frederick  W. 
Barnes,  Professor  of  Medical  Science  at  Brown 
University,  read  the  evening’s  lecture,  which  had 
the  same  title  as  this  editorial.  While  it  would  be 
difficult  to  summarize  in  a few  words  his  charming 
philosophical  essay,  the  message,  as  it  came  to  this 
writer,  seemed  to  be  that  the  older  image  of  the 
doctor  as  a family  friend  and  adviser  will  inevitably 
be  subject  to  pressures  and  erosion  under  the  impact 
of  developing  medical  science.  Yet  every  effort 
must  be  made  in  the  future  to  develop  doctors  of 
scientific  learning  and  insight,  while  at  the  same 
time  we  aim  to  preserve  the  long  honored  traditions 
of  culture  and  humanity.  At  the  same  meeting  an 
event  transpired  which  exemplifies  strikingly  the 
impact  of  changing  medical  practice  on  the  image 
of  the  physician.  Fourteen  physicians  were  ad- 
mitted that  evening  to  membership  in  the  Associa- 
tion, one  of  the  largest  groups  of  new  members  on 
record.  In  the  entire  list  there  was  not  a single 


general  practitioner.  We  shall  not  attempt  to  judge 
whether  the  trend  which  this  represents  is  good  or 
bad.  As  a fact,  however,  its  impact  on  the  image  of 
the  physician  in  the  long  run  will  be  drastic. 

Other  trends  in  medical  practice  are  having  an 
equally  important  effect.  Doctor  T.  Stewart  Ham- 
ilton, Administrator  of  the  Hartford  (Connecticut) 
Hospital,  has  discussed  some  of  these  matters  in 
a recently  published  paper  concerning  the  relations 
between  doctors  and  hospitals  (J.A.H.A.,  July  1, 
1963).  The  emergency  department  of  the  general 
hospital,  he  points  out,  gives  the  most  dramatic 
evidence  of  the  changing  place  of  the  hospital  in 
meeting  the  demands  and  needs  of  the  public.  In 
the  past  fifteen  years,  visits  to  emergency  depart- 
ments have  risen  remarkably,  a change  of  which 
this  Society  has  recently  taken  official  cognizance. 
Studies  indicate  that  this  increase  has  been  sought 
neither  by  hospitals  nor  by  doctors.  Several  factors 
have  been  responsible,  among  which  are  lack  of 
availability  of  the  busy  physician,  the  increased 

continued  on  next  page 
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likelihood  of  his  being  at  the  hospital,  and  his 
increased  dependence  upon  the  hospital  for  the 
services  and  facilities  it  provides.  The  public  has 
come  to  the  hospitals  demanding  service,  and  the 
hospitals  have  arranged  to  provide  it.  Doctor 
Stewart  further  points  out  that  there  has  been  a 
steady  growth  of  in-hospital  practice  which  has  not 
necessarily  been  sought  by  the  hospitals.  Because 
of  the  increasing  complexity  of  medical  care,  he 
predicts,  and  with  considerable  accuracy  we  feel, 
that  this  trend  is  likely  to  continue. 

With  sympathetic  insight,  Doctor  Stewart 
attempts  to  analyze  the  peculiar  motivations  and 
character  traits  which  belong  to  the  doctor  and  are 
less  likely  to  change  than  the  milieu  in  which  he 
operates.  While  premedical  students  do  not  seem 
much  different  from  their  contemporaries  in  col- 
lege, a subtle  alchemy  occurs  while  they  are  in 
medical  school  or  serving  as  house  officers,  which 
sets  them  a bit  apart.  While  society  becomes 
increasingly  organization-minded,  the  physician 
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retains  his  individuality  as  an  independent  decision- 
maker. After  assembling  facts  and  judging  proba- 
bilities he  decides  on  a course  of  action  upon  his 
own  responsibility.  His  authority  is  based  upon  his 
need  and  ability  to  give  orders,  and  he  expects  them 
to  be  carried  out.  More  than  most  members  of 
society,  peer  acceptance  and  the  respect  of  his 
fellows  is  vitally  important.  To  be  a physicians’ 
physician,  if  not  necessarily  the  most  lucrative  posi- 
tion, is  certainly  the  most  honored.  Finally,  his 
conservatism,  often  the  most  maligned  of  his  group 
characteristics,  is  perhaps  the  most  natural.  If  one 
considers  his  generally  accepted  and  well-regarded 
position  in  society,  it  is  hardly  surprising  that  the 
average  physician  is  a conservative.  Doctor  Stewart 
makes  the  plea  that  he  should  be  respected  for  his 
convictions.  Any  change  in  traditional  patterns  of 
rendering  medical  practice,  he  believes,  should  as 
far  as  possible  be  compatible  with  these  convictions. 
With  all  of  this  we  heartily  agree. 


"THREESCORE  YEARS  AND  TEN” 


T engthening  the  life-span  of  man  is  at  an  end. 

The  mean  expectation  of  life  for  white  females  is 
seventy-four  years,  and  for  white  males,  sixty-seven 
years.  About  one  half  year  only  has  been  added  in 
the  last  ten  years.  We  physicians  and  the  public 
have  unwittingly  considered  that  continuous  exten- 
sion of  man’s  life  span  would  naturally  result  from 
improvements  in  medical  technology.  This  belief 
was  reasonable,  since  in  the  last  one  hundred  years 
about  thirty  years  have  been  added  to  the  average 
life  span. 

Past  extensions  have  resulted  entirely  from  the 
elimination  of  what  might  be  termed  accidental 
deaths  due  to  trauma,  the  infectious  accidents,  and 
problems  in  neo-natal  life.  Even  with  the  complete 
elimination  of  infectious  diseases  and  the  conquest 
of  cancer  in  the  future,  significant  further  gains 
cannot  be  anticipated.  These  are  the  conclusions  one 
must  draw  from  the  Metropolitan  Life  Insurance 
Company’s  Statistical  Bulletin,  Vol.  44,  of  July 
1963. 

Coincident  in  time  is  the  publication  of  a scholarly 
historical  review  of  concepts  of  aging,  by  Richard 
L.  Grant,  in  this  summer’s  1963  issue  of  “Perspec- 
tives in  Biology  and  Medicine.”  In  his  conclusion 
he  states,  “The  future  can  only  augment  our  knowl- 
edge of  aging  in  the  senescent  period  ; yet  it  should 
probably  be  emphasized  that  the  ultimate  cause  of 
aging  sought  by  most  of  the  authors  of  the  past,  and 
occasionally  today,  may  not  be  found  by  science 
at  all.  The  answers  available  today  about  various 
phases  of  the  aging  process  are  given  at  the  phe- 


nominal  level  only.  While  they  have  step  by  step 
removed  the  veil  obscuring  our  understanding  of 
the  actual  workings  of  the  body,  they  do  not  in  any 
way  provide  evidence  which  could  be  interpreted  as 
revealing  the  ultimate,  or  first  cause  of  aging.” 

A confrontation  with  the  problem  at  a high  level 
has  been  summarized  by  Bernard  L.  Strehler 
in  his  chapter  “Dynamic  Theories  of  Aging,”  in 
the  symposium  entitled  “Aging”  presented  at  the 
Chicago  meeting  of  the  American  Association  for 
the  Advancement  of  Science,  December  of  1959. 
Here  he  states,  “Living  systems  are  essentially 
energy  transducers  of  a special  type.  Aging,  in  this 
context,  can  be  defined  as  the  regular  and  predict- 
able failure  of  these  transducers,  due  to  internal, 
i.e.  genetic  factors.” 

The  evidence  from  a gathering  of  statistics,  a 
historical  review,  and  insight  by  creative  thinking 
into  the  theories  of  life  and  death,  all  point  to  the 
same  hard  fact  that  our  present  tactical  and  tech- 
nical approach,  and  our  biologic  theorizing  is  in- 
sufficient to  solve  the  riddle.  It  is  anticipated  that 
an  imaginative,  theoretical  development  in  pure 
abstract  science  will  anticipate  in  time  the  actual 
significant  alteration  in  life  expectancy. 

In  the  meantime,  the  profession  may  well  direct 
itself  to  success  on  the  tactical  front,  so  that  modest 
gains  in  life  expectancy  are  possible.  Certainly,  a 
life  free  of  disease  is  no  idle  dream.  The  sociological 
implications  are  that  we  may  anticipate  a static 
population  of  the  aged,  rather  than  a continuing 
dynamic  shift  to  increasing  numbers  of  aging  indi- 
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viduals.  It  would  appear  that  physician  and  layman 
alike  will  then  be  directing  most  of  their  energies  to 
improving  our  lot,  rather  than  further  lengthening 
of  life. 

“The  days  of  our  years  are  threescore  years  and 
ten ; and  if  by  reason  of  strength  they  be  four- 
score years,  yet  is  their  strength  labour  and 
sorrow;  for  it  is  soon  cut  off,  and  we  fly 
away.  . . .” 

. . So  teach  us  to  number  our  days,  that  we 
may  apply  our  hearts  unto  wisdom.” 

Psalm  90 :10, 12 


MANUSCRIPTS 

Manuscripts  for  publication  and  correspondence 
relating  to  them  should  be  sent  to: 

Editor,  Rhode  Island  Medical  Journal 

106  Francis  Street 

Providence  3,  Rhode  Island 

Manuscripts  should  be  typewritten  on  one  side 
of  the  paper  only,  double-spaced,  and  with  liberal 
margins.  References  should  be  placed  at  the  end 
of  the  article  and  should  conform  to  the  style  of 
Quarterly  Cumulative  Index  Medicus,  giving 
author,  title,  journal,  volume,  page,  month  and 
year  (e.g.,  Doe,  J.:  Calcium  Therapy,  Rhode  Island 
M.  J.  61:22  June,  1961).  References  to  books, 
monographs  and  pamphlets  should  indicate  the 
author,  the  title,  the  name  and  city  of  the  publisher, 
the  year  of  publication,  edition,  and  page  number 
of  the  reference. 
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ACCREDITED ! 

National  Council  for  the  Accreditation 
of  Nursing  Homes 

REGISTERED  — ACCEPTED ! 
American  Hospital  Association 

FURTHER  GUARANTEES  THE  ULTIMATE 
IN  NURSING  HOME  CARE  FOR 
YOUR  PATIENTS 


TOO  WAMPANOAG  TRAIL 
EAST  PROVIDENCE,  R.  I. 
438-4275 
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"your 
very  good 
health” 


In  pediatrics  ...  in  geriatrics 
. . . and  all  the  years  between  — 
Milk  — Nature’s  most  nearly 
perfect  food,  figures  promi- 
nently in  the  balanced  diet. 

For  you,  your  family  and  your 
patients,  the  A.  B.  Munroe 
Dairy  produces  the  finest  milk 
available.  Fortified  with 
Vitamin  D,  processed  in 
immaculate  surroundings, 
conforming  to  stringent  quality 
requirements,  A.  B.  Munroe 
milk  is  the  ultimate  in  purity 
and  safety. 


A.  B.  MUNROE  DAIRY,  INC. 

151  Brow  Street,  East  Providence,  Rhode  Island 

Call  GE  8-4450 
for  Home  Delivery 
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HOUSE  OF  DELEGATES 

of  the 

RHODE  ISLAND  MEDICAL  SOCIETY 

j 

Report  of  Meeting  Held  on  November  4,  1963 


A special  meeting  of  the  House  of  Delegates 
was  held  at  the  Rhode  Island  Medical  Society 
Library  on  Monday,  November  4,  1963.  The  meet- 
ing was  called  to  order  by  the  President,  Doctor 
Thomas  Perry,  Jr.,  at  7 :30  p.m.  The  following 
delegates  were  in  attendance  : 

Peter  C.  Erinakes,  m.d.  ; Edmund  Hackman, 
m.d.  ; John  M.  Vesey,  m.d.  ; Thomas  Perry,  Jr.,  m.d.  ; 
John  C.  Ham,  m.d.  ; Michael  DiMaio,  m.d.  ; J.  Mur- 
ray Beardsley,  m.d.  ; Arthur  E.  Hardy,  m.d.  ; Robert 
R.  Baldridge,  m.d.  ; John  T.  Barrett,  m.d.  ; J.  Rob- 
ert Bowen,  m.d.;  Wilfred  Carney,  m.d.;  Joseph 
Caruolo,  m.d.;  Francis  Chafee,  m.d.;  Henry 
Fletcher,  m.d.;  Frank  Fratantuono,  m.d.;  Seebert 
J.  Goldowsky,  m.d.  ; Joseph  Fambiase,  m.d.  ; Robert 
V.  Fewis,  m.d.  ; Arnold  Porter,  m.d.;  William  A. 
Reid,  m.d.  ; Ralph  D.  Richardson,  m.d.;  Carl  S. 
Sawyer,  m.d.;  Stanley  D.  Simon,  m.d.,  and  John 
Turner,  II,  m.d. 

Doctor  Michael  DiMaio,  Secretary,  read  a pro- 
posed dual  resolution  prepared  by  a special  com- 
mittee of  the  Society  with  advice  of  legal  counsel, 
copy  of  which  had  been  sent  to  the  members  of  the 
House  in  advance  of  the  meeting,  and  copy  of  which 
is  made  part  of  the  official  minutes  of  this  meeting. 

Doctor  John  Turner,  II,  Chairman  of  the  special 
committee,  reviewed  the  proposed  resolution  and 
by-law  change,  and  he  reported  that  the  committee 
had  submitted  the  complete  proposal  to  the  House, 
but  it  recommended  that  only  the  resolution,  and 
not  the  by-law  amendment,  be  adopted  at  this  time 
for  submission  to  the  House  of  Delegates  of  the 
American  Medical  Association  at  its  Portland, 
Oregon,  meeting  in  December. 

A motion  was  made  to  approve  the  recommenda- 
tion of  the  committee  and  to  adopt  the  resolution 
submitted.  The  motion  was  seconded. 

A motion  was  made  to  amend  by  inserting  the 
word  “such”  before  members  in  line  five  (5)  of  the 
resolution.  The  motion  was  seconded. 

A motion  was  made  to  table  the  amendment.  The 
motion  was  seconded  and  passed  on  a division  vote. 

The  original  motion  was  passed  and  the  following 
resolution  thereby  adopted : 

“WHEREAS  the  Rhode  Island  Medical  Society 
believes  that  any  qualified  physician  should  be  eli- 


gible for  membership  in  the  American  Medical 
Association,  or  any  constituent  association  or  com- 
ponent society  thereof,  regardless  of  race,  religion 
or  place  of  national  origin  ; and 

WHEREAS  any  such  discrimination  violates  the 
spirit  of  the  provisions  of  ARTICLE  II  of  the 
Constitution  of  the  American  Medical  Association ; 
NOW,  THEREFORE,  be  it 
RESOLVED : That  the  House  of  Delegates  of 
the  American  Medical  Association  at  its  meeting 
held  in  Portland,  Oregon,  in  December,  1963,  be 
urged  to  adopt  the  following  resolution : 

“That  the  Board  of  Trustees  of  the  American 
Medical  Association  be,  and  thereby  is,  instructed 
to  take  such  action  as  it  deems  necessary  or  appro- 
priate to  deny  the  rights  and  privileges  of  mem- 
bership in  the  American  Medical  Association  to 
members  of  any  constituent  association  or  compo- 
nent society  thereof  which  denies  membership  to 
any  qualified  physician  because  of  race,  religion  or 
place  of  national  origin.” 

Doctor  Perry  reported  that  Doctor  F.  B.  Agnelli 
of  W esterly  had  notified  him  that  he  would  be  un- 
able to  attend  the  meeting,  and  that  he  supported 
the  resolution  as  proposed.  He  also  reported  that 
Doctor  G.  A.  Motta  of  Providence  had  notified  him 
he  would  be  unable  to  attend  the  meeting,  and 
although  he  favored  the  principle  of  the  motion,  he 
had  objections  to  its  phrasing. 

The  House  adjourned  at  8 : 12  p.m. 

Respectfully  submitted, 

Michael  DiMaio,  m.d.,  Secretary 


X-RAY  DIAGNOSIS 

( See  Page  634 ) 

Answer:  Pneumo cholecystitis 

The  pear-shaped  collection  of  gas  in  the  RUQ 
represents  the  gallbladder.  There  is  a large  stone 
impacted  in  the  ampulla  of  the  gallbladder  and 
there  are  characteristic  streaks  of  gas  within  the 
wall  of  this  structure.  At  surgery,  C.  welchii  was 
cultured  from  the  badly  inflamed,  gangrenous 
gallbladder. 


When  the  otherwise  normal,  healthy  patient  complains 
of  discomfort  and  backaches,  many  doctors  suggest  a 


A.  H.  \ 
ica,  Calif.  / 


Mr.  T. 
Santa  Mon 


Sealy  Posturepedic  mattress 


f you  find  backache  brought  on  by  poor  sleeping  posture, 
:onsider  the  experience  many,  many  doctors  and  patients 
lave  had  with  Sealy  Posturepedic.  In  countless  cases,  they 
have  found  Posturepedic  truly  helps  be- 
cause it  provides  essential  firm  support. 


Sealy  Posturepedic  is  designed  in  cooperation  with  lead- 
ing orthopedic  surgeons  for  good  sleeping  posture.  Its 
firmness,  providing  the  kind  of  support  acknowledged 
most  beneficial,  helps  keep  the  spine  in  line  and  tends  to 
reduce  muscle  tension. 


NOW!  SPECIAL  PROFESSIONAL  DISCOUNT  ON  POSTUREPEDIC 


As  a doctor,  you  are  invited  to  take  advantage  of  a 
professional  discount  on  the  Sealy  Posturepedic. 

We  believe  your  personal  use  will  convince  you 
of  the  Posturepedic’s  distinctive  benefits  and,  we 
would  hope,  merit  your  valued  recommendation. 

The  professional  discount  represents  a saving  of 
$39  per  set  over  the  regular  retail  price  for  mat- 
tress and  foundation.  Limited  to  one  full  or  two 
twin  size  sets. To  place  your  order,  mail  this  coupon,  to  Sealy  Mattress 
Company,  Oakville,  Conn. 

□ Enclosed  is  my  check.  Please  send  the  Sealy  Posturepedic  set(s) 
indicated  below.  (To  be  delivered  by  my  nearest  Sealy  dealer.) 


Retail 


Professional 


Posturepedic  innerspring  mattress  and  foundation 

$159.00  per  set  (add  state  tax) $120.00 

Posturepedic  in  Foam  Rubber  $159.00  per  set 

(add  state  tax) $120.00 


Dr. 


Residence. 


□ 1 Full  Size 

□ 1 Twin  Size 

□ 2 Twin  Size 


Check  your  preference: 

□ Innerspring  Set 

□ Foam  Rubber  Set 


City. 


Zone_ 


.State. 


□ Please  send  me  additional  information  about  professional  dis- 
counts on  Sealy  Posturepedic  mattresses. 


SEALY  MATTRESS  CO.,  OAKVILLE,  CONN. 

©Sealy,  Inc.,  1963— ®T.M.  Reg.  U.S.  Pat.  Off. 
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CAPTAINS  CAROUSING  IN  PROVIDENCE* 

A Seldom  Glimpsed  Side  of  the  Social  Life  of 
18th  Century  Providence 


Among  the  Waterman  family  papers  in  the 
Society’s  collection  are  a number  of  journals 
kept  by  Dr.  Zuriel  Waterman  while  serving  as 
surgeon  on  privateers  during  the  Revolutionary 
War.  The  following  excerpt  from  one  of  them 
throws  light  on  a seldom  glimpsed  side  of  the  social 
life  of  eighteenth  century  Providence.  Dr.  Water- 
man, twenty-four  years  old  at  the  time,  had  just 
returned  from  a seventy-five  day  cruise  in  the 
privateer  Argo,  and  he  and  his  shipmates  no  doubt 
felt  fully  entitled  to  a little  hearty  relaxation. 

Dr.  Waterman  was  born  in  Pawtuxet,  20  Janu- 
ary 1756,  son  of  Captain  Christopher  and  Phebe 
(Aborn ) Waterman.  He  died  at  Pawtuxet,  18  Sep- 
tember 1786  as  a result  of  inhaling  the  poisonous 
fumes  in  an  empty  gin  vat  from  which  he  was  trying 
to  extricate  a friend. 

Clarkson  A.  Collins,  3rd. 

^ ^ 

January  26  — 1780.  Fair  but  very  cold  Break- 
fast aboard  the  Argo  — was  inform’d  that  Col. 
Talbot  receid  a Letter  from  Congress  to  discharge 
the  Argo  in  consequence  of  the  Owner  of  the  Argo 
is  applying  to  Congress  for  her  — Officers  con- 
cluded to  have  a Bandge  to  Night  — Met  Lt. 
Springer  went  with  him  to  Bradford’s  Tavern 
found  nigh  a Dozen  officers  there  Drank  several 
Bowls  of  Grog  & Pots  of  Cyder  there  — at  Night 
went  on  board  the  Argo  Began  our  frolic  with 
Several  stout  Bowls  of  grog  & Toddy — raw  Drams 
Slings  &c.  singing  roaring  &c.  Till  wee  got  too  big 
for  the  Cabbin  to  hold  us  and  then  sallied  out  in  the 
street  but  did  not  forget  to  carry  a Bottle  of  Rum 
with  us  it  being  exceeding  cold  & about  8 o Clock 
— all  in  good  Spirits  & good  Spirits  in  us  not  a Man 
of  us  wou’d  flagg  thus  accouttred  we  went  along 
street  shouting  & singing  & now  & then  to  cheer  our 
hearts  stop  & take  a drink  — the  word  was  Argo  ! 
by  this  word  we  rais’d  several  of  our  Companions 
& so  recruited  our  Company  went  over  the  Bridge 
got  a Negro  fidler  •&  proceeding  up  town  went  in  to 
a house  to  have  a dance  but  a woman  was  sick 
there  — so  — we  went  along  further  over  the  Mill 
Bridge  & went  in  a house  to  make  our  frolic  there 
but  they  had  got  the  start  of  us  & had  a frolic  of 

^Reprinted  with  permission  from  Rhode  Island  History, 
October,  1962,  Published  by  the  Rhode  Island  Historical 
Society. 


their  own  one  of  the  women  was  tumbling  to 
pieces  — this  business  being  above  our  capacity  in 
our  present  condition  we  thought  fit  to  pack  off — so 
went  off  like  so  many  kegs  of  Rum  tumbling  down 
every  now  & then  but  that  did  not  disconcert  us  so 
but  that  we  rose  again  ^ — Sstop’d  at  a house  where 

S y S r was  kept  by  \V m R 11  but 

made  no  tarry  there  & away at  length  we  all 

met  at Jenks’  Tavern & made  out  this 

List  Viz.  R.  Mumford  E.  Talbot  W.  Bucklin 
myself.  Jno.  Giffords  L.  Mumford  J.  Pollinshow 

—ALg? Lawrence.  L.  Olney.  v - ' LA  Burkitt  

Owens  Cozens  went  to  fidling  & Danc- 

ing But  R.  M.  — L.  O.  got  so  that  they  were 
carry ’d  to  bed  & W.  B.  was  no  better  he  sat 
a sleep  & nodding  by  the  fire  for  3 or  4 hours  & then 
got  so  as  to  steal  off  & go  home  the  others  kept  it 
up  & intended  to  have  a Supper  but  the  Landlord 


affronting  us  we  calld  for  the  Bill  — disputed  it  & 
several  of  us  came  off  his  Bill  was  this  Viz. 

To  4 Double  Bowls  of  Grog  ...  72  Dollars 

8 Muggs  of  Cyder 16  do 

A Rasher 4 do 

2 Slings 7 

A Chair  broke  & fire  & Candles  . 21  do 


120 

we  kept  our  own  acc’t  & had  but  4 Muggs  of  Cyder 
& 3 Bowls  of  grog  no  slings  but  one  round  of  a 
Chair  broke  & his  rasher  but  a small  bit  of  Mutton 

no  bigger  than  one’s  finger 

I went  on  board  the  vessel  with  J.  Pollingshow 
cou’d  not  get  my  Boots  off  slept  a very  little  it 
being  4 o Clock ■ — 

January  27.  1780^Mvery  cold  but  fair  day 
about  5 o Clock  this  morning  E Talb.  L.  Mumf. 
& L.  Olney  came  on  board  pretty  high  they  brought 
fire  from  the  house  with  them  & made  several  fires 
in  the  street  as  they  came  along  after  they  got  a 
drink  again  they  sally’d  out  for  more  fun  carrying  a 
Coffee  Pot  of  strong  sling  with  them  a little  after  7 
they  came  on  board  again  having  took  a Sentry’s 
Gun  away  from  him  & perform’d  several  more 
exploits  — 

I dress’d  a mans  foot  that  was  scalded  last  night 
aboard  the  Argo  — Din’d  at  Capt.  Castile  went 
down  to  Pawt.  log’d  with  Z.  R.  — 


Empty  capsules  are  filled  by  the  finest 
precision  machinery  available  . . . but 
no  machine  is  perfect.  That’s  why  all 
Lilly  Pulvules®  (filled  capsules)  are 
given  the  "thirty-minute  checkup”  to 
be  certain  that  uniformity  is  main- 
tained. At  least  once  every  thirty  min- 
utes ten  filled  capsules  are  taken  from 


each  machine  and  carefully  weighed 
on  a prescription  balance.  In  addition, 
the  checks  are  double-checked  at  least 
four  times  each  day  . . . another  of 
the  many  stringent  controls  which  as- 
sure you  that  the  Lilly  products  you 
prescribe  provide  quality  that  merits 
the  full  measure  of  your  confidence. 


Eli  Lilly  and  Company 


Indianapolis  6 , Indiana,  U.S.A. 


300680 


668 


RHODE  ISLAND  MEDICAL  JOURNAL 


nrr ttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttt 


BOOK  REVIEWS 


REVIEW  OF  MEDICAL  PHYSIOLOGY  by 
William  F.  Ganong,  m.d.  Lange  Medical  Publi- 
cations, Los  Altos,  Calif.,  1963.  $6.50 

REVIEW  OF  PHYSIOLOGICAL  CHEMIS- 
TRY by  Harold  A.  Harper,  ph.d.  9th  edition. 
Lange  Medical  Publications,  Los  Altos,  Calif., 
1963.  $6.00 

Two,  seven  by  ten,  soft  cover  lithographed  texts 
on  related  subjects,  by  the  same  publishing  com- 
pany, and  by  two  equally  gifted  teachers  have  been 
written  most  understanding^  for  the  physician  and 
medical  student.  Physician  and  medical  student 
should  always  be  one. 

Seldom  have  these  two  essential  pre-clinical  sci- 
ences been  better  written  for  a specific  purpose, 
namely,  to  condense  and  expound  those  aspects  of 
these  basic  pre-clinical  sciences  as  they  have 
pointed  relevance  for  the  student  of  medicine. 

The  format  of  the  book  is  emphasized  because  it 
aesthetically  says,  “This  is  not  a text  for  all  time, 
but  is  perishable,  as  is  the  information  it  contains.” 
Science  is  said  to  be  never  perfect,  but  always 
capable  of  being  perfected.  By  biennial  rewriting 
of  the  material  in  a semi-textbook  fashion,  the 
material  always  has  the  unity  and  perspective  that 
a textbook  should. 

The  word  “review”  appears  often  in  medicine.  It 
is  apt  to  repulse  rather  than  attract.  Many  reviews 
are  nothing  more  than  casual  glances  at  current 
developments  in  the  field,  summarized  by  a sentence 
or  two,  and  annotated  with  references,  many  of 
which  the  reviewer  has  not  read.  In  every  sense, 
these  reviews  are  entirely  different.  The  subjects 
have  been  reviewed,  digested,  and  integrated,  and 
selected  references  appended. 

These  two  books  are  working  books  ; they  should 
be  in  the  conference  room  of  all  medical  services, 
and  in  the  offices  of  all  who  teach  clinical  medicine. 
Quick,  accurate  reviews  of  essential  material  can  be 
made,  aided  by  the  good  diagramming  and  figures. 
Above  all,  the  material  is  presented  concisely  and 
briefly. 

Both  books  were  written  for  post-graduate  med- 
ical courses  for  physicians,  at  the  University  of 
California.  Continuing  post-graduate  education  at 
home  in  medical  physiology  and  physiological  chem- 
istry can  easily  be  obtained  by  anyone  with  these 


books. 

Robert  V.  Lewis,  m.d. 

HANDBOOK  OF  ORTHOPAEDIC  SURGERY 
by  Alfred  Rives  Shands,  Jr.,  m.d.,  and  Richard 
Beverly  Raney,  m.d.  With  the  Collaboration  of 
H.  Robert  Brashear,  m.d.  Sixth  edition.  C.  V. 
Mosby  Co.,  Saint  Louis,  1963.  $11.50 

The  Handbook  lives  up  to  its  definition  as  a small 
guidebook  through  a vast  amount  of  orthopedic 
facts  and  principles.  Although  designed  for  the 
student  and  general  practitioner,  it  presents  a suc- 
cinct, well  illustrated,  review  of  current  orthopedic 
opinion  suitable  for  any  reader. 

The  material  is  well  organized  and  generously 
sprinkled  with  historical  perspective  and  practical 
information  that  make  it  not  only  interesting  read- 
ing but  a good  ready  reference  book  for  the  house 
staffer. 

Henry  M.  Litchman,  m.d. 


DISEASES  OF  THE  SKIN  for  Practitioners 

and  Students  by  George  Clinton  Andrews,  m.d., 

and  Anthony  N.  Domonkos,  m.d.  Fifth  edition. 
W.  B.  Saunders  Co.,  Phil.,  1963.  $16.50 

Andrews’  textbook  of  dermatology  continues  to 
be  the  classic  that  it  has  been  for  so  long.  Transla- 
tion into  Spanish  and  Italian  is  further  evidence  of 
the  value  of  the  volume.  By  the  association,  in  this 
5th  edition,  of  the  well-known  junior  author  new 
vigor  has  been  added  to  the  wisdom  and  knowledge 
of  the  previous  ones. 

Many  good  old  illustrations  of  previous  editions 
have  been  replaced  by  a large  number  of  excellent 
new  ones  adding  considerably  to  the  value  of  the 
book.  To  make  the  book  useful  to  the  general  prac- 
titioner, the  number  of  references  is  small.  Treat- 
ment is  discussed  in  a very  comprehensive  way  and 
is  well  presented. 

On  griseofulvin  for  mycoses  a word  could  have 
been  added  on  the  importance  of  obtaining  a labora- 
tory diagnosis  before  therapy  is  instituted.  The 
term  venereal  wart  could  have  been  mentioned  to 
discourage  its  use  as  a synonym  of  acuminated 
condyloma. 

Following  the  trend  of  the  time,  there  is  less 
emphasis  on  the  use  of  x-ray  therapy  for  acne.  For 

continued  on  page  670 
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other  conditions  roentgen  therapy  is  discussed  at 
length. 

The  book  is  highly  recommended  to  the  derma- 
tologist and  the  general  practitioner. 

F.  Ronchese,  m.d. 

PROGRESS  IN  LIVER  DISEASES.  Edited 
by  Hans  Popper,  m.d.,  ph.d.,  and  Fenton  Schaff- 
ner,  m.d.,  m.s.  Grune  & Stratton,  N.Y.  and  Lond., 
1961.  $13.75 

Intense  interest  by  many  investigators  in  diseases 
of  the  liver  began  during  the  World  War  II  years. 
The  multicentric  interests  geographically  and  intel- 
lectually have  been  brought  together  on  numerous 
occasions  by  various  editors.  Historically,  the 
Josiah  Macy  Foundation  Conferences  on  Liver 
Injury  in  the  forties  established  the  trend  which  led 
to  this  ambitious  series  of  Progress  in  Liver  Disease. 
This  is  the  first  of  a series. 

Many  of  the  contributors  to  the  original  Macy 
Foundation  Symposia  are  found  like  old  friends  in 
the  table  of  contents.  Many  new  names  and  contri- 
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butions  have  been  made  by  European- Japanese 
investigators.  The  chapter  on  autoimmunity  in 
liver  disease  quite  naturally  came  from  Australia, 
where  autoimmunity  in  liver  disease  has  the  stamp 
of  orthodoxy.  In  some  centers  in  the  United  States, 
autoimmune  liver  disease  is  regarded  as  a form  of 
heresy,  both  in  liver  disease  and  in  autoimmunity. 
The  case  for  autoimmunity  in  liver  disease  is  well 
presented. 

A good  balance  has  been  achieved  by  the  editors  ; 
the  subject  has  been  adequately  covered  without 
undue  length.  Not  only  is  progress  recorded,  but  an 
authoritative  summation  of  each  topic  makes  the 
book  a textbook  of  liver  disease. 

Such  community  projects  are  to  be  commended. 
It  is  hoped  that  progress  in  liver  disease  will  war- 
rant frequent  revisions  and  updating. 

Robert  V.  Lewis,  m.d. 

THE  MATHEMATICAL  APPROACH  TO 
PHYSIOLOGICAL  PROBLEMS.  Edited  by 
Douglas  S.  Riggs,  b.s.,  m.d.  The  Williams  & 
Wilkins  Company,  Balt.,  1963.  $13.50 
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The  impact  of  the  mathematical  approach  to 
biology  has  affected  many.  Riggs  has  attempted  and 
succeeded  in  writing  a “do-it-yourself”  application 
of  mathematical  reasoning  to  biological  and  physi- 
ological study.  The  natural  application  of  math- 
ematics to  medicine  is  generally  appreciated  today. 
The  curricula  of  most  medical  schools  include  both 
pure  and  applied  mathematics,  not  only  in  the  pre- 
clinical  years,  but  concurrently  with  our  specific 
technical  training.  For  those  whose  training  pre- 
ceded the  second  world  war,  it  may  be  said  that 
their  education  was  neglected.  A book  of  this  type 
will  be  extremely  helpful  to  fill  in  the  gap. 

The  author  calls  it  a primer,  which  it  is.  A brief 
general  review  of  algebra  would  be  all  that  would 
be  required  to  use  this  book  as  a starting  point  for 
the  appreciation  of  the  importance  of  rigorous 
mathematical  thinking  with  regard  to  scientific 
material.  It  is  easy  to  see  the  applications  in  the 
general  field  of  medicine  from  this  prototype  in 
physiology. 

There  are  two  objections  which  I must  make  to 


this  book.  The  first  is  an  error  of  omission  on  the 
part  of  Doctor  Riggs ; the  second  is  an  error  of 
commission.  In  the  introduction  and  preface,  no 
mention  is  made  even  in  passing  of  the  material 
which  has  already  been  written  on  this  subject  and 
the  historical  development.  As  early  as  1923,  a book 
entitled  Biomathematics  was  published  in  England 
by  W.  M.  Feldman ; and  in  1925  Lotka’s  classic  on 
The  Elements  of  Physical  Biology  was  published. 
Rashevsky’s  classic  was  first  published  in  1938.  In 
this  writer’s  opinion,  it  is  a serious  omission  to 
make  no  reference  to  one’s  intellectual  heritage. 

The  second  objection  has  a common  source  with 
the  first  in  that  the  writer  tediously  and  wearingly 
overpersonalizes  his  viewpoint  in  writing  the  book 
and  makes  apologies  for  being  an  amateur.  It  is 
protesting  too  much.  These  criticisms  are  made 
only  because  they  definitely  distract  from  the  pres- 
entation of  the  material  which  is  well  done. 

Two  chapters  I single  out,  firstly  because  of  their 
importance  ; secondly  because  they  were  well  done. 
These  are  the  chapters  on  “mass  action”  and  “feed 

continued,  on  next  page 
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back.”  This  book  is  a good  start  for  Doctor  Riggs, 
and  it  could  be  for  you. 

Robert  V.  Lewis,  m.d. 

MEMORIES,  DREAMS,  REFLECTIONS. 

C.  J.  Jung.  Recorded  and  Edited  by  Aniela  Jaffe. 

Collins,  Routledge  and  Kegan  Paul,  Lond.,  1953. 

Montaigne  has  written  that  one  cannot  justly 
evaluate  his  own  life,  even  subjectively,  until  the 
moment  before  death.  At  what  age,  then,  does  one 
write  an  autobiography  ? If  it  be  that  the  true  auto- 
biography is  a summation  of  the  experience  of  the 
personality  and  value  judgments  of  that  experience, 
then  Montaigne  is  right;  and  in  Jung’s  autobiog- 
raphy, we  have  Montaigne’s  ideal. 

“Relativity”  in  matters  dealing  with  the  cosmos 
has  its  counterpart  in  all  human  experiences  and 
human  communication.  Jung  is  an  elderly  man 
reviewing  a total  life  experience  from  the  position 
of  one  about  to  die.  All  his  judgments  cannot  help 
but  be  relative  to  this  position.  What  meaning  do 
these  ideas  have  for  a reviewer  half  his  age?  One 
understands  the  true  nature  of  his  observations  by 
realizing  that  “relativity”  exists.  He  allows  for 
distortions  on  both  the  part  of  the  writer  and  the 
reviewer. 

Jung  was  concerned  with  the  “arch  type”  of  the 
human  psyche.  I see  him  portrayed  by  himself, 
both  consciously  and  unconsciously,  as  an  “arch 
type”  of  a holy  man  and  a timeless  one ; the  “arch 
type”  of  a Christian  intellectual  with  all  the  convic- 
tions and  doubts  of  his  religion ; the  “arch  type”  of 
a psychiatrist  outside  of  his  patient  yet  involved  in 
his  patient ; the  “arch  type”  of  a philosopher  and 
scholar  who  had  not  only  intellectual  curiosity  but 
intellectual  empathy  with  both  a Zuni  medicine  man 
of  contemporary  time  or  a Chinese  philosopher, 
Lao  Tse,  centuries  past. 

Jung’s  gift,  in  the  form  of  a lesson  from  his  own 
experiences,  is  the  subtle  but  clear  message  that  to 
understand  man  and  his  psychology  one  must 
accept  that  psychology  as  it  is.  Man  has  sought  God 
in  all  times  and  in  all  places.  His  act  of  seeking  is  far 
more  important  than  theology. 

If  Jung  is  the  “arch  type”  of  a European  intellec- 
tual of  the  last  century,  it  is  easy  to  understand  his 
embarrassment  in  revealing  his  psychic  convictions 
to  a world  who  will  submit  this  only  to  critical 
scrutiny.  Jung  was  a real  victim  of  the  rational 
process  in  psychology  and  philosophy  and  despite 
strong  personal  feelings  suffered  great  personal 
embarrassment  with  his  ideas.  His  temerity  in  pub- 
lishing (although  his  voluminous  writings  attest  to 
the  contrary)  explains  his  reluctance  to  write  his 
personal  convictions  in  autobiographical  form  until, 
in  a very  real  sense,  it  might  not  matter  whether  he 
be  embarrassed  or  not.  In  the  end  the  eternal 
struggle  for  his  own  self  to  be  itself  led  to  the  final 
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consent. 

His  long  association  with  Freud,  and  his  break 
with  Freud  over  the  emphasis  upon  sexuality  in 
psychoanalysis  is  historically  documented.  This 
chapter  on  Freud  is  of  genuine  appeal.  It  is  a de- 
scription of  the  relationships  between  Jung  and 
Freud  about  which  many  a psychoanalyst  will  have 
something  to  say.  Very  briefly  Jung  states  that  he 
was  certain  that  Freud  had  a definite  father  fixation 
for  him  and  documents  two  episodes  in  which  Freud 
fainted  when  the  father  death  wish  was  discussed. 
Their  mutual  interpretation  of  each  other’s  dreams 
on  their  famous  trip  to  neighboring  Clark  Univer- 
sity makes  good  reading. 

The  ultimate  joy  of  reading  this  book,  however, 
is  in  the  richness  of  Jung’s  own  associations  from 
his  vast  researches  in  anthropology  and  psychology. 

Whether  the  dream  interpretations,  either  his 
own  self-analysis  or  those  of  his  patients,  are  accu- 
rate, or  whether  we  agree  with  them  is  irrelevant. 
The  stimulation  from  viewing  the  association 
patterns  and  reference  points  of  Jung’s  mind  is 
pleasant. 

Finally,  the  reader  may  “relatively”  look  at  the 
philosophical  distillation  of  this  eighty-four  year  old 
man  critically.  At  the  end  of  his  life,  what  were 
those  experiences  which  were  worthwhile  either 
because  of  the  great  intensity  of  them  in  a transitory 
time  or  because  of  their  stability  and  duration? 
“With  age,  all  things  pass ; the  last  is  wisdom.” 
Jung  had  not  lost  his  wisdom  and  imparted  it  to  us. 

Robert  V.  Lewis,  m.d. 


Curran  & Burton,  Inc. 

1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHOLESALE  FUEL  OILS 


ANNUAL  MEETING 
Providence  Medical  Association 
Monday,  January  6,  1964 
Medical  Library  ....  8:30  p.m. 


Luxury  Office  Suites 
Available  New  Medical 
Building,  East  Side,  3A 
occupied. 

AIR-CONDITIONING, 
ELEVATOR,  PARKING 


Call  Miss  Berard,  421-5130 
for  information 


“GOODNESS, 

what  must  you  think  of  me, 
dropping  my  purse  so  clum- 
sily in  the  street!  ” exclaimed 
the  flushed  young  girl.  The 
handsome  stranger  gallantly 
placed  it  in  her  hand.  "I 
think,”  he  suggested,  “we 
should  refresh  ourselves 
with  a sparkling  glass  of 
Warwick  Club  Pale  Dry 
Ginger  Ale,  available  in  the 
full  32-ounce  quart  bottle.” 

“What  a pleasant  thought,” 
she  murmured  happily,  “it 
sings  in  the  glass  . . .” 
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THE  WASHINGTON  SCENE 

A Summary  Report  Prepared  by  the  W ashington  Office  of  the 

American  Medical  Association 


President  Kennedy  signed  into  law  two  bills 
providing  for  a five-year,  $594.2  million  federal 
program  to  combat  mental  illness  and  mental  re- 
tardation through  expanded  research  and  commu- 
nity treatment  centers. 

A key  feature  of  the  legislation  is  a $150  million 
program  of  grants  to  the  states  for  construction  of 
community  mental  health  centers  for  inpatient  and 
outpatient  treatment  of  the  mentally  ill.  Adminis- 
tration officials  said  they  hoped  that  such  centers 
eventually  would  be  able  to  take  care  of  as  much  as 
50  per  cent  of  the  mentally  ill  persons  now  in  state 
mental  institutions.  One  aim  of  the  centers  is  to 
have  the  family  physician  play  a larger  role  in  the 
treatment  of  the  mentally  ill. 

The  new  law  contains  no  authority  for  federal 
funds  for  staffing  these  centers,  most  controversial 
aspect  of  the  legislation  in  Congress.  The  American 
Medical  Association  opposed  the  staffing  provision. 

In  signing  the  bill,  President  Kennedy  announced 
that  Robert  Aldrich,  Director  of  the  National  Insti- 
tute of  Child  Health  and  Human  Development, 
will  soon  call  together  50  scientists  from  this  coun- 
try and  abroad  to  plan  research  on  premature  births. 

He  also  announced  that  the  office  of  education 
was  setting  up  a new  division  for  handicapped  chil- 
dren and  youth  to  administer  the  teaching  and 
research  program  under  the  new  law.  It  will  be 
headed  by  Samuel  Kirk,  Professor  of  Education 
and  Psychology  at  the  University  of  Illinois. 

The  new  law  also  provides  $179  million  over 
three  years  for  construction  of  treatment  and  re- 
search facilities  for  the  mentally  retarded  and  for 
training  of  teachers  for  mentally-retarded  children. 

Earlier,  President  Kennedy  had  signed  into  law 
another  part  of  the  mental  retardation  program  that 
was  approved  in  separate  legislation  by  Congress. 
This  calls  for  $355  million  to  increase  federal  aid 
in  fighting  mental  retardation  through  improved 
maternal  and  child  care.  The  five-to-seven-year 
program  includes  a plan  to  provide  preventative 
medical  care  for  low-income  mothers  with  a high 
risk  of  giving  birth  to  retarded  children. 

The  Food  and  Drug  Administration  issued  the 
final  orders  on  how  it  will  carry  out  the  new  drug- 
law’s  provisions  covering  ethical  drug  advertising. 


The  federal  agency  agreed  to  modify  most  of  the 
proposed  regulations  that  the  drug  companies  had 
protested. 

One  previously-disputed  section  of  the  regula- 
tions was  felt  by  the  companies  possibly  to  require 
the  prepublication  submission  to  FDA  of  advertis- 
ing for  virtually  all  important  new  drugs.  The  FDA 
revised  the  regulation  to  require  “prior  approval” 
of  advertisements  by  the  FDA  only  if  the  agency  or 
the  sponsor  of  the  drug  receives  information  not 
widely  publicized  in  medical  literature  that  use  of 
the  drug  may  cause  fatalities  or  serious  damage. 

Another  issue  raised  concerned  sections  of  the 
regulations  relating  to  “fair  balance”  and  “relative 
prominence”  of  information  on  effectiveness  and 
precautions  in  use  of  prescription  drugs  in  adver- 
tising copy  and  layouts. 

FDA  assured  the  industry  that  the  regulations 
will  not  prohibit  use  of  graphic  presentations,  head- 
lines or  other  “advertising  techniques.”  The  regu- 
lations, as  now  clarified  by  the  agency,  will  not 
require  equal  divisions  of  space,  word  counts,  head- 
lines, illustrations  and  so  forth.  On  the  other  hand, 
the  regulation  will  require  that  statements  about 
precautions  for  use  of  drugs  be  presented  in  type 
and  format  to  insure  adequate  prominence  and 
readability. 

An  additional  question  concerned  an  apparent 
requirement  that  advertisements  must  list  side 
effects  and  contra-indications  for  all  common  uses 
of  a given  drug,  even  if  some  of  the  uses  are  not 
referred  to  in  the  advertisement.  In  a clarifying 
statement,  FDA  said,  in  effect,  that  the  non- 
recommended  uses  need  not  be  mentioned  in  most 
instances  — that  since  side  effects  depend  for  the 
most  part  on  duration  of  use,  size  of  dosages  or 
class  of  patients,  it  is  appropriate  that  the  side 
effects  be  disclosed  only  as  related  to  these  factors. 
The  drug  firms  said  this  served  to  remove  their 
principal  concern  on  this  point. 

Another  issue  involved  in  the  new  drug  law  is  a 
section  of  the  regulations  which  would  require  that 
the  established  or  generic  name  of  a drug  must 
accompany  each  separate  mention  of  the  drug’s 
proprietary  or  brand  name  in  an  advertisement  and 
in  labeling.  The  drug  firms  maintained  in  a federal 
court  suit  that  these  regulations  go  beyond  the 
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FDA’s  statutory  authority,  since  the  statute  re- 
quires only  that  established  names  of  prescription 
drugs  be  printed  in  labeling  and  advertising  “prom- 
inently and  in  type  at  least  half  as  large  as  that  used 
for  any  proprietary  name.” 

PROVIDENCE  MEDICAL  ASSOCIATION 

A regular  meeting  of  the  Providence  Medical 
Association  was  held  at  the  Rhode  Island  Medical 
Society  Library  on  Monday,  November  4,  1963. 
The  meeting  was  called  to  order  at  8 :40  p.m.  by  the 
Vice-President,  Doctor  Frank  I.  Matteo,  in  the 
absence  of  the  President. 

Minutes  of  Previous  Meeting 

Doctor  Matteo  reported  that  the  minutes  of  the 
April  24th  meeting  of  the  Association  had  been 
published  in  the  Rhode  Island  Medical  Journal, 
and  therefore  would  not  be  read  unless  there  was  a 
request  for  a reading.  There  was  no  request,  and 
Doctor  Matteo  stated  the  minutes  would  stand 
approved  as  published. 

Report  of  Secretary 

Doctor  William  A.  Reid,  Secretary,  reported 
that  at  a recent  meeting  the  Executive  Committee 
had  apprcmed  of  the  applications  for  membership 
from  the  following  physicians,  and  that  it  rec- 
ommended their  election  to  active  membership : 
Andrew  S.  Blazar,  m.d.  ; Ernesto  D’Agostino,  m.d.  ; 
Vincent  A.  D’ Alessandro,  m.d.  ; Leonard  D. 
Emond,  m.d.  ; Martin  E.  Felder,  m.d.  ; Christa  D. 
Fender,  m.d.  ; Stanley  D.  Fons,  m.d.  ; Milton  W. 
Hamolsky,  m.d.  ; Henry  F.  Izeman,  m.d.  ; Roswell 
D.  Johnson,  m.d.  ; Charles  F.  G.  Jones,  m.d.  ; 
William  R.  Thompson,  m.d.  ; Rosario  V.  Tomaselli, 
m.d.  ; Ruth  E.  S.  Triedman,  m.d. 

A motion  was  made,  seconded  and  passed  that 
these  physicians  be  elected  active  members  of  the 
Association. 

Announcements 

Doctor  Matteo  made  the  following  announce- 
ments : 1.  The  Nutrition  Council  of  Rhode  Island 
extends  an  invitation  to  all  physicians  to  attend  a 
program  on  “Dressing  Up  the  Diabetic  Diet,” 
to  be  held  this  Wednesday  evening  at  the  Provi- 
dence Gas  Company  auditorium.  2.  It  is  with  sad- 
ness that  I report  to  you  the  death  of  six  members 
since  our  April  meeting:  Doctor  Edwin  B.  Gam- 
med (April  25),  Doctor  Hugh  Kiene  (April  27), 
Doctor  Ernest  Thompson  (May  23),  Doctor 
Adolph  Eckstein  (June  28),  Doctor  Robert  Robin- 
son (July  20),  Doctor  Robert  M.  Lord,  Sr.  (Octo- 
ber 13). 


Scientific  Program 

Doctor  Matteo  introduced  Frederick  W.  Barnes, 
Jr.,  m.d.,  ph.d.,  professor  of  medical  science,  divi- 
sion of  Medical  Science  at  Brown  University,  who 
spoke  on  “The  Coming  Image  of  the  Physician.” 
(As  this  address  is  to  be  published  in  the  Rhode 
Island  Medical  Journal  it  is  not  summarized  in 
this  report  of  the  meeting.) 

Adjournment 

The  meeting  was  adjourned  at  9:40  p.m.  Colla- 
tion was  served.  Attendance  was  93. 

Respectfully  submitted, 

William  A.  Reid,  m.d.,  Secretary 


DOCTOR... 

Build  An  Estate  for  your  Son! 
★ ★ ★ 

$100,000  ORDINARY  LIFE  INSURANCE 

Age  1 . . . S 559.00,  yearly 
Age  5 . . . S 616.00,  yearly 
Age  10  ...  S 725.00,  yearly 
Age  13  ...  S 800.00,  yearly 
Age  16  ...  S 884.00,  yearly 
Age  20  . . . S1010.00,  yearly 

★ ★ ★ 

After  five  years,  yearly  guaranteed  in- 
crease in  cash  value  exceeds  deposits  ! 

★ ★ ★ 

An  ideal  gift  to  sons  and  grandsons. 

★ ★ ★ 

V rite  or  ’phone : 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  St.,  Providence,  R.  I. 


HAVE  YOU  SENT  IN  YOUR 
RESERVATION  FOR  THE  TRIP 
TO  CALIFORNIA  NEXT  JUNE  ? 
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DOCTORS 

OFFICE  SPACE  FOR  LEASE 

WARWICK 

Space  available  for  several  doctors  on 
first  floor.  Modern,  fireproof  building  just 
completed.  On  Post  Road,  opposite  the 
Airport.  Ample  parking. 

Offices  have  Air  Conditioning,  Private 
Entrances,  Drapes,  Music. 

Located  on  Route  No.  1 in  a densely 
residential  section.  For  further  particulars 
Call: 

MATTSON  REALTY  CO. 

1777  Post  Road  Warwick,  R.  L 

R Egent  7-1700 


Qflema/iiat  Sanitarium 

Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conven- 
iently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

W.  H.  Lesovsky,  M.D.,  Ph.D. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 


Facts  and  Fancies 
about  Strabismus 

In  his  excellent  article,  “Management  of  Strabis- 
mus” published  in  GP , August  1959,  Dr.  Edward 
A.  Dunlap  of  the  Cornell  Medical  School  explains 
this  highly  complicated  condition  to  the  general 
practitioner  and  the  pediatrician.  Since  they  are 
usually  the  first  medical  persons  to  see  the  child 
with  squint.  Dr.  Dunlap  is  especially  anxious  to 
clear  up  the  misconceptions  about  this  defect.  As  he 
explains  the  purpose  of  his  paper,  it  is  to  urge  the 
general  practitioner  confronted  with  a strabismus 
“to  demand  and  obtain  EARLY  examination  and 
treatment  of  the  patient  by  the  ophthalmologist.” 

Dr.  Dunlap  then  offers  two  lists  : the  fancies  and 
the  facts  about  childhood  strabismus,  as  follows  : 

Fancies 

The  ophthalmologist  need  not  see  a child  with  an 
imbalance  until  age  2 or  after. 

W aiting  for  the  turn  to  be  outgrown  is  proper. 

Surgery  should  not  be  done  until  after  age  6 or  8. 

Glasses  will  correct  all  inward  turns. 

Glasses  will  not  correct  any  turns. 

Glasses  will  restore  acuity  in  an  amblyopic  eye. 

“Exercises”  are  of  no  value  in  the  treatment  of 
strabismus. 

Two  or  more  operations  are  usually  required  in 
an  ordinary  case  of  strabismus. 

No  harm  is  done  a child’s  personality  by  allow- 
ing him  to  retain  a disfiguring  strabismus  until  he 
is  8 years  old  or  thereabouts. 

Facts 

The  earlier  treatment  of  an  imbalance  is  started, 
the  more  chance  there  will  be  of  a good  result. 

Turns  are  rarely  outgrown  and  there  is  no  justi- 
fication in  advising  waiting  to  see  if  this  will  occur. 

If  amblyopia  is  found,  treatment  must  be  insti- 
tuted before  the  age  of  5 or  6 for  it  to  have  a good 
chance  of  success. 

Surgery  is  usually  the  best  treatment  and  early 
surgery  is  preferable  to  late.  By  early  is  meant 
ages  1 to  4,  depending  on  the  age  of  onset  and  the 
type  of  the  turn. 

Cosmetic  aid  can  almost  always  be  given  by  sur- 
gery. This  alone  is  enough  to  justify  operation. 
Functional  benefit  may  also  occur,  and  the  earlier 
alignment  is  secured,  the  more  chance  there  is  of 
functional  aid. 

Muscle  surgery  can  be  done  with  extremely  little 
risk  of  complications. 

Elimination  of  the  turn  before  the  child  is  made 
aware  of  it  by  the  persecution  of  his  playmates  can 
save  the  child  untold  tragedy. 

— Reprinted  from  Sight  Saving  Review,  Vol.  XXX,  No.  4 
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